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founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


•Geo.  M.  Underwood,  M.D..  F.A.C.P.,  Diagrnosis  & Gastnw 
enterology.  [)  A H.  Intt’rnal  Metlicine  & Gastroenterology 
P.  E.  Luecke,  Sr..  M.U.,  F.A.A.FL,  Pediatrics 
Diplomate  Ainerican  I^oard  F'ediatrics 
*Wm.  H.  Potts.  B.A.,  l-.A.C.P..  Internal  Medicine 
•Ozro  T Wood.-),  M.D  , Surgery.  Emphasizing  Tumors 

•Richard  M.  Smith,  M D.,  F.A  C.P.,  Diagnosis  & Interna! 
Mediciiif 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade.  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S..  Surgerx 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O,.  Ophthalmology 
*Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M D..  F.A.A.P..  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D.,  D.A.B.O,,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U,,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B,  Caldwell,  M.D..  D.A.B.R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatology 
Landon  W.  Stewart,  M.D.,  Internal  Medicine 
William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 
Richard  B.  Dulany,  M.D.,  Urology 
William  F.  Walton,  D.D.S.,  General  Dentistry 

E.  Nelson  Forsyth,  Jr.,  M.D.,  Gastroenterology  & Interna! 
Medicine 

George  D.  Blake,  D.D.S.,  General  Dentistry 
Lucinda  A.  Melichar,  M.D.,  General  Medicine 
Cloyce  L.  Stetson,  Jr.,  M.D.,  Internal  Medicine 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 
C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


♦Inactive  status 


When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him? 


When  it’s  mandatory  to  keep  the  post- 
^ coronary  patient  calm,  consider  Valiurh  (diazepam). 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  perioci  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  S-mg 
or  Z-mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tensioryknxiety 
produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


states,  the  1 


Wium' 


(diazepam) 


For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation, 'tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adu/fs;  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2^2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied;  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose'-'^  packages  of  1000. 
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Scandinavian  Adventure 

Stockholm  • Helsinki  • Copenhorten 
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TWO  EXCITING  WEEKS  IN  THE 

• Direct  flights  via  chartered  World  Airways 
707  jet 

• Deluxe  hotels  in  each  city 

• Complete  American  breakfasts  at  your  hotel 

• Gourmet  dinners  at  a selection  of  the  finest 
restaurants 

• VIP  preregistration  at  all  hotels 

• Expedited  Customs  formalities 

• Generous  70  pound  baggage  allowance 

• Escort  and  five  hosts  always  available  to 
assist  you 


LAND  OF  THE  VIKINGS 

• Optional  sightseeing  tours  each  day 

• Plenty  of  time  for  shopping 

• Never  any  regimentation  ...  do  as  you  please 

Your  Scandinavian  Adventure  will  be  an  unfor- 
gettable holiday — the  finest  in  travel.  You’ll  enjoy 
sightseeing  . . . shopping  . . . nightclubs  ...  or 
just  relax!  The  choice  is  yours.  All  for  only  $868 
per  person.  Complete  the  reservation  form  below 
and  return  it  today.  Space  is  strictly  limited. 
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Just  about  the  first  thing 
the  patient  on  Sporostacin 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation,  andmalodor  follows 
soon  after. 


If  that  was  all  Sporostacin 
did,  she’d  still  be  happy. 
But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases,  often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications:  None  known.  Precautions:  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage:  One  appli- 
catorful intravaginally  twice  daily  for  a period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostacin  cream 

M TRADEMARK 

(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN,  NEW  JERSEY  08869 
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74  Blunt  Trauma  to  the 
Chest 

Dr.  Donald  L.  Bricker 
was  formerly  assistant 
surgeon-in-chief  at  Ben 
Taub  General  Hospital  in 
Houston,  and  an  assistant 
professor  of  surgery  at 
Baylor  College  of  Medi- 
cine. He  is  currently 
engaged  in  the  private 
practice  of  cardiac  and 
vascular  surgery  in 
Lubbock.  His  coauthors 
are  Dr.  Joe  Upton,  intern 
in  surgery  at  Yale- 
New  Haven  Medical 
Center,  New  Haven,  Conn; 
and  Dr.  Jane  R.  Telford, 
senior  attending  anesthe- 
siologist, Ben  Taub 
General  Hospital,  and 
professor  of  anesthesiol- 
ogy at  Baylor  College 
of  Medicine. 

84  Tuberculous  Lympha- 
denitis in  a Community 
Hospital 

Dr.  Donald  E.  Girard  is  a 
resident  in  internal 
medicine  at  the  University 
of  Oregon  School  of 
Medicine,  Portland,  Ore. 

He  prepared  this  article 
while  he  was  a resident  at 


St.  Joseph  Hospital  in 
Houston.  He  is  a graduate 
of  Baylor  College  of 
Medicine. 

91  Monoclonal  Gammo- 
pathies;  Present  Status 

Dr.  Stephan  E.  Ritzmann 
is  a professor  of  path- 
ology and  Research 
Associate  Professor  of 
Medicine  and  also  director 
of  the  Division  of  Experi- 
mental Pathology- 
Immunology  at  The  Uni- 
versity of  Texas  Medical 
Branch  at  Galveston. 

His  coauthors  are  Drs. 
Jerry  C.  Daniels,  Monica  C. 
Lawrence,  Gerald  A. 
Beathard,  and  William  C. 
Levin.  The  authors  also 
represent  the  Division 
of  Immunochemistry, 
Department  of  Pathology; 
and  Division  of  Hema- 
tology, Department  of 
Medicine. 

102  Malignant  Exophthal- 
mos— A Review  of  76 
Cases 

Dr.  Joseph  H.  Ogura  is 
Lindburg  Professor  and 
head  of  the  Department  of 
Otolaryngology,  Wash- 
ington University  School 
of  Medicine,  St.  Louis, 

Mo.  Dr.  Ogura  holds 
appointments  to  several 
positions  on  governmental 
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committees,  and  is 
active  in  national  pro- 
fessional organizations. 
This  article  is  based  on  his 
presentation  at  the  Texas 
Medical  Association’s 
1971  Annual  Session 
in  Houston. 

104  Intraocular  Hyper- 
tension in  Retinal 
Detachments 

Dr.  Alan  Baum  and 
Dr.  Richard  S.  Ruiz 
practice  ophthalmology 
in  Houston. 

106  Conservation  Surgery 
of  the  Larynx  and  Pharynx 

Dr.  Joseph  H.  Ogura. 

114  Comprehensive 
Health  Care 

Dr.  Frederick  G.  Dorsey 
is  in  the  practice  of 
internal  medicine  (geriat- 
rics) in  Houston.  He 
is  a member  of  the 
Board  of  Trustees 
of  the  American 
Geriatric  Society. 
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use  ‘Dicarbosil’.” 


Dicarbosil 

ANTACID 

Write  for  Clirtical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  6310? 


T.  R0IV£  PRICE 
GROWTH  STOCK 
^ FUND,  m. 

Est.  1950 

^ HUOAD  FUND 

Investing  in  stocks 
selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  D-5 

Baltimore,  Md.  21201  Phone  (301)  539-1992 

I Name  - 


Still  serving... 

Miltown' 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS  |j^ 
Cranbury,  NJ.  08512  ^ 


Miltowfl* 

wieprobainat^' 
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What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that's  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don't  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


BASUAIJY  INDEMNnV  EXDHANBE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893  9797 

TMA.0I71 
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DESTRUCTOR  UNIT  PREVENTS 
REUSE  OF  DISCARDED  SYRINGES 

Some  physicians  in  Texas  are  having 
difficulties  disposing  of  disposable  syr- 
inges because  children — and  grow/nups 
as  well — go  through  wastebaskets  to 
recover  these  syringes. 

Now  on  the  market,  however,  is  a 
small  and  inexpensive  machine  which 
destroys  the  syringes  and  needles  and 
drops  their  useless  remains  into  a bag. 
The  unit  costs  about  $6  to  $7  and  is 
available  through  medical  and  surgical 
supply  companies. 

PRICE  COMMISSION  LIMITS 
FEE  INCREASES  TO  2.5% 

The  Price  Commission  has  restricted 
increases  in  a physician’s  fees  to  2.5% 
a year  when  justified  by  increases  in 
his  costs,  but  has  granted  the  right  of 
appeal  to  the  Internal  Revenue  Service 
for  a greater  increase  for  those  physi- 
cians who  encounter  greater  increases 
in  the  costs  of  conducting  their  prac- 
tice. 

The  official  regulations  went  into 
effect  on  Dec.  29,  a day  before  they 
were  published  in  the  Federal  Register. 
The  commission  had  earlier  announced 
guidelines  on  which  the  regulations 
were  based. 

The  regulations  also  require  that  a 
physician  maintain  a schedule  of  fees 
and  increases.  A sign  must  be  posted 
in  his  office  advising  that  such  a sched- 
ule is  available  for  inspection,  but  the 
physician  does  not  have  to  post  the 
actual  fee  schedule  in  his  office.  It  is 
felt  that  a small  card  with  the  state- 
ment "The  schedule  of  fees  charged 
by  this  office  is  available  upon  request” 
should  be  sufficient  for  the  physician  to 
comply  with  this  regulation. 

Specifically,  the  Price  Commission 
ruled  that  “a  non-institutional  provider 
of  health  care  services  may  charge  a 
price  in  excess  of  the  base  price  only 
to  reflect  allowable  costs  in  effect  on 
Nov.  14,  1971,  and  allowable  cost  in- 
creases incurred  after  Nov.  14  reduced 
to  reflect  productivity  gains,  and  only 
to  the  extent  that  such  increased  price 
shall  not  result  in  an  increase  in  such 
provider’s  profit  margin  as  a percent- 
age of  revenues,  before  income  tax, 
over  that  prevailing  in  the  base  period, 
providing,  however,  that  the  provider’s 
aggregate  price  increases  shall  not  ex- 
ceed 2.5%  per  year.” 

After  issuance  of  the  regulations,  of- 
ficials of  the  American  Medical  Associ- 
ation continued  meeting  with  federal 
officials  in  efforts  to  effect  modifica- 


tions of  provisions  considered  unfair  to 
physicians.  The  meetings  began  even 
before  issuance  of  the  guidelines. 

One  meeting  was  held  with  Donald 
Rumsfeld,  director  of  the  Cost  of  Living 
Council,  a few  days  before  the  regula- 
tions were  issued.  Dr.  Max  H.  Parrott, 
chairman  of  the  AMA  Board  of  Trustees 
and  head  of  the  AMA  delegation,  voiced 
strong  exceptions  to  some  of  the  price 
control  provisions  which  deny  treat- 
ment equal  to  that  given  other  provid- 
ers of  professional  services. 

The  AMA  pointed  out  that  the  Price 
Commission’s  2.5%  limitation  on  the 
increase  of  physicians’  fees  is  discrim- 
inatory inasmuch  as  the  fees  of  other 
providers  of  services  can  reflect  actual 
increases  in  cost  by  a “pass  through” 
of  such  costs,  a procedure  denied  phy- 
sicians under  the  proposed  regulations. 

The  AMA  also  pointed  out  that  while 
the  Price  Commission  urged  increased 
physician  productivity,  the  proposed 
regulations  might  well  decrease  pro- 
ductivity. 

The  physician  cannot  generally  work 
longer  hours  than  he  is  presently  work- 
ing, said  the  position  paper  presented 
by  the  AMA.  He  can  expand  his  office 
space,  purchase  new  testing  and  diag- 
nostic aids,  and  employ  more  staff. 
But  if  held  to  a 2.5%  fee  increase  in 
the  face  of  higher  costs,  the  physician 
is  not  apt  to  do  any  of  these  things. 

The  AMA  paper  also  took  exception 
to  the  proposed  requirement  for  the 
posting — or  having  available — a fee 
schedule.  It  is  simply  not  practical  for 
a physician  to  arrive  at  a schedule  of 
prices  for  each  and  every  one  of  the 
numerous  services  he  renders,  the 
AMA  said,  pointing  out  that  it  was  its 
understanding  that  the  Committee  on 
Health  Services  Industry,  an  advisory 
body  to  the  Price  Commission,  recog- 
nized this  fact  and  had  recommended 
that  posting  be  limited  to  institutional 
providers. 

The  AMA  noted  that  the  proposed 
guidelines  do  not  provide  for  a proce- 
dure under  which  physicians  whose 
fees  are  below  the  norms  in  their  com- 
munities may  adjust  their  fees.  Physi- 
cians usually  maintain  their  fees  for 
several  years  and  then  increase  them 
by  10%  or  20%  to  counter  inflation, 
rather  than  impose  annual  increments 
of  25  or  50  cents,  the  AMA  said,  in- 
sisting that  the  proposed  regulations 
should  contain  reasonable  criteria  for 
handling  unusual  situations  such  as 
these. 

At  the  suggestion  of  Rumsfeld,  the 


8 


TEXAS  MEDICINE 


AMA  has  taken  its  case  directly  to  C. 
Jackson  Grayson,  Jr.,  chairman  of  the 
Price  Commission,  and  additional  meet 
ings  have  been  scheduled.  The  full  text 
of  the  AMA’s  position  paper  on  this 
subject  has  been  forwarded  to  all  state 
medical  societies. 

SAMA-UTMB  RESEARCH 
FORUM  TO  BE  HELD  IN  APRIL 

Students  interested  in  medical  science 
will  gather  in  Galveston  in  April  for  the 
1972  Student  American  Medical  As- 
sociation-University of  Texas  Medical 
Branch  National  Student  Research 
Forum. 

The  forum,  which  is  now  in  its  12th 
year,  was  originally  conceived  as  a 
means  for  giving  students  an  oppor- 
tunity to  present  the  results  of  their 
scientific  endeavors  for  criticism  and 
discussion. 

Backed  administratively  and  finan- 
cially by  both  SAMA  and  the  Medical 
Branch,  the  forum  has  grown  from  a 
regional  meeting  to  a national-level 
gathering  of  outstanding  young  scien- 
tists in  the  health  fields. 

The  forum  is  under  the  general  su- 
pervision of  three  student  co-directors, 
who  are  selected  by  the  Forum  Advi- 
sory Committee  which  is  composed  of 
UTMB  faculty  who  are  knowledgeable 
as  to  the  goals  and  operations  of  the 
forum.  The  co-directors  are  advised  by 
this  committee  and  assisted  adminis- 
tratively by  Mrs.  Camille  King,  adminis- 
trative assistant  in  the  Office  of  Stu- 
dent Personnel  Services.  This  year's  co- 
directors are  John  B.  Tebbetts,  fourth- 
year  medical  student;  James  L.  Cope- 
land, Jr.,  fourth-year  medical  student; 
and  James  A.  Richardson,  graduate 
student  and  incoming  first-year  medi- 
cal student.  The  co-directors  also  con- 
sult with  Dr.  Edward  N.  Brandt,  Jr., 
professor  of  preventive  medicine  and 
community  health  and  dean  of  the 
graduate  school,  who  serves  as  faculty 
advisor  to  the  forum. 

Although  the  forum  is  almost  com- 
pletely student-run,  faculty  members 
are  involved  in  the  screening  of  ab- 
stracts for  papers  to  be  presented  and 
in  judging  for  awards. 

According  to  the  co-directors,  the 
objectives  of  this  year’s  forum  are 
fivefold: 

1.  To  provide  a national  forum  for 
presentation  of  outstanding  research 
by  medical  students,  graduate  stu- 
dents in  the  health  sciences,  interns, 
and  residents. 

2.  To  recognize  outstanding  re- 


search accomplishments  by  means  of 
awards  determined  by  a panel  of  med- 
ical scientists. 

3.  To  broaden  the  scope  of  the  re- 
search presentations  to  include  com- 
munity health  research  and  neuropsy- 
chiatry. 

4.  To  continue  to  develop  opportuni- 
ties for  young  scientists  to  receive 
meaningful  and  pertinent  criticism  of 
their  research  efforts  from  their  peers 
and  established  scientists  in  a forum 
meeting  the  highest  scientific  stan- 
dards. 

5.  To  continue  to  encourage  the 
establishment  of  local  student  research 
forums,  including  the  award  of  funds 
to  more  recently  established  medical 
schools  for  the  support  of  a local 
forum. 

Included  in  the  1972  forum  will 
be  presentations  by  two  outstanding 
speakers — Dr.  John  Hogness,  presi- 
dent of  the  Institute  of  Medicine, 
National  Academy  of  Sciences,  Wash- 
ington, D.C.,  and  Dr.  Howard  P.  Rome, 
senior  consultant  in  psychiatry  at  the 
Mayo  Clinic  and  professor  of  psy- 
chiatry at  the  Mayo  Graduate  School 
of  Medicine,  Rochester,  Minn.  The 
SAMA-Squibb  Scientific  Exhibits  and 
the  SAMA-Eaton  Medical  Photograph 
Salon  will  also  be  featured. 

The  dates  selected  for  the  1972 
SAMA-UTMB  National  Research  Forum 
are  April  20-22,  and  arrangements 
have  been  made  to  accommodate 
guests  and  to  provide  meeting  rooms 
in  the  Galveston  Holiday  Inn. 

Last  year’s  forum  attracted  an  at- 
tendance of  1,035  to  hear  95  partici- 
pants from  49  schools  and  hospitals 
across  the  nation. 

STATE  ABORTION  CASE  PENDING 
SUPREME  COURT  DECISION 

In  late  December,  arguments  were  pre- 
sented to  the  Supreme  Court  regarding 
the  Texas  abortion  laws  in  the  Roe  v. 
Wade  case,  but  no  decision  has  been 
made  by  the  court  as  yet. 

According  to  The  Citation,  a publica- 
tion prepared  by  the  Office  of  the  Gen- 
eral Counsel  of  the  American  Medical 
Association,  the  court  is  considering 
the  question  “Was  a federal  trial  court 
wrong  in  refusing  to  enjoin  enforcement 
of  the  Texas  abortion  laws  after  declar- 
ing them  unconstitutional?’’  in  the 
case. 

Observers  generally  feel  that  a deci- 
sion in  the  case  will  be  announced 
within  the  next  few  months. 


UT  REGENTS  SET  GUIDELINES 
FOR  INVOLVEMENT  WITH  HMO’S 

Regents  of  The  University  of  Texas 
System  have  recognized  the  increasing 
attention  being  given  to  the  planning 
and  development  of  health  mainte- 
nance organizations  and  have  adopted 
guidelines  for  the  involvement  of  UT 
System  medical  components  in  those 
efforts. 

Observing  that  there  is  considera- 
ble expertise  in  many  aspects  of  health 
care  delivery  among  the  faculties  of 
the  UT  System  medical  units,  the  reg- 
ents, by  the  adoption  of  specific  guide- 
lines, made  this  expertise  and  talent 
available  to  those  groups  who  are  in- 
terested in  assessing  the  value  of  such 
organizations. 

The  board  of  regents  adopted  the 
recommendation  of  Dr.  Charles  A.  Le- 
Maistre,  chancellor  of  the  UT  System, 
that  “the  biomedical  units  of  The  Uni- 
versity of  Texas,  including  the  Regional 
Medical  Program  of  Texas,  may  coop- 
erate, consult,  and/or  affiliate  with 
other  groups  and  agencies  involved 
with  planning  for  a demonstrational  or 
operational  health  maintenance  organi- 
zation with  the  express  understanding 
that  each  such  request  for  cooperation 
and/or  consultation  must  originate 
with  others  and  will  be  accepted  by 
any  of  the  biomedical  units  only  after 
written  approval  of  the  chancellor.” 

The  board  also  adopted  at  the  rec- 
ommendation of  chancellor  LeMaistre 
a second  guideline  which  prohibits  The 
University  of  Texas  System  medical 
units  from  directly  initiating  grant  re- 
quests for  planning  funds  related  to 
HMD’s.  This  guideline  re-emphasized 
the  primary  recommendation  that  the 
role  of  the  university’s  medical  units 
would  be  one  of  consultation,  advice, 
and  affiliation  with  other  groups  who 
are  themselves  initiating  such  studies. 

In  discussing  these  guidelines.  Dr. 
LeMaistre  stressed  that  they  are  being 
adopted  in  the  present  context  of  the 
needs  of  medical  education.  He  pointed 
out  that  many  of  the  elements  of  the 
health  care  system  are  in  a state  of 
transition  and  that  priority  must  be 
given  to  insuring  that  the  needs  of 
medical  education  are  appropriately  de- 
signed to  reflect  the  present  pattern  of 
health  care  delivery.  He  told  the  board 
that  should  the  concept  of  HMD’s  prove 
to  be  an  essential  part  of  the  health 
care  delivery  system,  then  the  appro- 
priate role  which  those  organizations 
should  play  in  the  process  of  medical 
education  may  need  to  be  reconsidered 
and  redesigned. 
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PHYSICIANS  WARNED  AGAINST 
USE  OF  DES  IN  PREGNANCY 

According  to  a recent  issue  of  Ameri- 
can Medical  News,  diethylstilbestrol 
(DES)  is  contraindicated  in  pregnancy, 
and  a warning  on  the  matter  was 
issued  to  physicians  in  the  November 
FDA  Drug  Bulletin. 

The  drug  has  been  associated  with 
27  reported  cases  of  adenocarcinoma 
of  the  vagina  in  daughters  of  patients 
who  received  DES  during  pregnancy, 
reports  the  bulletin. 

“Both  FDA  and  the  medical  profes- 
sion face  a responsibility  to  help  deter- 
mine whether  this  reported  association 
constitutes  a cause-and-effect  relation- 
ship,” the  bulletin  said. 

The  FDA  is  requiring  labeling  chang- 
es on  DES  and  closely  related  cogen- 
ers.  All  other  estrogen  packages  will 
also  carry  warnings.  In  addition,  epi- 
demiological studies  are  being  under- 
taken in  order  to  determine  the  true 
incidence  of  the  disease  in  young 
women. 

Physicians  are  urged  to  report  any 
cases  of  adenocarcinoma  of  the  vagina 
related  to  DES  on  the  Drug  Experience 
Report  form  which  appears  in  the 
November  FDA  Drug  Bulletin. 

IMMUNE  DEFICIENT  CHILD  BORN 
IN  GERM-FREE  ENVIRONMENT 

A child  born  with  an  immune  deficiency 
has  been  delivered  germ-free  at  Texas 
Children’s  Hospital  in  Houston.  Since 
birth,  he  has  lived  in  the  sterile  en- 
vironment of  a plastic  isolator. 

The  child,  born  Sept.  21,  is  the 
second  such  infant  to  be  delivered  in 
the  United  States  and  the  only  one 
proved  to  have  an  immune  defect. 
Four  other  such  germ-free  deliveries 
have  been  made — two  in  England  and 
two  in  the  Netherlands. 

The  child  is  unable  to  manufacture 
antibodies,  has  inadequate  lympho- 
cytes, and  thus  cannot  resist  many  in- 
fections. 

Baylor  College  of  Medicine  pediatri- 
cians suspected  the  child  now  in  isola- 
tion would  be  affected  because  his 
mother  had  previously  delivered  an 
immune  deficient  child  who  died  at  age 
seven  months. 

When  the  mother  was  five  months 
pregnant  with  the  second  child,  an 
amniocentesis  was  performed,  and  the 
child  was  found  to  be  a boy.  The  par- 
ticular form  of  immune  deficiency  in 
her  first  child  occurred  only  in  males, 
so  physicians  knew  to  expect  immune 
deficiency  in  the  second  child. 

The  child  was  delivered  germ-free  by 


Caesarean  section  and  put  immediately 
into  the  crib  isolator  where  he  is  pro- 
tected from  all  infectious  agents.  He  is 
handled  through  plastic  gloves  attached 
to  ports  in  the  sides  of  the  isolator. 

Baylor  pediatricians  have  now  diag- 
nosed the  child  in  the  isolator  and 
found  that  he  does  indeed  have  the 
same  immune  deficiency  as  his  brother. 

“But  we  have  a glimmer  of  hope. 
He  is  able  to  make  a little  bit  of  anti- 
body. This  makes  us  think  he  is  like 
the  German  babies  born  three  years 
ago  who  had  an  immune  deficiency  but 
did  have  a little  bit  of  immunity  and 
outgrew  the  disease  after  some  two 
years  in  an  isolator,”  said  physicians. 

But  after  two  years  in  an  isolator, 
what  about  the  psychological  develop- 
ment of  the  child? 

“This  is  probably  the  question  we 
are  most  frequently  asked,”  said  the 
baby's  pediatrician,  “and  we  are  study- 
ing the  psychological  implications  very 
closely.  The  German  twins  had  abso- 
lutely normal  psychological  develop- 
ment. 

“How  is  the  child  ever  to  know  the 
plastic  gloves  are  not  mother’s  hands? 
As  long  as  the  attitude  of  the  person 
taking  care  of  him  is  loving,  he  is  not 
going  to  know  whether  it  is  human  skin 
or  latex.  It  feels  about  the  same. 

“The  baby  is  held,  cuddled,  talked 
to,  and  even  kissed  through  the  plastic 
barrier.” 

The  germ-free  isolator  at  Texas 
Children’s  Hospital  is  one  of  two  in 
the  United  States.  The  unit  enables 
patients  unusually  susceptible  to  in- 
fection to  be  maintained  in  a germ- 
free  environment  while  studies  and 
treatment  are  undertaken. 

The  isolator  at  Texas  Children’s  Hos- 
pital was  a gift  from  Alfred  C.  Glassell, 
Jr.,  a board  member  at  the  hospital, 
to  his  wife  on  her  birthday. 


BAYLOR  AND  TEXAS  A&M  PLAN 
JOINT  PROGRAMS  IN  3 AREAS 

Baylor  College  of  Medicine  and  Texas 
A&M  University  are  planning  to  devel- 
op joint  cooperative  programs  in  com- 
parative medicine,  allied  health  man- 
power, and  graduate  studies,  accord- 
ing to  an  article  in  Inside  Baylor  Medi- 
cine, the  college’s  monthly  publication. 

The  chairmen  of  the  two  institu- 
tion’s boards  of  directors  recently  an- 
nounced the  cooperative  venture. 

L.  F.  McCollum,  head  of  Baylor’s 
board  of  directors,  and  Clyde  H.  Wells, 
president  of  the  A&M  System  board  of 
directors,  explained  that  an  Institute 
of  Comparative  Medicine  will  be  estab- 
lished. The  institute  will  allow  Baylor 
and  A&M  students  to  study  diseases 
in  animals  and  to  use  such  disease 
models  in  the  study  of  illness  in  hu- 
mans. The  institute's  work  will  also 
allow  students  to  take  advantages  of 
advances  in  human  medicine  for  the 
benefit  of  sick  animals.  “Baylor’s  ani- 
mal resources  in  Houston  and  Hunts- 
ville will  be  shared  with  Texas  A&M 
faculty  and  students,”  said  the  article. 

The  schools  will  also  join  efforts  in 
the  field  of  allied  health  manpower 
development.  Both  Baylor  and  A&M 
will  initiate  a program  designed  to 
strengthen  Baylor’s  program  in  devel- 
opment of  allied  health  workers,  with 
the  aim  of  increasing  the  ranks  of 
those  in  the  allied  health  professions. 

A program  of  common  credit  cours- 
es on  a graduate  level  will  also  be 
developed  by  the  two  schools.  Under 
the  program,  Baylor  students  may  take 
courses  for  credit  at  A&M  for  no  addi- 
tional tuition  charge  and  vice  versa. 
Baylor  currently  has  similar  agree- 
ments with  Rice  University,  the  Univer- 
sity of  Houston,  and  The  University 
of  Texas  at  Houston. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  media 


Original 

Net  asset 

price 

, value 

per  share v 

9-30-68 

11-30-71 

11-30-71* 

$10.25 

$10.92 

$10.92 

14.20 

11.49 

13.23 

25.93 

26.94 

29.32 

16.82 

14.31 

17.42 

23.34 

20.37 

25.24 

10.00 

10.94 

10.94 

Mercantile  National  Bank  Stock  Fund 
Loomis-Sayles  Capital  Development  Fund 
T.  Rowe  Price  Growth  Stock  Fund 
Loomis-Sayles  Mutual  Fund 
Stein  Roe  & Farnham  Balanced  Fund 
Mercantile  Bank  Fixed  Income  Fund 


*Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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HAVE  YOU  HAD  A CHANCE 
TO  GO  THROUGH 
YOUR  MAIL  LATELY? 


IT  CONTAINS  IMPORTANT  INFORMATION  ABOUT  THE 
EMPLOYEE  MAJOR  MEDICAL  INSURANCE  THAT  TMA 
IS  MAKING  AVAILABLE  FOR  TEXAS  PHYSICIANS  WHO 
WISH  TO  PROVIDE  THIS  BENEFIT  FOR  THEIR  EM- 
PLOYEES. 

The  Texas  Medical  Association  Insurance  Program  Now  Offers: 

• INDIVIDUAL  LIFE  INSURANCE 

• GROUP  LIFE  INSURANCE 

• MAJOR  MEDICAL 

• ACCIDENTAL  DEATH 

• OFFICE  OVERHEAD 

• LONG  TERM  DISABILITY 

• EMPLOYEE  MAJOR  MEDICAL 

For  Information  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Phone-512/476-6551 

Underwritten  By 

Pmdential 
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It’s  working, 
even  when  she’s  not. 

10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol®  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystitis. 

The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 

1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  f.  coli,  Kleb- 
siella-Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis);  pregnancy  at  term  and 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly 
investigated.  Sulfonamides  will  not  eradicate  or  prevent  se- 
quelae to  group  A streptococcal  infections,  i.e.,  rheumatic 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  reac- 
tions, agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  reported;  early  clinical  signs  such  as  sore 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  serious 
blood  disorders.  Complete  blood  counts  and  urinalysis  with 
careful  microscopic  examination  are  recommended  frequently 
during  sulfonamide  therapy.  Clinical  data  are  insufficient  on 
prolonged  or  recurrent  therapy  in  chronic  renal  diseases  of 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma 
and  in  glucose-6-phosphate  dehydrogenase-deficient  indi- 
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4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
pathogens,  such  as  E.  coli,  Klebsiella- Aer oh acter,  S.  aureus  and  others. 
Action  all  day.  And  action  all  night  to  prevent  retained  urine  from 
becoming  the  medium  for  bacterial  proliferation. 

7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 
therapy  means  rapid  symptomatic 
improvement,  often  in  24  to  48  hours,  for 
most  patients  with  nonobstructed  urinary 
tract  infections. 

in  nonobstructed  urinary  tract  infections 

GantanolRi  •D. 

(sul&methoxazole) 

Tablets/Suspension 
12  hours  of  therapy  with  every  dose 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b./.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain  /rocHE>  of 

chemical  similarities  with  some  goitrogens,  diuretics  (aceta-  \ / Nutiey,  n j.  07iio 


viduals.  In  the  latter,  dose-related  hemolysis  may  occur. 
Maintain  adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
nemia; allergic  reactions;  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
dominal pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis;  C.N.S.  reactions;  headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations,  tin- 
nitus, vertigo  and  insomnia;  and  miscellaneous  reactions: 
drue  fever.  r.hilLs.  tnxir  nenhrn';!';  with  nlipiiria  enH  aniirle 
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NEWS 


GONORRHEA  NOW  SAID  A MAJOR 
CONCERN  IN  PUBLIC  HEALTH 

During  1971,  the  number  of  cases  of 
the  crippling  venereal  disease  syphilis 
decreased  for  the  first  time  in  Texas, 
but  preliminary  figures  on  the  number 
of  discovered  cases  of  gonorrhea  in 
1971  show  an  11%  increase  over  the 
43,601  new  cases  reported  in  Texas 
in  1970. 

The  encouraging  decline  in  the  rate 
of  syphilis  appears  to  be  the  result  of 
an  intensive  campaign  waged  by  pub- 
lic and  private  medicine  against  the 
disease  over  the  past  five  years.  Dur- 
ing 1970,  physicians  found  and  treat- 
ed 4,821  people  in  Texas  with  early 
infectious  syphilis.  Texas  State  Depart- 
ment of  Health  officials  are  confident 
that  the  thorough  case-finding  and 
prevention  techniques  practiced  over 
the  past  few  years  have  been  instru- 
mental in  causing  the  9.4%  decline  in 
the  rate  of  syphilis  recorded  during  the 
first  11  months  of  1971. 

Although  the  news  on  the  syphilis 
rate  is  encouraging,  the  statistics  on 
gonorrhea  are  causing  great  concern. 
Between  1965  and  1970,  the  reported 
incidence  of  the  venereal  disease  in- 
creased 155%.  In  addition,  a recent 
study  estimated  that  only  8.29%  of 
the  gonorrhea  cases  occurring  in  Texas 
are  actually  reported,  so  the  true  inci- 
dence of  gonorrhea  may  well  be  astro- 
nomical. 

A total  of  600,072  cases  of  gonor- 
rhea were  reported  in  the  United  States 
during  1970.  Of  this  total,  43,601  were 
in  Texas,  or  7.27%  of  the  total.  Syphi- 
lis cases  in  the  US  in  1970  totaled 
90,594,  with  6,527  cases  reported  in 
Texas. 

To  combat  these  diseases,  literally 
thousands  of  pamphlets  and  brochures 
have  been  produced.  Television  and  ra- 
dio announcements  have  also  brought 
the  word  to  “stamp  out  V.D.,”  and 
several  films  on  the  subject  have  been 
made  available  to  interested  groups 
through  the  State  Health  Department 
and  medical  and  civic  groups. 

The  Texas  Medical  Association,  in 
cooperation  with  Pfizer  Laboratories 
and  local  billboard  companies,  spon- 
sored a billboard  campaign  in  1970, 
telling  teenagers  and  others  the  truth 
about  V.D. — “V.D.  is  sex  pollution.  Get 
the  facts.  Seek  early  treatment.” 

Gov.  Preston  Smith  declared  Aug. 
15-Sept.  15,  1970,  as  “Venereal  Dis- 
ease Awareness  Month”  in  an  effort  to 
focus  attention  on  the  nation’s  second 
most  common  communicable  infection. 
Only  the  common  cold  outranks  vene- 


real disease  in  number  of  cases. 

Figures  indicate  that  the  young  are 
the  most  common  victims  of  V.D.  Sta- 
tistics compiled  from  July,  1968,  to 
June,  1970,  on  infectious  syphilis  and 
gonorrhea  in  Texas  showed  increases 
in  the  number  of  cases  in  every  age 
group.  During  that  period,  persons 
under  10  years  old  reported  to  have 
infectious  syphilis  numbered  12  (or  a 
140%  increase  over  the  prior  two 
years):  those  with  gonorrhea  totaled 
142  (or  an  increase  of  144%).  In  the 
10  to  14  age  group,  68  had  infectious 
syphilis,  while  509  contracted  gonor- 
rhea, for  increases  of  55%  and  56%, 
respectively,  over  the  cases  reported 
for  the  previous  two  years. 

A total  of  1,108  teenagers  from  age 
15  to  19  were  diagnosed  as  having 
infectious  syphilis  (31%  increase  over 
July,  1966,  to  June,  1968  figures),  and 
16,384  had  gonorrhea  (49%  increase). 
In  the  20  to  24  age  group,  1,497  had 
infectious  syphilis  (4%  increase)  and 
26,282  had  gonorrhea  (44%  increase). 

An  increase  of  13%  was  noted  in 
the  age  25  and  over  group  with  infec- 
tious syphilis  (2,445),  and  a 6%  in- 
crease was  recorded  among  those 
in  that  age  group  with  gonorrhea 
(33,128).  These  figures  bear  witness 
to  the  Health  Department’s  statement 
that  VD  is  a "silent  epidemic”  in  Texas. 

Both  of  the  venereal  diseases — 
syphilis  and  gonorrhea — can  be  cured 
or  controlled.  Penicillin  is  probably  the 
best  known  course  of  treatment,  but 
new  antibiotic  drugs  are  also  currently 
being  tested. 

If  untreated,  the  diseases  can  cause 
severe  handicaps  and  even  death. 
Syphilis,  if  untreated,  can  cause  men- 
tal illness,  paralysis,  blindness,  deaf- 
ness, heart  disease,  and  death.  Un- 
treated gonorrhea  leads  to  the  devel- 
opment of  scar  tissue  in  the  fallopian 
tubes  of  women  and  in  the  seminal 
ducts  of  the  male,  leading  to  damage 
of  the  sex  organs,  and  if  severe 
enough,  the  disease  can  cause  sterility. 
Gonorrhea  can  also  produce  paralysis, 
blindness,  and  death. 

The  Texas  State  Department  of 
Health  is  currently  studying  the  best 
methods  of  employing  its  resources 
against  gonorrhea.  But,  in  order  to 
assure  the  best  utilization  of  its  re- 
sources, the  department  must  know 
the  true  incidence  of  gonorrhea  within 
the  state. 

To  assist  them  in  planning  by  more 
correctly  gauging  the  incidence  of  gon- 
orrhea, the  department  requests  all 
physicians  to  report  each  case  of  gon- 


GONORRHU 

Reported  Cases,  United  States,  1950-1971 


Gonorrhea  increased  155%  between 
1965  and  1970,  and  unlike  syphilis, 
the  rate  in  Texas  keeps  climbing.  Ac- 
curate reporting  by  physicians  of  their 
patients  who  have  gonorrhea  can  help 
make  the  upward  curve  on  the  chart 
dip  down. 

orrhea  they  diagnose.  Reporting  and 
tracing  of  contacts  can  significantly 
reduce  the  rate  of  gonorrhea  and  its 
handicapping  effects. 

TIMING  OF  MEDICATION,  TESTS 
IMPORTANT  SAYS  HOUSTON  MD 

There  is  a right  time  and  a wrong  time 
for  administering  medication  and  per- 
forming diagnostic  tests,  according  to 
Dr.  John  P.  McGovern,  Houston  allergy 
specialist. 

Dr.  McGovern  reported  his  findings 
of  research  on  medical  timing  at  the 
American  Academy  of  Pediatrics  an- 
nual meeting. 

An  article  in  the  Houston  Post  stated 
that  he  and  his  associates  found  in 
one  study  with  mice  that  one  type  of 
drug  given  at  midnight  caused  5% 
mortality,  but  when  the  drug  was  ad- 
ministered at  4 p.m.,  the  mortality  rate 
rose  to  85%. 

Another  experiment  using  animals 
showed  that  when  a certain  drug  was 
administered  at  one  time  of  day,  the 
drug  had  little  effect.  However,  when 
the  same  drug  was  administered  12 
hours  later,  almost  all  the  mice  receiv- 
ing the  medication  died. 

Studies  performed  using  26  adults 
and  24  children  indicated  that  the 
“best”  time  to  give  certain  drugs  for 
allergies  is  8 a.m.,  while  another  series 
of  observations  on  some  200  children 
showed  that  "around  4 p.m.  is  ‘the 
right  time’  for  doing  skin  tests.” 

Dr.  McGovern  said  that  the  studies 
“clearly  show  us  the  importance  of 
chronobiology  or  biologic  rhythms 
when  considering  what  is  the  right  time 
of  day  to  give  certain  drugs  or  perform 
certain  tests.” 
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he  got  three  new  clients* 
four  rush  orders* 
and  constipation. 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natui*al  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures. 
Fleet®  Enema  can  help  “bnng  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
f ar  faster  than  suppositoiies  or  soapsuds  enemas  and  without  the  uritation 
and  bmming  they  can  cause.  More  physio/op^co/  in 
its  evacuation  pattern  than  oi’al  laxatives,  it  is  less 
likely  to  distm^b  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  your  constipation-])rone  patients. 

w arninjj:  Frequetit  or  prolong-ed  use  of  enemas  may  result  in  depemience. 

Take  only  when  needed  or  when  pi'escnbed  by  a physician.  Do  not  use  when 
nausea,  vomiting-,  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  a^e  unless  directed  by  a physician. 

The  professional  aid  to  constipation  relief 


C.  B.  FLEET  CO.,  INC.,  Lynchburg,  \’a.  24505 
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When  doctors  speak... 
Medicenter  listens. 


Medicenters  are  dedicated 
to  the  finest  in  sub-acute  pa- 
tient care  for  short  term  re- 
covery from  illness  or  injury. 
We  recognize  and  practice  the 
fact  that  each  of  our  patients 
is  under  the  supervision  of  his 
or  her  personal  physician. 


Based  upon  recommenda- 
tions we’ve  received  from  many 
physicians,  we  arrange  and 
provide  for  easy  transfer  from 
hospital  to  Medicenter.  We’re 
conveniently  located  close  to 
hospital  complexes.  Our  forms 
and  charts  are  thorough  but 


simplified.  We  have  a fully- 
equipped  and  staffed  physical 
therapy  department.  Lab,  X- 
ray  and  pharmacy  services  are 
available. 

That’s  why  we  say  “when 
doctors  speak. ..Medicenter  lis- 
tens.” May  we  hear  from  you? 


Medicenter  of  America 


1314  Third  Street 
Corpus  Christi,  Texas  78404 


815  Eighth  Avenue 
Fort  Worth,  Texas  76104 


2301  North  Oregon  Street 
El  Paso,  Texas  79902 
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NEWS 


1972  DATES  ANNOUNCED  FOR 
CREDIT  MANAGEMENT  COURSES 

A new  series  of  credit  seminars  de- 
signed by  The  University  of  Texas  Di 
vision  of  Extension,  Distributive  Edu- 
cation Department,  will  begin  this 
month. 

The  seminars  are  held  in  three  ses- 
sions of  three  hours  each.  Local  credit 
bureaus  or  retail  merchants  associa- 
tions, along  with  other  interested 
groups,  host  the  courses. 

Some  of  the  seminars  are  designed 
specifically  for  medical,  dental,  and 
hospital  personnel,  while  the  other  sem- 
inars are  along  more  general  lines  for 
all  businesses.  However,  the  general 
seminars  will  also  offer  materials  rele- 
vant to  the  medical  professions. 

The  first  general  credit  management 
course  of  1972  was  held  Jan.  10-12  in 
Bay  City.  Other  general  courses  will  be 
held  in  Victoria,  Jan.  24-26;  Crockett, 
Feb.  28-March  1;  Freeport,  March  6-8; 
Bellville,  April  3-5;  Wichita  Falls,  April 
17-19;  Waxahachie  and  Ennis,  May  1-3; 
and  Sherman,  May  15-17. 

The  special  courses  for  medical, 
dental,  and  hospital  personnel  have 
been  scheduled  as  follows:  Texarkana, 
Feb.  21-23;  Harlingen,  March  13-15; 
McAllen,  March  20-22;  and  Wichita 
Falls,  April  17-19. 


Dr.  Gilbert  E.  Brereton  (center)  receives  a plaque  from  Dr.  Donald  M.  Seldin 
(right),  professor  and  chairman  of  the  department  of  internal  medicine  at  The 
University  of  Texas  Southwestern  Medical  School  at  Dallas,  honoring  him  for  his 
nearly  three  decades  of  volunteer  service  to  the  school  and  to  Parkland  Me- 
morial Hospital.  The  83-year-old  physician  has  served  without  pay  as  director  of 
Parkland’s  Gastroenterology  Clinic  since  1943  and  has  taught  many  Southwestern 
students  as  an  unpaid  clinical  professor  of  internal  medicine.  Dr.  John  Fordtran 
(left).  Southwestern  professor  of  internal  medicine  and  chief  of  Parkland's  gastro- 
enterology section,  joins  in  the  surprise  presentation  that  was  made  last  month 
at  Parkland. 


NEW  DIRECTORY  TO  BE  SENT 
TO  ASSOCIATION  MEMBERS 

All  members  of  the  Texas  Medical  As- 
sociation will  receive  a complimentary 
copy  of  the  Association’s  new  member- 
ship directory  this  month  as  a benefit 
of  membership  in  TMA. 

The  directory,  which  supersedes  the 
one  compiled  in  1969,  lists  more  than 
11,000  physicians  who  were  members 
of  the  Association  as  of  Nov.  1,  1971. 

Published  with  the  assistance  of 
Blue  Cross-Blue  Shield  of  Texas,  the 
new  edition  lists  TMA  members  alpha- 
betically and  by  practice  location. 
Mailing  address,  telephone  number,  and 
specialty  category  are  also  found  in 
the  alphabetical  listings. 

Approximately  15,000  directories 
were  published,  courtesy  of  Blue  Cross- 
Blue  Shield.  Blue  Cross-Blue  Shield  is 
assisting  financially  in  the  mailing  of 
the  directories  to  TMA  members. 

Additional  copies  of  the  new  mem- 
bership directory  may  be  obtained  from 
TMA’s  Business  Office,  1801  N.  Lamar 
Blvd.,  Austin  78701.  Single  copies  are 
$15  each,  while  orders  of  25  or  more 
cost  $10  per  directory  and  orders  of  50 
or  more  may  be  obtained  for  $5  per 
copy. 


14,000  FIRES  IN  1970  DAMAGE 
MEDICAL  FACILITIES  IN  THE  US 

Some  14,000  fires  destroyed  or  dam- 
aged hospitals,  homes  for  the  aged, 
and  other  institutional  buildings  in 
1970,  according  to  a report  compiled 
by  the  National  Fire  Protection  Asso- 
ciation. 

The  association  noted  that  fires  in 
such  medical  and  institutional  facilities 
increased  from  1969  to  1970  in  both 
number  and  dollar  loss.  The  number 
of  such  fires  in  1969  was  12,300.  The 
losses  in  1970  totaled  $17  million, 
compared  with  $13  million  the  previ- 
ous year. 

In  the  overall  picture,  destructive 
fires  took  an  estimated  12,200  lives 
and  $2.63  billion  in  property  in  the 
United  States  in  1970.  This  was  an 
increase  of  100  more  fatalities  than 
recorded  in  1969  and  a 7.5%  increase 
in  property  damages.  Dollar  losses 
have  now  topped  the  $2  billion  figure 
for  four  consecutive  years,  commented 
the  NFPA  report. 

Although  fewer  in  number,  building 
fires  took  a larger  toll  in  terms  of 
dollars  than  did  fires  in  other  places. 
There  were  992,000  fires  in  build- 
ings in  1970,  with  dollar  losses  of 
$2,209,200,000.  The  remaining  1,557, 


550  fires,  costing  $421,200,000,  oc- 
curred in  forests,  farmland,  brush,  and 
other  outdoor  areas;  farm  and  con- 
struction equipment;  and  vehicles  used 
on  land,  in  the  air,  in  the  water,  and 
in  outer  space. 

Principal  causes  of  building  fires, 
reported  the  NFPA,  are  (1)  defective 
or  misused  electrical  wiring  and  equip- 
ment, (2)  defective  or  overheated  heat- 
ing and  cooking  equipment,  and  (3) 
careless  use  of  smoking  materials. 
Together,  these  three  causes  account- 
ed for  39%  of  all  building  fires  in  1970. 

NEW  AAFP  DIRECTOR  NAMED 

Named  as  the  new  executive  director 
and  convention  manager  of  the  Ameri- 
can Academy  of  Family  Physicians  was 
Roger  Tusken. 

Tusken  replaces  Mac  F.  Cahal,  who 
recently  resigned  as  executive  director 
but  will  remain  as  legal  counsel  to  the 
organization. 

The  new  executive  director  has  been 
with  the  academy  for  14  years  in  var- 
ious capacities,  the  most  recent  being 
that  of  assistant  executive  director.  He 
has  also  served  as  director  of  the 
academy’s  communications  division,  di- 
rector of  membership  services,  and 
field  assistant. 
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2-WEEK  TOUR  OF  SCANDINAVIA 
AVAILABLE  TO  TMA  MEMBERS 

Fourteen  days  of  exciting  shopping  and 
sightseeing  await  members  of  the  Texas 
Medical  Association  and  their  families 
in  the  Land  of  the  Midnight  Sun. 

This  new  tour,  called  the  Scandinav- 
ian Adventure,  is  another  in  the  series 
of  low-cost  group  trips  sponsored  by 
TMA  for  member  physicians.  The  Scan- 
dinavian Adventure  is  scheduled  for  de- 
parture from  Dallas  and  Houston  on 
June  9,  1972. 

Included  in  the  trip  are  round-trip 
jet  transportation,  deluxe  hotel  accom- 
modations, two  meals  daily  (an  Ameri- 
can breakfast  in  the  hotel  and  gourmet 
dinners  at  a choice  of  fine  restaurants 
in  each  city),  tips,  transfers,  and  other 
extras.  Baggage  allowance  is  a gener- 
ous 70  pounds  per  person. 

A special  Scandinavian  Adventure  es- 
cort will  accompany  members  through- 
out the  trip,  but  there  will  be  no  regi- 
mentation on  the  tour.  Those  who  take 
advantage  of  the  offer  may  join  in 
group  activities  or  explore  on  their  own. 
Five  hosts  will  also  be  available  in 
Stockholm,  Helsinki,  and  Copenhagen 
to  assist  in  arranging  sightseeing,  shop- 
ping, golfing,  night-clubbing,  and  other 
activities. 

In  addition  to  the  “fun”  activities 
and  events,  physicians  will  be  treated 
to  an  educational  experience  in  the 
form  of  medical  seminars. 

First  stop  on  the  itinerary  will  be 
Stockholm,  where  vistors  will  stay  for 
four  days  at  the  new  Sheraton-Stock- 
holm  Hotel  located  in  the  center  of 
town.  From  Stockholm,  a short  flight 
to  the  Isle  of  Gotland  will  bring  visitors 
to  the  ancient  walled  city  of  Visby. 
There  will  also  be  an  optional  side  trip 
to  Oslo,  capital  of  Norway,  situated  on 
a glistening  blue  fjord. 

Next  stop  is  Helsinki.  Visitors  will 
stay  at  the  Inter-Continental  Hotel  for 
four  days.  When  not  relaxing  in  the 
privacy  of  their  hotel  room,  they  may 
enjoy  the  luxury  of  a Finnish  Sauna 
bath  or  a fun-filled  shopping  tour.  A 
two-day  excursion  to  Leningrad  will  also 
be  available  to  those  who  wish  to  in- 
clude the  Russian  city  in  their  itinerary. 

Finally,  visitors  will  arrive  for  a four- 
day  stay  in  Denmark’s  capital  and  larg- 
est city,  Copenhagen.  Accommodations 
will  be  provided  at  the  centrally  located 
Sheraton-Copenhagen  Hotel.  Fabulous 
food,  shopping,  and  sightseeing  abound 
in  the  homeland  of  Hans  Christian  An- 
derson. 

The  Scandinavian  Adventure  costs 


$866  for  each  person  going  on  the  tour. 
An  initial  deposit  of  $100  per  person  is 
required  at  the  time  reservations  are 
made. 

Reservations  and  more  detailed  infor- 
mation on  the  summer  trip  to  the  land 
of  the  Vikings  are  available  by  writing 
Scandinavian  Adventure,  Texas  Medical 
Association,  1801  N.  Lamar  Blvd.,  Aus- 
tin 78701. 

GRANT  ENABLES  CONTINUATION 
OF  DIARRHEAL  DISEASE  STUDY 

Researchers  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
will  continue  studies  of  diarrheal  dis- 
ease in  1972  under  a $70,450  grant  by 
the  John  A.  Hartford  Foundation  of 
New  York. 

Diarrheal  disease  is  a major  world- 
wide health  problem  of  infants  and 
children.  More  than  five  million  infants 
under  two  years  of  age  die  annually 
from  diarrhea  and  associated  problems. 

The  Southwestern  researchers  have 
studied  the  problem  in  both  children 
and  animals,  using  previous  Hartford 
grants  totaling  $294,445.  Treatment 
studies  have  been  aimed  at  the  most 
effective  means  of  preventing  death 
in  afflicted  infants.  Experimental  ani- 
mal work  and  studies  of  host  factors 
in  humans  have  attempted  to  find 
means  of  altering  the  course  of  the 
disease. 

Principal  investigator  is  Dr.  John  D. 
Nelson,  professor  of  pediatrics,  and 
co-principal  investigator  is  Dr.  Kenneth 
C.  Haltalin,  assistant  professor  of 
pediatrics. 

ARMADILLOS  TO  PLAY  ROLE  IN 
LEPROSY  VACCINE  RESEARCH 

The  armadillo  has  joined  researchers 
in  the  search  for  a vaccine  against 
leprosy. 

Such  a vaccine  has  been  long  in 
coming,  reports  the  Texas  State  De- 
partment of  Health,  because  medical 
scientists  have  been  unable  to  culture 
the  lepromatous  leprosy  bacillus  in 
vitro,  but  recently  at  the  Public  Health 
Service  leprosarium  at  Carville,  La., 
scientists  were  able  to  transmit  lep- 
romatous leprosy  to  an  armadillo. 

Dr.  Waldemar  F.  Kirchheimer,  chief 
of  laboratory  work  at  Carville,  said, 
"This  is  the  only  animal  in  the  history 
of  the  world  that  has  contracted  the 
full-blown  disease  other  than  man.  In 
fact,  it  was  worse  than  in  man.” 

Dr.  Kirchheimer  and  his  associate. 
Dr.  Eleanor  E.  Storrs,  began  their  re- 
search with  armadillos  in  1969. 


It  is,  of  course,  true  that  Hansen's 
Disease  bacilli  had  been  injected  into 
experimental  animals  before  and  a self- 
limiting  multiplying  of  bacilli  occurred, 
but  in  the  armadillo,  multiplication  oc- 
curred throughout  the  entire  body.  In 
other  animals,  the  infection  did  not 
spread  beyond  the  site  of  injection. 

The  virulence  of  the  armadillo’s  dis- 
ease has  given  researchers  hope  that 
the  disease  bacillus  can  at  last  be 
cultured  in  vitro. 

Dr.  Armauer  Hansen  first  identified 
the  bacillus  in  Norway  in  1874,  and 
leprosy  became  known  as  Hansen’s 
Disease. 

STATISTICS  FROM  EXAMINERS’ 
DECEMBER  MEETING  GIVEN 

The  Texas  State  Board  of  Medical 
Examiners  reports  that  a total  of  253 
took  the  board’s  examination  for  licen- 
sure on  Dec.  4-8,  and  the  board  also 
issued  some  205  licenses  by  reciproc- 
ity. 

Of  the  persons  taking  the  examina- 
tion, 51  were  graduated  from  foreign 
medical  schools.  At  the  same  meeting, 
32  foreign  medical  school  graduates 
were  granted  licenses  to  practice  by 
reciprocity. 

The  board  denied  licensure  to  two 
applicants  who  had  asked  for  reciproc- 
ity, and  six  duplicate  licenses  were 
issued,  according  to  board  secretary 
Dr.  M.  H.  Crabb. 

NEW  UTMB  LABORATORY  WILL 
CONDUCT  HEARING  RESEARCH 

Dedication  ceremonies  were  held  Dec. 
9 to  open  the  new  Rosemary  G.  Dibrell 
Auditory  Research  Laboratory  in  the 
Center  for  Audiology  and  Speech  Pa- 
thology at  The  University  of  Texas 
Medical  Branch  at  Galveston. 

The  new  facility,  funded  largely  by 
a Moody  Foundation  grant,  will  enable 
the  center,  which  is  a division  of  the 
department  of  otolaryngology,  to  con- 
duct hearing  research  through  electro- 
physiologic  and  psycho-acoustic  exper- 
iments. 

Louis  J.  Dibrell,  husband  of  the  late 
Mrs.  Rosemary  Dibrell,  was  instrument- 
al in  encouraging  the  research  pro- 
gram in  honor  of  his  wife,  who  died  of 
cancer  in  1969. 

The  dedication  ceremony  included 
the  presentation  of  a door  plaque  for 
the  laboratory  by  Dr.  Richard  W. 
Stream  (Ph.D.),  associate  professor  of 
otolaryngology  and  director  of  the  Cen- 
ter for  Audiology  and  Speech  Pathology. 
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INTRODUCING 

Alellrol-SO 

the  new  USV  brand  of 
phenformin  HCI 

Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

alsoMeltrol-100™ 

( 1 00  mg.  timed-disintegration  capsules)  / 

Meltrol-25™(25  mg.  tablets)  y/ 

/ FROM 
/ THE  NEW 


USV  PHARMACEUTICAL  CORP.Juckahoe,N.Y.  10707 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 
Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  mi) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 
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Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


'■'Contains  also:  Benzyl  'Vlcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  //ewopo/et/c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
rccicn'o/is'— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  L/Ver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  LV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  Tinnitus  and  vertigo  have 

been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 

MED  B-6-S  (KZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 


VILLA 

ROSA 


■ Sponsored  by  the  Sisters  of  Charity  of  the 
Incarnate  Word  as  a unit  of  the  Santa  Rosa 
Medical  Center,  this  superb  physical  plant  has 
recently  opened  on  50  acres  in  northwest  San 
Antonio.  The  280-bed  complex  consists  of  eight 
buildings  housing  facilities  for  acute  and  con- 
tinued care  as  well  as  partial  hospitalization. 


■ Psychiatric  services  supported  by  the 
medical,  surgical,  laboratory,  radiologic 
and  isotope  facilities  of  the  Santa  Rosa 
Medical  Center’s  General  and  Children’s 
Hospitals. 


M Recreation  facilities  include  a 4-lane 
automatic  bowling  alley,  junior  ol>Tnpic 
swimming  pool,  gymnasium  and  theater 
combination,  tennis  courts  and  baseball. 


■ Involuntary  commitment  under  Tex- 
as Mental  Health  Code,  should  the 
need  arise. 

■ Psychological  services  including  indi- 
vidual assessment,  personality  function, 
occupational  aptitudes  and  interests  and 
other  specialized  procedures.  Age  of 
service:  Children  through  geriatric. 

■ Narcotics  and  alcoholic  detoxification 
units. 


■ Occupational  therapy  — routine  as 
well  as  prescribed  individual  therapies 
involving  ceramics,  general  arts  and 
crafts,  sewing  and  fine  arts. 

■ Individual  and  group  psychotherapy, 
chemotherapy  and  current  somatic 
therapies. 

■ Home  economics  laboratory  with 
model  apartment  containing  appliance- 
equipped  kitchen. 


■ Four  open  cottages  for  patients  not  ■ Complete  social  ser- 
lequiring  secured  facilities.  Closed  vice  department, 
units  available. 


■ Comprehensive  adolescent  milieu 
therapy  including  fully  accredited 
school  program. 


■ Medical  Staff  in- 
cludes 61  Board-certi- 
fied or  eligible  psy- 
chiatrists. 


■ For  further  information,  write  or  call  Wade  H.  Letvis,  M.D., 
Medical  Director;  or  Sister  Thoniasine  Carter,  Administrator,  5115 
Medical  Drive,  San  Antonio,  Texas  78229.  Telephone  512-228-2601. 
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(D.)  of  Athens  is  now  in  1st  Dis- 
trict.) 

Dist.  3 — Jim  Collins  (R.),  Dallas. 

Dist.  4 — Ray  Roberts  (D.),  McKinney. 
Dist.  5 — Earle  Cabell  (D.),  Dallas. 

Dist.  6 — Olin  Teague  (D.),  College 
Station. 

Dist.  7 — Bill  Archer  (R.),  Houston. 

Dist.  8 — Bob  Eckhardt  (D.),  Houston. 
Dist.  9 — Jack  Brooks  (D.),  Port  Arthur. 
Dist.  10 — J.  J.  Pickle  (D.),  Austin. 

Dist.  11 — W.  R.  Poage  (D.),  Waco. 

Dist.  12 — Jim  Wright  (D.),  Fort  Worth. 
Dist.  13 — Graham  Purcell  (D.),  Wichi- 
ta Falls,  and  Bob  Price  (R.),  Pampa 
(old  13th  and  18th  Districts  now 
combined). 

Dist.  14 — John  Young  (D.),  Corpus 
Christi. 

Dist.  15 — Eligio  de  la  Garza  (D.), 
Mission. 

Dist.  16 — Richard  White  (D.),  El  Paso. 
Dist.  17 — Omar  Burleson  (D.),  Anson. 
Dist.  18 — No  incumbent.  (This  is  a 
new  district  in  Houston.) 

Dist.  19 — George  Mahon  (D.),  Lub- 
bock. 

Dist.  20 — Henry  B.  Gonzales  (D.),  San 
Antonio. 

Dist.  21 — O.  C.  Fisher  (D.),  San  An- 
gelo. 

Dist.  22 — Bob  Casey  (D.),  Houston. 
Dist.  23 — Abraham  Kazen,  Jr.  (D.), 
Laredo. 

Dist.  24 — No  incumbent.  (This  is  a 
new  district  in  Dallas,  Tarrant,  and 
Denton  counties.) 

With  such  important  positions  up  for 
election,  this  is  a year  not  to  miss 
voting! 

SUBSCRIPTIONS  AVAILABLE 
TO  TMTA  MAGAZINE  FOR  MD'S 

The  Texas  Motor  Transportation  Asso- 
ciation invites  Texas  physicians  to  in- 
clude the  TMTA  publication,  the  Steering 
Wheel,  among  the  magazines  in  their 
waiting  areas. 

The  association  magazine  includes 
articles  on  state  agencies,  politics, 
special  events  around  the  state,  out- 
standing Texas  personalities  and  land- 
mark institutions,  safety  on  the  high- 
ways, and,  of  course,  the  truck  and 
bus  industry  in  Texas. 

Several  MD’s  have  in  the  past  re- 
ceived complimentary  copies  of  the 
publication,  but  due  to  US  postal  regu- 
lations, the  association  has  had  to  dis- 
continue its  free  distribution  of  maga- 
zines to  Texas  physicians. 

To  subscribe  to  the  Steering  Wheel, 
send  a check  for  $3  to  Mrs.  Kellyn 
Murray,  Editor,  Steering  Wheel,  P.O.  Box 
1669,  Austin  78767. 


REGISTER  TO  VOTE  IN  1972 

I Texas  physicians  who  have  not  yet 
I registered  to  vote  in  the  1972  elections 
I or  who  have  not  yet  received  a voter 
registration  certificate  may  register  by 
filling  out  the  appropriate  forms  in  the 
office  of  the  County  Tax  Assessor- 
I Collector. 

Although  in  the  past  the  registration 
deadline  has  been  Jan.  31,  a new  fed- 
eral law  provides  that  voters  may  reg- 
ister at  any  time  during  the  year.  How- 
ever, in  order  to  vote  in  any  given  elec- 
tion, one  must  register  at  least  31  days 
prior  to  the  date  that  the  election  is 
to  be  held. 

In  Texas,  voters  must  be  residents 
of  the  state  for  at  least  one  year  prior 
to  the  time  of  the  election. 


Texans  who  vote  in  any  election  are 
automatically  preregistered  on  the  vot- 
ing list  for  the  next  three  years. 

Up  for  election  in  1972  are  these 
positions: 

National — President,  Vice-President,  32 
of  100  US  Senate  seats,  and  all  435 
US  House  seats. 

Texas — Governor,  Lieutenant  Governor, 
one  US  Senator,  all  24  US  Congres- 
sional seats,  15  of  31  Texas  Senate 
seats,  and  all  150  Texas  House  seats. 

Texas  Congressional  districts  for  the 
1972  election,  as  under  the  new  plan 
approved  by  the  62nd  Texas  Legisla- 
ture, and  incumbents  in  each  are; 

Dist.  1 — Wright  Patman  (D.),  Texar- 
kana. 

Dist.  2 — No  incumbent.  (John  Dowdy 


Shades  of  summer  are  reflected  in  this  photograph,  one  of  the  winners  of  the 
1971  Kodak  International  Newspaper  Snapshot  Awards.  The  photo,  taken  by  Dr. 
Paul  A.  Greenberg,  a Dallas  internist,  is  a stop-action  shot  of  a young  boy  in 
mid-swing  over  the  creek  below.  Dr.  Greenberg  won  fourth  place  in  the  black- 
and-white  competition.  His  prize  was  a trip  for  two  to  Hawaii  plus  $100.  He 
entered  the  contest  through  his  local  newspaper,  the  Dallas  Morning  News. 
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WEDNESDAY  IS  FOR  SPORTS 
DURING  1972  ANNUAL  SESSION 

Notice  to  physicians  coming  to  the 
Texas  Medical  Association’s  Annual 
Session,  May  11-14,  in  San  Antonio; 
Add  your  golf  clubs,  rifles,  and  tennis 
racquets  to  your  list  of  things  to  pack. 
And  to  your  list  of  things  to  do — add 
fixing  the  hitch  on  your  automobile  to 
pull  your  boat! 

All  of  this  equipment  may  come  in 
handy — if  you  plan  to  enter  the  sports 
competition  planned  for  this  year’s  an- 
nual meeting. 

Dr.  Mac  Works  of  San  Antonio,  sports 
events  chairman  for  the  1972  Annual 
Session,  reports  that  golf,  skeet  and 
trap,  tennis  tournaments,  and  boating 
are  scheduled.  Information  on  each 
event  and  directions  to  the  location  of 
tournaments  will  be  available  at  the 
Sports  Events  Desk  that  will  be  located 
in  the  registration  area  of  the  San  An- 
tonio Convention  Center. 

Golf 

According  to  Dr.  Works,  the  golf  tourna- 
ment will  be  held  Wednesday,  May  10, 
at  the  Pecan  Valley  Country  Club.  Tee- 
off  times  will  be  from  8:30  a.m.  to 
11;30  a.m.  and  from  1:30  p.m.  to  2:30 
p.m.  Participants  should  arrange  their 
own  games,  but  if  this  is  not  possible, 
arrangements  may  be  made  either  at 
the  Sports  Events  Desk  or  at  the  coun- 
try club.  Entry  fee  for  tournament  parti- 
cipants will  be  $10,  which  will  include 
the  greens  fee,  and  should  be  paid  at 
the  country  club  before  teeing  off.  Cer- 
tified handicaps  should  be  submitted 
to  the  starter  at  the  country  club.  Maps 
giving  the  location  of  Pecan  Valley 
Country  Club  will  be  available. 

For  additional  information,  contact 
Dr.  Works  at  7711  Louis  Pasteur  Dr., 
San  Antonio  77229. 

Skeet  and  trap 

Shooters  will  have  a chance  to  "show 
their  stuff”  at  the  skeet  and  trap  shoot. 
The  shoot  will  be  held  on  Wednesday, 
May  10,  at  the  Olmos  station  of  the 
San  Antonio  Gun  Club,  beginning  at  1 
p.m.  Entry  fee  is  $10.50  per  shooter. 
The  fee  includes  targets  and  trophies. 
Trophies  will  be  given  for  each  event 
and  for  overall  high  score  among  men 
and  ladies.  According  to  tournament 
chairman.  Dr.  Carl  Bosshardt,  preregis- 
tration at  the  Sports  Events  Desk  will 
be  necessary. 

To  obtain  further  details,  write  to  Dr. 
Bosshardt  at  1226  Nix  Professional 
Building,  San  Antonio  78205. 

Tennis 

Tennis  buffs  may  enter  the  Annual  Ses- 
sion tennis  tournament  which  is  sched- 
uled for  Wednesday,  May  10,  at  9 a.m. 
at  the  John  R.  MacFarland  Tennis  Cen- 


ter in  San  Pedro  Park.  Participants  may 
enter  two  of  the  five  phnned  events: 
(1)  men’s  singles — through  age  45,  (2) 
men’s  singles — over  45,  (3)  men’s 
doubles,  (4)  women’s  singles,  and  (5) 
women’s  doubles.  Entry  fee  is  $6  per 
person.  Tennis  tournament  chairman. 
Dr.  Bernard  Fein,  says  that  each  entrant 
should  bring  his  own  racquet,  tennis 
shoes,  and  new  tennis  balls. 

Interested  players  should  preregister, 
if  possible,  with  Dr.  Fein.  His  address 
is  216  Medical  Professional  Building, 
San  Antonio  78212. 

Boating 

A new  sports  event — boating — will  be 
instituted  at  the  1972  Annual  Session. 
Wednesday,  May  10,  has  been  set  aside 
for  a full  day  of  sailing  at  Canyon  Lake. 
Supervising  the  activities  will  be  Dr. 
Paul  Langelier.  Various  events  will  be 
arranged  according  to  interest  shown 
by  TMA  members. 

Dr.  Langelier  asks  physicians  to 
communicate  directly  with  him  at  7711 
Louis  Pasteur  Dr.,  San  Antonio  78229, 
regarding  desired  activities. 

Active  Annual-Session-going  physi- 
cians should  definitely  set  aside 
Wednesday  as  a full  day  to  enjoy  what- 
ever sports  activity  they  choose. 

AGING  TEXANS  STRUGGLE 
WITH  SEVERAL  PROBLEMS 

When  a person  gets  too  old  to  drive 
his  own  car,  he  finds  he  must  squeeze 
onto  buses  crowded  at  rush  hours  with 
workers  or  wait  interminably  for  rare 
nonrush  vehicles. 

That  problem  and  some  of  the  other 
anxieties  and  needs  which  older  Texans 
have  voiced  appeared  in  recent  issues 
of  the  Texas  Business  Review,  pub- 
lished by  The  University  of  Texas 
Bureau  of  Business  Research. 

The  article,  “Aging  Texans:  Continu- 
ing Independence,”  is  the  work  of  Dr. 
Graham  Blackstock,  managing  editor  of 
the  Review.  Part  2 of  the  article — con- 
sidering problems  of  accident  and 
health  relative  to  aging  Texans — ap- 
peared in  the  December  issue. 

Dr.  Blackstock  drew  much  of  her 
information  from  the  remarks  of,  and 
questionnaires  answered  by,  some 
26,000  Texans  aged  65  or  older,  who 
participated  in  Older  Americans  White 
House  Community  Forums  held  last 
year  in  many  parts  of  Texas.  The  fo- 
rums were  organized  by  the  Governor’s 
Committee  on  Aging. 

Nearly  one-fourth  of  Texans  over  65, 
points  out  Dr.  Blackstock,  are  poor 
enough  to  qualify  for  Old  Age  Assist- 
ance payments  averaging  $63.14  per 
month.  An  additional  half-million  elder- 
ly persons  in  Texas  are  retired  workers 
who  draw  average  monthly  Social  Se- 


curity payments  of  $90.43. 

The  withering  away  of  income  is  not 
all  that  troubles  elderly  Texans.  Meet- 
ing proper  nutritional  needs  is  bother- 
some, too. 

"Well-balanced  beneficial  diets  re- 
quire money,  dietary  knowledge,  acces- 
sibility of  food  stores,  good  teeth,  and 
a happy  approach  to  living,”  wrote  Dr. 
Blackstock. 

She  said  responses  to  questionnaires 
revealed  that  "many  aging  Texans 
need  meals  delivered  to  their  homes” 
because  of  illness  or  physical  incapac- 
ity or  because  inadequate  transporta- 
tion hinders  grocery  shopping. 

“Other  interesting  replies  indicat- 
ed that  numerous  respondents  (25%) 
thought  food  was  packaged  in  too 
large  amounts,  that  they  have  trouble 
cooking  for  themselves  (12%),  that 
they  prefer  not  to  eat  alone  (13.4%), 
choosing  rather  to  live  where  meals 
are  available  (19%),”  reported  Dr. 
Blackstock. 

On  the  matter  of  health,  older  Tex- 
ans indicated  “their  financial  inability 
to  obtain  needed  medical  attention  to 
a health  problem  (30%),  to  see  a doc- 
tor when  needed  (22%),  to  see  a 
dentist  when  needed  (29%).” 

The  UT  editor  said  that  about  30% 
of  the  over-65  Texans  who  answered 
the  questionnaires  found  transporta- 
tion to  be  another  problem. 

She  reports  that  more  than  19% 
do  not  own  or  drive  a car;  more  than 
18%  do  not  have  accessible  public 
transporation;  about  15%  found  travel 
fatiguing;  13%  were  financially  unable 
to  ride  public  buses  and  recommended 
reduced  fares;  and  11.6%  have  diffi- 
culty in  boarding  and  exiting  from 
buses. 

ART-LOVING  PHYSICIANS  ARE 
INVITED  TO  JOIN  ASSOCIATION 

The  American  Physicians  Art  Associa- 
tion has  invited  all  MD’s  interested  in 
art  to  join  the  organization. 

Dedicated  to  furthering  art  interests 
of  members  of  the  medical  profession, 
the  organization  aims  to  broaden  the 
physician’s  knowledge  and  apprecia- 
tion of  both  past  and  present  art  work 
and  to  stimulate  physician  artists  to 
produce  works  of  art  in  the  fields 
of  painting,  sculpture,  photography, 
graphic  arts,  design,  and  creative 
crafts. 

The  APAA’s  membership  list  includes 
physicians  across  the  United  States, 
Canada,  and  Latin  America. 

Several  types  of  memberships  are 
available.  Anyone  wishing  to  join  the 
association  is  urged  to  contact  APAA 
president.  Dr.  A.  M.  Gottlieb,  3801 
Miranda  Ave.,  Palo  Alto,  Calif.  94304. 
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WHAT  ARE  AMPHETAMINES? 

When  drug  abuse  is  meniioned,  most  people  automa- 
tically think  of  the  “hard”  drugs— opium,  morphine  and 
heroin.  Few  people  consider  the  many  non-narcotic 
drugs  which,  when  administered  in  the  proper  doses 
under  a physician’s  care.liave  a therapeutic  effect.  How- 
ever. when  abused— taken  without  professional  super- 
vision—these  drugs  can  aggravate  personal  and  social 
problems.  Among  the  most  widely  abused  non-narcotic 
drugs  are  amphetamines,  commonly  called  “pep-pills." 

Amphetamines  have  chemical  properties  that  stimu- 
late (speed)  the  actions  of  the  central  nervous  system. 
In  many  ways,  the  effects  of  amphetamines  contrast 
with  those  of  another  non-narcotic  drug— barbiturates; 
barbiturates  slow  down  (depress)  the  actions  of  the 
central  nervous  system. 

WHY  DO  DOCTORS  PRESCRIBE 
AMPHETAMINES? 

Amphetamines  are  used  medically  to  (I)  curb  the  appe- 
tite when  weight  reduction  is  necessary;  (2)  relieve  mild 
depression;  and  (3)  keep  patients  awake  in  narcolepsy 
— a disease  characterized  by  uncontrollable  desire  to 
sleep. 

Although  the  efficacy  of  amphetamines  in  these  cases 
has  not  been  questioned,  controversy  surrounds  their 
ultimate  value  since,  when  taken  over  a long  period  of 
lime,  the  patient  might  develop  dependence  upon  the 
drug— particularly  if  he  violates  his  physician's 
precautions. 


ampHeTamines 


maRiHuana 
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ISO 


WHAT  IS  MARIHUANA? 

rug  preparation  made  from  the 
ips  of  the  female  hemp  plant, 
from  th* 


eduction  and  use  of  LSD  is  limited  by 
rug  Administration  to  carefully  con- 
ojects-  However,  the  frequency  of  LSD 
sed  self-administration — is  increasing, 
teenagers  and  young  adults.  Attracted 
nd  excitement  surrounding  the  drug, 
unaware  of  the  hazardous  side  effects 
'rom  experimenting  (taking  a “trip”) 

ss.  colorless,  tasteless  drug,  is  the  most 
■ a group  which  also  includes  dimeihyl- 
T).  marihuana,  mescaline  and  psilo- 
t Hofman,  a chemist  for  the  Swiss 
?rporation  of  Sandox  Ltd.,  synthesized 
acid  diethylamid” — in  1938;  the  acid 
a fungus  that  grows  on  rye  and  wheat, 
covered  its  ability  to  alter  perception 
LSD  is  described  as  a hallucinogenic 
the  visual  hallucinations  reported  by 


ABUSED? 

ministration  of  LSD  by  college  and 
jnts  has  increased  rapidly  in  the  past 
of  the  drug  is  by  no  means  limited  to 
s,  representing  a wide  range  of  social 
ackgrounds,  also  experiment  with  its 

LSD  abuse  are  as  varied  as  the  users, 
ers  are  merely  curious  about  its  effects, 
irported  ability  to  increase  sensory 
s have  heard  about  the  so-called  “con- 
’ (mind-bending)  properties  of  LSD 
greater  personal  insights.  Still  others, 
of  other  drugs,  especially  marihuana, 
:nt  persons.  Another  group  uses  LSD 
ly-to-day  stress.  They  take  LSD  hoping 
“magic  problem  cure” — to  make  life 

j|." 


Wl^AT  ARE  THE  EFFECTS  OF  LSD? 

Although  much  research  must  still  be  done  regarding 
the  effects  of  LSD,  important  information  has  already 
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WHAT  ARE  BARBITURATES? 

When  administered  under  a doctor’s  direction,  barbi- 
turates have  proven  to  be  effective  therapeutic  drugs 
for  a variety  of  medical  problems.  However,  barbiturate 
abuse— unsupervised  self-medication— presents  a dan- 
ger at  least  as  great  as  narcotic  abuse.  Extreme  mental 
and  emotional  confusion  with  eventual  tragic  conse- 
quences (death  is  not  uncommon)  may  result  from 
abuse  of  barbiturates. 

Barbiturates  are  the  main  depressant  drugs  used  in 
medical  practice  today  to  sedate  or  to  calm  patients 
and/or  to  induce  or  produce  sleep.  Their  effect  is 
opposite  to  that  of  amphetamines;  amphetamines  stim- 
ulate the  central  nervous  system  while  barbiturates  act 
as  depressants — slow  down  the  actions  of  the  central 
nervous  system. 

HOW  ARE  BARBITURATES  ABUSED? 

Some  people  have  used  the  sedative  or  hypnotic  effect 
of  barbiturates  as  a way  to  escape  serious  personal 
problems;  others  take  barbiturates  to  counteract  the 
effect  of  stimulant  drugs  such  as  amphetamines,  estab- 
lishing a cyclical  pattern  of  sedation-stimulation. 

Frequently,  barbiturates  are  used  in  combination 
with  other  drugs,  mainly  alcohol  and/or  opiates,  both 
by  thrill  seekers  and  chronic  drug  abusers.  Such  experi- 
mental combinations  are  extremely  hazardous  since  all 
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?f  inhaling  the  fumes  from  airplane  glue 
itile  hydrocarbons  occurs  almost  entirely 
people  from  9 to  18  years  of  age  seeking 
' Considering  only  the  undercurrent  of 
iociated  with  the  practice  of  glue-sniffing, 
oose  to  ignore  or  are  uninformed  about 
sible  hazards— emotional  and  physical— 
It. 

n has  caused  great  concern  among  parents, 
ucators  and  others  committed  to  the  wel- 


ILUE-SNIFFING? 
inhalation  of  fumes  from  model  airplane 
; from  gasoline,  paint  thinner,  and  lighter 
I as  “glue-sniffing.”  Model  airplane  glue 
npounds  contain  solvents  such  as  alcohol, 
nd  toluene  which,  through  their  rapid 
ire  readily  inhaled. 

: glue  is  squeezed  onto  a piece  of  cloth  or 
m which  the  fumes  are  inhaled,  although 
paint  thinner  are  often  inhaled  directly 
cans.  Regardless  of  the  compound,  in- 
itinued  until  the  desired  effects— ranging 
Dxicaiion  to  more  acute  disorientation — 

ECTS  RESULT  FROM 
FING? 

e symptoms  of  glue-sniffing  are  simlilar 
iated  with  alcoholic  intoxication,  includ- 
if  muscular  coordination;  slurred  speech; 
; a ringing  in  the  ears;  mild  hallucina- 
and  depression.  These  intoxication-like 
for  about  30  to  45  minutes,  depending 
unt  inhaled. 

tage.  lasting  an  hour  or  more,  usually 
characterized  by  drowsiness,  stupor,  or, 
unconsciousness.  After  recovery,  the 
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Millions  of  Americans  are  abusing  drugs 


Drug  abuse  has  emerged  into  sharp  focus  as  a 
difficult  problem  of  gro\wing  concern  to  the  medical 
profession  and  the  public.  Of  particular  concern  is 
the  fact  that  many  young  people  today  are  experi- 
menting with  marihuana  and  a wide  array  of  other 
drugs.  Although  many  are  highly  sophisticated,  young 
people  are  not  truly  aware  of  the  dangers  posed  by 
abuse  of  drugs. 

ORDER  THESE  PAMPHLETS 


Because  of  the  severity  of  the  problem  and  the 
confusion  which  exists,  in  many  quarters,  about 
whether  certain  drugs  are  truly  dangerous,  there  is 
an  urgent  need  for  intensive  public  education. 

The  five  leaflets  shown  above  provide  facts  that 
will  be  eagerly  received  by  the  public.  Order  the 
quantity  you  need  today.  There  is  no  charge. 

TODAY— FREE— FROM  TMA! 


QUANTITY  TITLE 

MARIHUANA 

LSD 

AMPHETAMINES 

BARBITURATES 

GLUE  SNIFFING 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 

TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 


Name 

Add  ress — — 

City State Zip. 
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KIDNEY  RESEARCH  TO  FOCUS 
ON  USE  OF  ANTIHISTAMINES 

Investigators  at  The  University  of  Tex- 
as Medical  School  at  San  Antonio  are 
now  planning  an  all-out  research  ef- 
fort that  will  focus  on  the  testing  of 
antihistamine-like  drugs  as  a safe  and 
effective  treatment  for  glomeruloneph- 
ritis (or  more  commonly  called  neph- 
ritis). 

Spearheading  the  project  will  be  Dr. 
W.  T.  Kniker,  UTMSSA  pediatrics  pro- 
fessor and  kidney  specialist. 

The  huge  effort — which  will  also  in- 
volve experts  at  Wilford  Hall  USAF  Hos- 
pital at  Lackland  Air  Force  Base,  Brooke 
Army  Medical  Center  in  San  Antonio, 
Baylor  College  of  Medicine  in  Houston, 
the  University  of  Arkansas  Medical 
Center  in  Little  Rock,  The  University 
of  Texas  Medical  Branch  at  Galveston, 
and  The  University  of  Texas  South- 
western Medical  School  at  Dallas — is 
based  on  groundwork  laid  during  Dr. 
Kniker's  studies  on  victims  of  Bexar 
County’s  recent  diphtheria  epidemic. 

During  the  epidemic.  Dr.  Kniker  dis- 
covered that  use  of  antihistamines  in 
diphtheria  patients  prevented  the  im- 
mune complex  disease  serum  sickness. 
The  disease  often  results  from  the  ad- 
ministration of  large  doses  of  horse 
antitoxin,  which  is  used  to  reduce  the 
severity  of  diphtheria. 

Since  antihistamines  worked  against 
serum  sickness,  there  is  every  reason 
to  believe,  says  Dr.  Kniker,  that  they 
may  well  provide  an  answer  to  neph- 
ritis, another  immune  complex  disease. 
Currently,  survival  of  nephritis  victims 
depends  on  a kidney  transplant  or  use 
of  an  artificial  kidney  machine  to 
cleanse  the  blood. 

“If  the  epidemic  had  a golden  side,” 
comments  Dr.  Kniker,  “I  guess  this 
was  it.” 

Dr.  Kniker’s  theories  about  the  ef- 
fect of  antihistamines  on  immune  com- 
plex diseases  grew  out  of  research  be- 
gun while  he  was  on  a fellowship  in 
immunology  at  Scripps  Clinic  and  Re- 
search Foundation  in  La  Jolla,  Calif. 

While  there,  he  began  studying  the 
biological  characteristics  of  immune 
complexes.  Dr.  Kniker  found  that  the 
complexes  in  the  circulation  deposit  on 
blood  vessel  walls  only  under  certain 
conditions.  He  also  discovered  that  the 
deposits  stick  to  the  blood  vessel 
walls  and  pass  through  to  other  tis- 
sue only  when  the  walls  have  become 
permeable.  This  permeability  is  caused 
by  chemicals  that  are  released  when 
certain  blood  cells  are  injured  by  the 
immune  complexes  in  the  circulation. 


Dr.  Kniker  found  that  certain  anti- 
histamines could  block  effects  of  the 
chemicals,  thereby  keeping  the  blood 
vessel  walls  from  becoming  perme- 
able. 

In  1970,  the  UTMSSA  physician  re- 
ported that  the  use  of  antihistamines 
on  a group  of  rabbits  with  severe 
nephritis  stopped  the  disease  in  its 
course,  and  the  kidneys  began  to 
heal. 

The  study,  with  Dr.  Kniker  in  charge, 
is  expected  to  begin  within  the  year  and 
will  involve  several  hundred  patients  in 
active  stages  of  the  disease.  UTMSSA 
will  serve  as  the  clearinghouse  for  all 
data  collected  from  the  six  other  par- 
ticipating institutions. 

NEW  MEMBERS  APPOINTED  TO 
ADVISORY  HOSPITAL  COUNCIL 

Gov.  Preston  Smith  has  appointed  new 
members  of  the  Advisory  Hospital 
Council. 

Among  the  new  appointees  are  Dr. 
Joseph  T.  Ainsworth  of  Houston,  chair- 
man of  the  Texas  Medical  Association’s 
Council  on  Medical  Jurisprudence,  and 
C.  Lincoln  Williston  of  Austin,  execu- 
tive secretary  of  the  Association.  Dr. 
Ainsworth  replaces  Dr.  B.  H.  McVicker 
of  Lufkin  who  resigned.  His  term  will 
expire  July  17,  1973.  Mr.  Williston,  a 
replacement  for  Isadore  Roosth  of  Ty- 
ler whose  term  expired,  will  remain  on 
the  council  until  July  17,  1977. 

Others  appointed  to  a six-year  term 
on  the  Advisory  Hospital  Council  in- 
clude O.  Ray  Hurst  of  Austin,  execu- 
tive vice-president  of  the  Texas  Hospi- 
tal Association:  Edward  S.  Reese  of 
Gonzales,  publisher  of  the  Gonzales 
Inquirer;  and  Larry  B.  Smith  of  Brady, 
editor  of  The  Brady  Standard  and 
Brady  Herald. 

WILLARD  R.  COOKE  SOCIETY 
AT  UTMB  RECEIVES  NEW  GAVEL 

The  Cooke  Society,  an  association  of 
residents  who  served  with  Dr.  Willard 
R.  Cooke,  a former  faculty  member 
at  The  University  of  Texas  Medical 
Branch,  is  the  proud  owner  of  a new 
gavel.  This  special  gavel  is  made  of 
wood  from  a beam  taken  from  Dr. 
Cooke’s  office  in  the  Ashbel  Smith 
Building. 

The  gavel  was  presented  to  Dr.  L.  A. 
Charpentier  of  Galveston,  president- 
elect of  the  society,  at  the  group’s 
recent  meeting. 

The  society,  which  was  established 
in  the  1940’s,  was  the  first  such  organ- 
ization to  be  formed  on  the  UTMB 
campus. 


The  society  honors  Dr.  Cooke,  who 
was  a seventh-generation  physician  in 
the  Cooke  family.  The  son  of  a founder 
of  UTMB,  Dr.  Cooke  was  chairman  of 
the  department  of  obstetrics  and  gyne- 
cology at  UTMB  for  some  30  years. 
While  in  that  post,  he  recommended 
the  idea  of  a board  of  obstetrics  and 
gynecology  in  a committee  report  to 
the  American  Association  of  Obstetri- 
cians, Gynecologists,  and  Abdominal 
Surgeons  in  1928. 

Dr.  Cooke  received  his  MD  from  the 
Medical  Branch  in  1912,  graduating 
from  a class  of  46  with  a grade  aver- 
age of  94.31%.  After  an  internship  at 
John  Sealy  Hospital,  he  joined  the 
UTMB  faculty.  In  1959,  he  was  named 
a professor  emeritus,  and  he  died  in 
1966. 

He  was  estimated  to  have  taught 
more  than  3,000  medical  students. 

$100,000  GIFT  ESTABLISHES 
FUND  AT  SOUTHWESTERN 

The  Lydia  Kilborn  Karcher  Fund  for 
Medical  Excellence  has  been  estab- 
lished at  The  University  of  Texas 
Southwestern  Medical  School,  Dean 
Charles  C.  Sprague  announced  last 
month. 

Income  from  the  gift  of  approxi- 
mately $100,000  in  stocks  and  cash 
by  Mrs.  Karcher  and  the  Lydia  K.  Kar- 
cher Foundation  will  enable  the  dean 
to  fill  the  most  urgent  needs  of  the 
medical  school. 

Currently,  attention  is  being  given 
to  neurological  research  and  person- 
nel, including  recruitment  of  a new 
chairman  for  the  department  of  neu- 
rology. 

The  funds  will  be  used  for  other 
special  projects  as  the  need  arises, 
said  Dean  Sprague. 

MAKE  HOTEL  RESERVATIONS 
NOW  FOR  1972  ANNUAL  SESSION 

Physicians  planning  to  attend  the 
Association’s  1972  Annual  Session  in 
San  Antonio,  May  11-14,  should  make 
sure  that  all  arrangements  for  accom- 
modations are  made  soon. 

Reservation  requests  at  any  of  the 
11  hotels  and  motels  that  will  provide 
Annual  Session  accommodations  may 
be  made  through  the  Texas  Medical 
Association  Housing  Bureau,  P.  O.  Box 
2277,  San  Antonio  78298. 

Additional  housing  information  and 
an  advance  registration  card  for  the 
1972  Annual  Session  are  included  on 
pages  107-110  of  this  issue. 
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In  the  coronary  ischemic 
fij  patient  on  cerebral  of 


no  treatment 
conflict 


VASODILAN 


the  compatible  vasodilator 


• may  be  used  in  your  patients  with 
coronary  insufficiency. 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 


• complications  in  the  treatment  of  diabetes 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators'^''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement ''  and  observation  of  clinical  improvement.''’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCl  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References : ( 1)  Clarkson, 
I.  S.,  and  LePere,  D.  M. : Angiology  77:190-192  (June)  1960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr. : Angiology  75:70-74  (Feb.)  1964.  (3)  Dhry- 
miotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res;  •7:124-128 
(April)  1962.  (4)  Whittier,  J.  R. : Angiology  75 :82-87  (Feb.)  1964. 


I 1971  MEAD  JOHNSON  a COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A. 
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TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION  MAY  11-14,  1972 


45  GUEST  SPEAKERS 

plus  250  Special  and  TM A-member  speakers 
14  SECTION  PROGRAMS 
20  CURBSTONE  CONSULTATIONS 
14  CONTINENTAL  BREAKFAST  ROUND  TABLES 
33  SPECIALTY  SOCIETY  PROGRAMS 
9 SPECIAL  SYMPOSIUMS 

175  TECHNICAL  AND  SCIENTIFIC  EXHIBITS 
FORUM  OF  ORIGINAL  RESEARCH 
FILM  PROGRAM 

PHYSICIAN  S AND  WIVE  S ART  EXHIBITION 

SPORTS/ENTERTAINMENT 
Golf,  Tennis,  Skeet  and  Trap,  Boating, 

Fraternity  and  Alumni  Parties,  Class  Re 
unions,  and  TMA  s Fiesta  Noche 
del  Rio  featuring  a Mariachi 
Band,  cocktails,  Mexican  hors 
d oeuvres,  dinner  and 
entertainment. 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V^,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


phenformbi  HCi 


Old  winner, 
new  bottle. 


DBI®  phenformin  HCI 
tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
capsules  of  SO  and  100  mg. 

Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  second- 
ary; adjunct  to  insulin  therapy  of  unstable 
diabetes  mellitus. 

Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile 
diabetes  mellitus  that  is  uncomplicated  and 
well  regulated  on  insulin;  acute  complica- 
tions of  diabetes  mellitus  (metabolic  acido- 
sis, coma,  infection,  gangrene);  during  or 
immediately  after  surgery  where  insulin  is 
indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 
hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be 
avoided. 

Precautions:  1.  Starvation  Ketosis:  This 
must  be  differentiated  from  “insulin  lack’’ 
ketosis  and  is  characterized  by  ketonuria 


which,  in  spite  of  relatively  normal  blood 
and  urine  sugar,  may  result  from  excessive 
phenformin  therapy,  excessive  insulin  reduc- 
tion, or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate 
this  state.  Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recom- 
mended in  the  presence  of  azotemia  or  in 
any  clinical  situation  that  predisposes  to 
sustained  hypotension  that  could  lead  to 
lactic  acidosis.  To  differentiate  lactic  acido- 
sis from  ketoacidosis,  periodic  determina- 
tions of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  sta- 
bilized on  phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable.  If  elec- 
trolyte imbalance  is  suspected,  periodic 
determinations  should  also  be  made  of  elec- 
trolytes, pH,  and  the  lactate-pyruvate  ratio. 
The  drug  should  be  withdrawn  and  insu- 
lin, when  required,  and  other  corrective 
measures  instituted  immediately  upon  the 
appearance  of  any  metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypoglycemic 
reactions  are  rare  when  phenformin  is  used 
alone,  every  precaution  should  be  observed 
during  the  dosage  adjustment  period  particu- 
larly when  insulin  or  a sulfonylurea  has 
been  given  in  combination  with  phenformin, 
Adverse  Reactions:  Principally  gastrointes- 
tinal; unpleasant  metallic  taste,  continuing 
to  anorexia,  nausea  and,  less  frequently, 
vomiting  and  diarrhea.  Reduce  dosage  at 
first  sign  of  these  symptoms.  In  case  of  vom- 
iting, the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been 
reported,  as  have  gastrointestinal  symptoms 
such  as  anorexia,  nausea  and  vomiting  fol- 
lowing excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage, 

please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
Distributors 
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INTERNATIONAL  MEDICAL  ASSEMBLY 
OF  SOUTHWEST  TEXAS 

The  Assembly  has  scheduled  its  annual  meeting  at  the  Gunter 
Hotel  in  San  Antonio,  Feb.  17-18.  Guest  speakers  and  their  topics 
are:  Drs.  John  W.  Singleton,  Assistant  Professor  of  Medicine, 
Division  of  Gastroenterology,  University  of  Colorado  School  of 
Medicine,  Denver,  “The  Clinical  and  Epidemiological  Signifi- 
cance of  Australia  Antigen”;  Jerome  Wildgen,  President,  Ameri- 
can Academy  of  Family  Physicians,  “The  Doctor-Patient  Rela- 
tionship as  a Therapeutic  Tool”  and  “Family  Physicians  of  the 
Future”;  Joe  W.  King,  Chairman,  Division  of  Orthopedic  Sur- 
gery, Baylor  College  of  Medicine,  Houston,  “The  Throwing 
Elbow”;  John  Simons,  Head  of  the  Department  of  Plastic  Sur- 
gery, Mayo  Clinic,  Rochester,  “Sub-cutaneous  Mastectomy,  An 
Integral  Aspect  of  Surgical  Treatment  for  Diseases  of  the 
Breast”;  Beverley  T.  Mead,  Professor  and  Chairman,  Depart- 
ment of  Psychiatry,  Creighton  University  School  of  Medicine, 
Omaha,  “The  Sexually  Aggressive  Patient”;  and  William  R. 
Smart,  Associate  Clinical  Professor  of  Urology,  University  of 
California  School  of  Medicine,  “Perils  of  the  Penis.”  Other 
scheduled  guest  speakers  are  Drs.  George  Burch,  Professor  and 
Chairman,  Department  of  Medicine,  Tulane  University  School 
of  Medicine,  New  Orleans;  Charles  L.  Schepens,  Director  of 
Retina  Service,  Massachusetts  Eye  & Ear  Infirmary,  Boston; 
Richard  H.  Marshak,  New  York  City;  and  Ralph  A.  Deterling, 
Professor  and  Chairman,  Department  of  Surgery,  Tufts  Univer- 
sity School  of  Medicine,  Boston. 

Contact:  S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio 
78212,  executive  director. 

TEXAS  UROLOGICAL  SOCIETY 

Members  of  Texas  Urological  Society  will  gather  at  the  Houston 
Oaks  Hotel  in  Houston  on  Feb.  11-12.  Guest  speakers  at  the 
Society’s  annual  meeting  will  be  Drs.  J.  Hartwell  Harrison, 
chairman,  department  of  urology.  Harvard  Medical  School,  Bos- 
ton; Willard  E.  Goodwin,  professor  of  surgery  and  urology.  Uni- 
versity of  California  at  Los  Angeles;  Harry  M.  Spence,  profes- 
sor of  urology,  UT  Southwestern  Medical  School  at  Dallas;  and 
Terry  Allen,  associate  professor  of  urology,  UT  Southwestern 
Medical  School  at  Dallas.  Presentations  will  be  “Surgical  Man- 
agement of  Hsnperfunctioning  States  of  the  Adrenal  Gland,” 
“The  Uses  of  Intestine  in  Urology,”  “The  Ureter  in  Urologic 
Surgery,”  and  “Carcinoma  of  the  Prostate — Is  There  a Thera- 
peutic Dilemma?”. 

Contact:  Dr.  C.  E.  Carlton,  2210  Maroneal,  Houston  77026,  sec- 
retary. 

TEXAS  STATE  DEPARTMENT  OF  HEALTH 
SEMINAR  ON  DRUG  ABUSE 

“Drug  Abuse — Its  Community  Health  Implications,”  is  the  title 
of  a seminar  to  be  presented  Feb.  16-18  at  the  Joe  C.  Thompson 
Conference  Center  in  Austin.  Sponsored  by  the  Texas  State 
Department  of  Health,  the  seminar  is  designed  to  inform  par- 
ticipants about  drugs  and  the  problems  of  drug  abuse,  and  to 
stimulate  interest  in  developing  comprehensive  and  effective 
community  efforts  against  drug  abuse. 

Contact:  Dr.  J.  E.  Peavy,  Texas  State  Department  of  Health, 
1100  W.  49th  St.,  Austin  78766,  commissioner  of  health. 
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CURRENT  MEETINGS  IN  TEXAS 

TEXAS  SOCIETY  OF  PATHOLOGISTS 
will  present  its  annual  scientific  program 
at  the  Shamrock  Hilton  Hotel  in  Houston, 
Jan.  28-30.  Featured  guest  speaker  will  be 
Dr.  Edward  A.  Gall,  Director  of  the  Medi- 
cal Center,  University  of  Cincinnati  College 
of  Medicine.  Topics  to  be  presented  by 
Dr.  Gall  are  "Contribution  of  the  Autopsy 
to  Medical  Advances”  and  "Insight  into  the 
Language  of  the  Surgical  Pathologist.” 
Other  speakers  and  their  topics  are  Drs. 
M.  Suzuki,  Houston,  "Endocardial  Fibro- 
elastosis”; Henry  C.  McGill,  Jr.,  San  An- 
tonio, "The  Diet  Heart  Question” ; Robert 
S.  Putnam,  Dallas,  "Growth  Hormone  As- 
says as  a Means  of  Assessing  Pituitary 
Functions” ; Richard  B.  Marshall,  Galves- 
ton, "Hyperparathyroidism:  Recent  Devel- 
opments in  Pathology” ; Stephan  Ritzmann, 
Galveston,  "Immunoproteins  in  Lympho- 
penic  States” ; Daniel  Jenkins,  Houston, 
"Chronic  Obstructive  Pulmonary  Disease, 
Past  and  Future” ; and  James  C.  Stinson, 
Temple,  "The  Electron  Microscope — Orna- 
mental or  Practical.”  Contact:  Dr.  Don  B. 
Singer,  PO  Box  20269,  Houston  77026,  pro- 
gram chairman. 


FIRST  ANNUAL  SOUTHWEST  CANCER 
CONFERENCE,  sponsored  by  American 
Cancer  Society,  Texas  Division,  District 
One  and  El  Paso  County  Medical  Society, 
has  been  set  for  Jan,  30  at  the  Sheraton- 
EI  Paso  Motor  Inn,  El  Paso.  Presentations 
will  be  made  by  Drs.  R.  Lee  Clark,  Jordan 
R.  Wilbur,  and  Robert  S.  Nelson,  all  of 
Houston;  Guillermo  A.  Pinzon,  Harold  M. 
Jesurun,  Jorge  Jimenez  Gandica,  Wilbur  J. 
Strader,  and  Ralph  S.  Clayton,  all  of  El 
Paso:  and  William  L.  DeGinder  of  Austin. 
Cancer  in  children,  cancer  of  the  thyroid, 
uterine  cancer,  chemotherapy  for  gastroin- 
testinal tumors,  nuclear  medicine  and  diag- 
nosis, and  radiation  therapy  are  some  of 
the  topics  to  be  presented.  Contact:  Dr. 
Guillermo  A.  Pinzon,  2101  N.  Oregon,  El 
Paso  79902,  conference  chairman. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS’  thirty-ninth  annual  meet- 
ing will  be  held  Jan.  29-Feb.  3 at  the 
Sheraton  Park  and  Shoreham  Hotels  in 
Washington,  DC.  Every  phase  of  disorders 
of  the  musculoskeletal  system  will  be  con- 
sidered. Subjects  to  be  covered  in  the  103 
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instructional  courses  include  arthritis,  bone 
physiology,  total  hip  replacement,  cerebral 
palsy,  fractures,  biomechanics,  children's 
diseases,  and  spine,  knee,  foot,  and  hand 
surgery.  Special  symposia  -will  be  held  on 
the  critically  injured  patient,  avascular 
necrosis  of  the  femur,  and  club  foot  treat- 
ment. Contact;  Dr.  Charles  V.  Heck,  430 
N.  Michigan  Ave.,  Chicago  60611,  director. 


AMERICAN  FERTILITY  SOCIETY  an- 
nounces its  28th  annual  meeting  at  the 
Waldorf-Astoria  Hotel  in  New  York  City, 
Feb.  28-March  1.  Papers  will  be  presented 
on  such  topics  as  ovarian  function,  the 
oviduct,  hypothalamic-pituitary  function, 
immunology,  the  male  factor,  population 
trends,  fertility  control,  abortion  and  steri- 
lization, and  endoscopy.  Contact:  Dr.  Her- 
bert H.  Thomas,  1801  Ninth  Ave.  S,  Suite 
101,  Birmingham,  Ala.  3B205,  medical  di- 
rector. 


AMERICAN  SOCIETY  OF  CONTEMPO- 
RARY MEDICINE  AND  SURGERY  will 
hold  its  annual  meeting  Feb.  28-March  2 at 
the  Diplomat  Hotel  in  Hollywood,  Fla.  The 
theme  of  the  meeting  is  “Continuing  Edu- 
cation for  Excellence  in  Medicine  and  Sur- 
gery,” and  the  keynote  address  wili  be 
given  by  the  Society’s  president.  Dr.  Mi- 
chael DeBakey.  Trends  in  prevention  of 
cancer  recurrences,  chemosurgery  for  ma- 
lignant tumors,  controls  for  laser  surgery, 
selected  plastic  surgical  procedures  of  the 
face,  cryosurgery  in  otolaryngology,  cryo- 
surgery for  eye  and  oral  tumors,  and  ad- 
vances in  gynecology  will  be  discussed. 
Contact:  Donald  Radcliffe,  30  North  Mich- 
igan Ave.,  Chicago  60602,  executive  direc- 
tor. 


AMERICAN  SOCIETY  OF  CONTEMPO- 
RARY OPHTHALMOLOGY  announces  its 
annual  meeting  at  the  Diplomat  Hotel  in 
Hollywood,  Fla.,  Feb.  28-March  3.  The  pro- 
gram includes  symposia  on  cataract,  retina, 
cornea,  glaucoma,  infections,  genetics,  can- 
cer and  other  subjects.  Special  features  are 
courses  in  binocular  ophthalmoscopy  and 
microscopic  surgery  of  the  cornea.  Contact: 
Dr.  John  Bellows,  30  North  Michigan  Ave., 
Chicago  60602,  secretary. 


PAN  PACIFIC  SURGICAL  ASSOCIA- 
TION’S 'Twelfth  Congress  has  been  set  for 
Feb.  26-March  4,  in  Honolulu.  Concurrent 
meetings  will  be  held  in  anesthesiology, 
colon  and  anorectal  surgery,  general  sur- 
gery, neurosurgery,  obstetrics  and  gyne- 
cology, ophthalmology,  orthopedic  surgery, 
otolaryngology,  plastic  surgery,  and  urol- 
ogy. Contact:  Harriet  N.  DeVault,  236 
Alexander  Young  Bldg.,  Honolulu  96813, 
executive  secretary. 


ALSO  IN  FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  San  Francisco. 
Feb.  4-9,  1972.  James  O.  Kelley,  225  E.  Michigan,  Mil- 
waukee 53202,  Exec.  Sec. 

AMERICAN  COLLEGE  OP  EMERGENCY  PHYSICIANS, 
Las  Vegas,  Feb.  23-26,  1972.  Arthur  E.  Auer,  120  W. 
Saginaw,  East  Lansing,  Mich.  48823,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  SURGEONS,  St.  Louis,  Feb. 
14-16,  1972.  C.  Rollins  Hanlon,  65  E.  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Washington, 
DC,  Feb.  7-10,  1972.  Dr.  Edwin  L.  Crosby,  840  N.  Lake 
Shore  Dr.,  Chicago  60611,  Exec.  Pres. 

■ AMERICAN  SOCIETY  OP  CLINICAL  HYPNOSIS, 
Dallas,  Feb.  11-13,  1972.  F.  D.  Nowlin,  800  Washington 
Ave.  SE,  Minneapolis  55414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS. 
Atlanta,  Feb.  4-12,  1972.  Dr.  George  F.  Stevenson,  2100 
W.  Harrison  St.,  Chicago  60612,  Exec.  Officer. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  Feb.  26, 
1972.  Gordon  L.  Wright,  PO  Box  4553,  Austin  78761, 
Dir.  of  Ed.  & Pub.  Info. 


MARCH 

AMERICAN  ASSOCIA'nON  OP  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  Cincinnati,  March  11-14,  1972.  Dr. 
A.  J.  French,  1335  E.  Catherine  St.,  Ann  Arbor  48104, 
Sec. 

■ AMERICAN  COLLEGE  OP  ALLERGISTS,  Dallas, 
March  4-9,  1972.  Dr.  John  D.  Gillaspie,  2141  14th  St.. 
Boulder,  Colo.  80302,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  Chicago, 
March  1-5,  1972.  William  D.  Nelligan,  9650  Rockville 
Pike,  Bethesda,  Md.  20014,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  Philadelphia, 
March  13-16,  1972.  C.  Rollins  Hanlon,  66  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Conference  on 
Rural  Health,  March  16-17,  1972.  Dr.  Bond  L.  Bible 
(PhD),  Secretary,  Council  on  Rural  Health,  AMA,  536 
N.  Dearborn  St.,  Chicago  60610. 

■ AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEU'TICS,  Houston,  March  9-10, 
1972.  Dr.  Richard  T.  Smith,  1718  Gallagher  Rd.,  Norris- 
town, Pa.  19401,  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  20-22,  1972,  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  6-9,  1972.  Frances  Shumaker,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 
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■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Ft.  Worth,  March  10-11,  1972.  Dr. 
Dennis  M.  Voulgaris,  2100  N.  Fulton  St.,  Wharton 
77488,  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  March 
23-25,  1972.  Dr.  Gordon  L.  Black,  1501  Arizona,  Bldg.  2, 
El  Paso  79902,  Prog.  Chrmn. 


APRIL 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  Palm  Beach,  April 
23-25,  1972.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St., 
Durham,  NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  St.  Louis, 
April  24-29,  1972.  Stanley  A.  Nelson,  4005  W.  65th  St., 
Minneapolis  55435,  Exec.  See. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Diego, 
April  23-27,  1972.  Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60204,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  PSYCHOANALYSIS. 
Dallas,  April  28-30,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

■ AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Dal- 
las, April  3-6,  1972.  Dr.  Russell  T.  Woodburne,  Dept,  of 
Anatomy,  University  of  Michigan  Medical  School,  4643 
Medical  Science  Bldg.,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  April 
29-30,  1972.  Dr.  Nicholas  J.  Pisacano,  University  of 
Kentucky  Medical  Center,  Annex  No.  2,  Room  229, 
Lexington  40506,  Sec. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  At- 
lanta, April  4-7,  1972.  James  W.  Dilley,  2807  Central 
St.,  Evanston,  111.  60201,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Miami  Beach, 
April  3-8,  1972.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Room  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION.  Puer- 
to Rico,  April  13-18,  1972.  Dr.  Carl  T.  Nelson,  161  Ft. 
Washington  Ave.,  New  York  10032,  Pres. 

AMERICAN  GERIATRICS  SOCIETY,  INC.,  New  York 
City,  April  5-6,  1972.  Edward  Henderson,  10  Columbus 
Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
Chicago,  April  22-26,  1972.  Dr.  Blaise  F.  Alfano,  675 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  At- 
lantic City,  April  14-16,  1972.  William  R.  Ramsey,  525 
Hearst  Bldg.,  San  Francisco  94103,  Exec.  Dir. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Philadelphia. 
April  16-20,  1972.  Howard  N.  Schulz,  55  E.  Washington, 
Chicago  60602,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  San 
Diego,  April  7-14,  1972.  Dr.  Alfred  J.  Cantor,  147-41 
Sanford  Ave.,  Flushing.  NY  11355,  Exec.  Officer. 


■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Dallas,  April  12-14,  1972.  Elsie  Howard,  2109 
Commerce  St.,  Dallas  75201,  Exec.  Sec. 

B TEXAS  DENTAL  ASSOCIATION.  San  Antonio,  April 
30-May  3,  1972.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

B TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Austin, 
April  14-15,  1972.  Dr.  Beverly  Sutton,  4110  Guadalupe, 
Austin  78751,  Sec. 

■ TEXAS  SURGICAL  SOCIETY,  Dallas,  April.  1972. 
Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400,  Dallas 
75204,  Prog.  Chrmn. 

H TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DIS- 
EASE ASSOCIATION,  Austin.  April  21-22,  1972.  Thelma 
Outlaw,  2406  Manor  Rd.,  Austin  78722. 

US-MEXICO  BORDER  PUBLIC  HEALTH  ASSOCIA- 
TION, Chihuahua,  Chih.,  Mex.,  April  17-21,  1972.  Dr. 
Jorge  Jimenez  Gandica,  509  US  Court  House,  El  Paso 
79901,  Sec. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  Bal  Harbour, 
Fla.,  May  8-11,  1972.  Dr.  Merrill  H.  Goodwin,  Washing- 
ton National  Airport,  Washington,  DC  20001,  Sec. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS, 
Salt  Lake  City,  May  14-17,  1972.  Dallas  F.  Whaley,  29 
E.  Madison,  Suite  812,  Chicago  60602,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles,  May  1-3,  1972.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

H AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  13,  1972.  Dr. 
Byron  N.  Dooley,  7703  Floyd  Curl  Dr.,  San  Antonio 
78229,  Prog.  Chrmn. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Chicago,  May  1-4,  1972.  Dr.  Michael 
Newton,  79  W.  Mom-oe,  Chicago  60603,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  20,  1972.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  75235,  Sec. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Dallas,  May  21-27,  1972.  Dr.  N.  C.  Hightower, 
Scott  and  White  Clinic,  Temple  76601,  Pres. 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC, 
May  21-26,  1972.  Dr.  C.  D.  Cook,  333  Cedar  St.,  New 
Haven,  Conn,  06614,  Exec.  Sec. 

B AMERICAN  PSYCHIATRIC  ASSOCIATION,  Dallas, 
May  1-6,  1972.  Dr.  Walter  E.  Barton,  1700  18th  St.,  NW,' 
Washington,  DO  20009,  Med.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  SOUTH- 
ERN BRANCH,  Hollywood,  Fla.,  May  10-12,  1972.  Fred- 
erick W.  Hering,  1026  S.  18th  St.,  Birmingham'  35206, 
Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Carribean,  May  20-27,  1972.  Dallas  F. 
Whaley,  29  E.  Madison,  Suite  812,  Chicago  60602,  Exec. 
Dir. 
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AMERICAN  THORACIC  SOCIETY.  Kansas  City,  Mo  . 
May  21-24,  1972.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  Wash- 
ington, DC,  May  22-26,  1972.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS.  TEX- 
AS DIVISION,  San  Antonio,  May  11,  1972.  Dr.  Lewis  M. 
Heifer,  208  Medical  Prof.  Bldg.,  San  Antonio  78212, 
Prog.  Chrmn. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  Kansas  City,  Mo.,  May  21-24, 
1972.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New  York 
10019,  Mng.  Dir. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Albuquer- 
que, May  1-4,  1972.  Dr.  Jack  A.  Barney.  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio. 
May  11,  1972.  Dr.  C.  F.  Miller.  Box  1388,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1972,  Dr.  Philip  W.  Mal- 
lory, 7524  N.  Lamar,  Austin  78762.  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  An- 
tonio, May  13-14,  1972.  Dr.  Harold  L.  Dobson,  Hermann 
Hospital.  Houston  77025,  Prog.  Chrmn. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION. 
San  Antonio,  May  12,  1972.  Dr.  C.  Hunter  Montgomery. 
PO  Box  2180,  Houston  77027,  Prog.  Chrmn. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio, 
May  10-14,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar 
Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  11-14,  1972.  Dr.  John  C.  Kuppinger,  1515 
Ed  Carey  Dr.,  Harlingen  78550,  Prog.  Chrmn. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio, 
May  11,  1972.  Dr.  Lewis  E.  Tucker,  804  M & S Tower, 
730  N.  Main,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
May,  1972.  Dr.  Earle  U.  Scharff,  Jr.,  800  Fifth  Ave., 
Ft.  Worth  76104,  Pres. 


JUNE 

AMERICAN  CANCER  SOCIETY,  National  Conference 
on  Human  Values  & Cancer,  Atlanta,  June  22-24,  1972. 
Dr.  William  M.  Markel,  219  East  42nd  St.,  New  York 
10017. 

AMERICAN  MEDICAL  ASSOCIATION,  San  Francisco, 
June  18-22,  1972.  AM  A.  635  N.  Dearborn  St.,  Chicago 
60610. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
Las  Vegas,  June  10-16,  1972.  Royce  Noland,  1156  15th 
St.,  NW,  Washington,  DC  20006,  Exec.  Dir. 

AMERICAN  PROCTOLOGIC  SOCIETY,  New  York  City, 
June  11-14,  1972.  Harriette  Gibson,  320  W.  Lafayette, 
Detroit  48226,  Admin.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION,  San  Diego,  June 
11-15,  1972.  Helen  Brown  Schmidt,  919  N,  Michigan 
Ave.,  Chicago  60611,  Exec.  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver. 
July  21-22,  1972.  F.  C.  Schmidt,  1764  Gilpin,  Denver 
80218,  Exec.  V-Pres. 

SOCIETY  OF  NUCLEAR  MEDICINE.  Boston,  July  11-14, 
1972.  Margaret  Glos,  211  E.  43rd  St.,  New  York  10017, 
Admin,  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Ft. 


Worth,  July  23-26,  1972.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 

AUGUST 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Aspen,  August,  1972.  Dr.  Eric  G.  Comstock,  PO  Box  2565, 
Houston  77001,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, DC,  Aug.  27-Sept.  2,  1972.  Lois  J.  James,  30  N. 
Michigan  Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  Georgia, 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd.,  Lake  Bluff,  111.  60044,  Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  York  City,  Sept.  25-28,  1972.  Roger  Tusken,  Box 
8156,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sept.  25-29,  1972.  Dr.  C. 
M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  55901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS, 
Atlanta,  Sept.  6-10,  1972.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  CANCER  SOCIETY,  INC.,  Seventh  National 
Cancer  Conference,  Los  Angeles,  Sept.  27-29,  1972.  Dr. 
Sidney  L.  Arje,  219  E.  42nd  St.,  New  York  10017,  Coord. 

■ AMERICAN  HEART  ASSOCIATION.  TEXAS  AFFIL- 
IATE, INC.,  Houston,  Sept.  21-24.  1972.  Dudley  H.  Haf- 
ner,  PO  Box  9928,  Austin  78757,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4,  1972.  John  W.  Andes,  516  Busse 
Highway,  Park  Ridge,  HI.  60068,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept. 
22-24,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  21-23, 
1972.  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Sec. 

WORLD  MEDICAL  ASSOCIATION,  INC.,  Amsterdam, 
Sept.  18-21,  1972.  Miss  M.  L.  Natwick,  10  Columbus  Cir- 
cle, New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Den- 
ver, Oct.  22-26,  1972.  Dr.  Alfred  Soffer,  112  E.  Chestnut, 
Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Canada,  Oct.  15-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco, 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans, 
Oct.  9-13,  1972.  Ruth  Yakel,  620  North  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  San  Francisco, 
Oct.  7-11,  1972.  Dr.  H.  W.  Wellmerling,  610  Grieshiem 
Bldg.,  Bloomington,  111.  61701,  Exec.  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs,  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans,  Oct.  15-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 
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Precision-engineered,  functionally-builf  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Established  Over  40  Years 

TMA  Meeting  Booth  503,  San  Antonio,  May  11-13,  1972. 


Factory  Direct  Sales 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


Volume  68,  January,  1972 


37 


Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  a simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  with 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 


W 


The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
I office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
I under  actual  office  conditions  proved  that  they 
; actually  do  help  solve  these  difficulties 
' without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


I ROCOM"  <S> 

I Division  of  Hoffmann-La  Roche  Inc. 

I Box  169 

I Fairview,  New  Jersey  07022 
I Gentlemen: 

I am  interested  in  obtaining  additional 
I information  about: 


□ 

□ 


Health  History 
System 

Telephone  System 


□ 

□ 


Medical  Record 
System 

Appointment  System 


Name 

Specialty 

Street 

City 

State 

Please  do  not  forget  Zip  Code 

15 

Rocom  Telephone  System  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 

out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


‘Created  and  developed  by  Patient  Care  Systems,  Inc. 


When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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TEXAS  MEDICINE 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  clinical  experience 
N^'ith  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  w eight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— boiUes  of  50,  200,  500.  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA7M495  MEDB-5-S  LAO-6 
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Why  a time  clock 

in  a residential  treatment  center  ? 


The  time  clock,  symbol  of  the  working  world,  represents  an  important  aspect  of 
residential  treatment  for  some  students. 

Those  students  are  participants  in  Devereux’s  sheltered  workshop  programs 

. . . students  for  whom  the  performance  of  a bona  fide  job  can 

provide  a powerful  therapeutic  influence  . . . “punching  in"  in  the  morning 

and  “out"  at  “quitting  time"  . . . drawing  a weekly  paycheck  earned  in  the 

performance  of  meaningful  industrial  _ __  __  __  _ _ ^ _ 

operations:  publication  binding,  I ||j’  Xl  |j'  IJ  Ij^  I I 

packaging,  product  assembly,  silk  | / P j y IL  ItJ  I J /V 

The  time  clock— also  the  symbol  of  | « I 1 | | | | I 

that  working  world  within  Devereux  yj  J[_  yf  \ f | J 

Schools:  the  sheltered  workshop.  A y^oER  THE  DEVEREUX  FOUNDATION 
vital  force  for  rehabilitation  in  the  ^ NONPROFIT  ORGANIZATION 

residential  treatment  of  mentally 

. ..  . ^ Helena  T.  Devereux  Marshall  H.  Jarvis 

retarded  and  emotionally  consunan  e, evident 

disturbed  children. 

FOR  INFORMATION  AND  LITERATURE:  Charles  J.  Fowler,  Director  of  Acimissions 

Devereux  Schools,  Devon,  Pa.  19333 

PENNSYLVANIA,  MASSACHUSEHS,  CONNECTICUT  Ellwood  M.  Smith,  Registrar,  Devon,  Pa.  19333 

CALIFORNIA  Keith  A.  Seaton,  Registrar Box  1079,  Santa  Barbara,  93102 

TEXAS  Mrs.  Jo  Lange,  Registrar Box  2666,  Victoria,  77903 

ARIZONA  Bette  Hammer,  Ed.D.,  Director 6404  E.  Sweetwater,  Scottsdale,  85254 
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TEXAS  MEDICINE 


1972  TEXAS 

CONTINUING  EDUCATION 
DIRECTORY 


This  second  annual  list  of  continuing 
education  courses  for  Texas  physicians 
contains  approximately  15  more  listings 
than  the  first  directory  published  in 
January,  1971.  Again,  it  is  hoped  that 
this  directory  will  serve  several  pur- 
poses: (1)  Permit  physicians  to  plan 
ahead  for  courses  they  wish  to  attend 
during  the  coming  year;  (2)  Assist  course 
planners  to  arrange  their  schedules  to 
avoid  conflict  with  other  courses,  es- 
pecially on  similar  subjects;  (3)  Give 
course  planners  an  opportunity  to 
inform  physicians  about  their  courses; 
and  (4)  Maintain  a single,  major  source 
of  information  on  continuing  education 
courses  for  physicians  in  Texas. 

Institutions  sponsoring  courses  not 
included  this  year  may  contact  TEXAS 
MEDICINE,  1801  N.  Lamar  Blvd.,  Austin, 
78701,  by  Oct.  31, 1972,  for  listing  in 
next  year's  directory. 

Reprints  of  this  directory  will  be  made 
available  by  the  Regional  Medical 
Program  of  Texas. 

ANESTHESIOLOGY 

TITLE: 

Postgraduate  Course  in  Anesthesiology 
SPONSORS: 

UT  Medical  Branch  at  Galveston,  De- 
partment of  Postgraduate  Education; 
Texas  Society  of  Anesthesiologists 

LOCATION  OF  COURSE: 

UT  Medical  Branch  at  Galveston 

DATE: 

February  14-18, 1972 
DURATION: 

5 days;  1 week;  8, hours  instruction  per 
day;  41  y2  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$75 

CREDIT: 

AAFP,  4iy2  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 


TEACHING  METHODS: 

Audiovisual  materials,  bedside  rounds, 
clinical  conference,  enrollee  observes 
procedure,  enrollee  performs  procedure, 
laboratory  work,  lecture,  live  clinic, 
open  question,  panel,  patient  demon- 
stration, seminar 

ENROLLMENT: 

Minimum  5;  maximum  15 

CONTACT: 

Dr.  John  A.  Jenicek,  Associate  Professor 
of  Anesthesiology,  UT  Medical  Branch, 
Galveston  77550 

CARDIOVASCULAR  DISEASE 

TITLE: 

A Modern  Look  at  Coronary  Artery 
Disease 

SPONSORS: 

Lubbock  County  Heart  Association; 

Texas  Tech  University  School  of  Medi- 
cine, Lubbock 

LOCATION  OF  COURSE: 

Texas  Tech  University  School  of  Medi- 
cine, Lubbock 

DATE: 

February  5, 1972 
DURATION: 

1 day;  5 total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$15 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  lecture 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  Gerald  L.  Woolam,  Chairman,  Pro- 
fessional Education  Committee,  Lubbock 
County  Heart  Association,  4809  Univer- 
sity Ave.,  Lubbock  79408 


CARDIOVASCULAR  DISEASE 

TITLE: 

Cardiology  for  the  Internist 
SPONSORS: 

American  College  of  Physicians;  Baylor 
College  of  Medicine,  Houston 

LOCATION: 

Methodist  Hospital,  Houston 
DATE: 

April  5-7, 1972 
DURATION: 

3 days;  8 hours  instruction  per  day 

TYPE  OF  COURSE: 

Continuous 

FEE: 

Not  determined 

CREDIT: 

Not  determined 

ORGANIZATION: 

Given  by  arrangement  with  applicant 

DESIGNED  FOR: 

Internists 

TEACHING  METHODS: 

Lecture,  seminar 

ENROLLMENT: 

Minimum  75;  maximum  150 

CONTACT: 

American  College  of  Physicians,  4200 
Pine  St.,  Philadelphia  19104 

CARDIOVASCULAR  DISEASE 

TITLE: 

Fundamentals  in  Cardiac  Auscultation 
SPONSORS: 

UT  Medical  School  at  San  Antonio 

LOCATION  OF  COURSE: 

Corpus  Christ! 

DATE: 

October  21-22, 1972 
DURATION: 

iy2  days;  10  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$50 

CREDIT: 

AAFP,  10  hours 

ORGANIZATION: 

Regularly  scheduled 


DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  enrollee  observes 
procedure,  enrollee  performs  procedure, 
laboratory  work,  lecture,  open  question 

ENROLLMENT: 

Minimum  30;  maximum  50 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 

CARDIOVASCULAR  DISEASE 

TITLE: 

Fundamentals  in  Electrocardiography 
SPONSORS: 

UT  Medical  School  at  San  Antonio 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

October  4-December  6, 1972  (presented 
on  consecutive  Wednesdays) 

DURATION: 

10  days;  10  weeks;  2 hours  instruction 
per  day;  20  total  course  hours 

TYPE  OF  COURSE: 

Intermittent 

FEE: 

$75 

CREDIT: 

AAFP,  20  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  laboratory  work, 
lecture,  open  question 

ENROLLMENT: 

Minimum  15;  maximum  50 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for  Clin- 
ical Affairs,  UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr.,  San  An- 
tonio 78229 


CARDIOVASCULAR  DISEASE 

TITLE: 

Overview  of  Coronary  Heart  Disease, 
1972  and  An  Agonizing  Reappraisal  of 
the  Therapeutic  Advances  of  the  Last 
Twenty  Years  in  Cardiology 

SPONSORS: 

American  Heart  Association,  Texas  Af- 
filiate, Inc.;  Baylor  College  of  Medicine, 
Houston 

LOCATION  OF  COURSE: 

Baylor  College  of  Medicine  and  Astro- 
world  Hotel,  Houston 

DATE: 

September  21-23, 1972 

DURATION: 

2V2  days 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$15  for  members  of  American  Heart  As- 
sociation; $20  for  non-members 

ORGANIZATION: 

Regularly  Scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel,  seminar 

ENROLLMENT; 

Open 

CONTACT; 

Dr.  James  K.  Alexander,  Baylor  College 
of  Medicine,  Texas  Medical  Center, 
Houston  77025;  or  Dudley  H.  Hafner, 
Executive  Director,  American  Heart  As- 
sociation, Texas  Affiliate,  Inc.,  PO  Box 
9928,  Austin  78757 

CARDIOVASCULAR  DISEASE 

TITLE: 

Scientific  Sessions 
SPONSORS; 

American  Heart  Association,  Bay  Area 
Chapter;  UT  Medical  Branch  at  Galves- 
ton 

LOCATION  OF  COURSE: 

Holiday  Inn,  Galveston 


TYPE  OF  COURSE: 

Continuous 

FEE: 

$10 

CREDIT: 

AAFP,  8 hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel 

ENROLLMENT: 

Open 

CONTACT: 

George  Baker,  Executive  Director,  Amer- 
ican Heart  Association,  Bay  Area  Chap- 
ter, 2221  Market  St.,  Rm.  401,  Galveston 
77550 

GASTROENTEROLOGY 

TITLE: 

Gastroenterology 

SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education 

LOCATION  OF  COURSE: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston 

DATE: 

February  1-24, 1972 
DURATION: 

8 days;  4 weeks;  2 hours  instruction  per 
day;  16  total  course  hours 

TYPE  OF  COURSE: 

Intermittent 

FEE; 

$50 

CREDIT: 

AAFP,  16  hours 

ORGANIZATION; 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Lecture,  open  question 


DATE: 

June  17, 1972 
DURATION: 

1 day;  8 total  course  hours 


ENROLLMENT: 

Open 


CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025 

GENERAL  MEDICINE 

TITLE: 

General  Practice  Review  Course 
SPONSORS: 

UT  Medical  Branch  at  Galveston,  Divi- 
sion of  Family  Medicine  and  Department 
of  Postgraduate  Education 

LOCATION  OF  COURSE: 

Holiday  Inn,  Galveston 

DATE: 

January  30-February  5, 1972 
DURATION: 

5V2  days;  44  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$100 

CREDIT: 

AAFP,  44  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel,  programmed  instruc- 
tion, seminar,  television 

ENROLLMENT: 

Maximum  100 

CONTACT: 

Dr.  S.  R.  Lewis,  Director  of  Postgraduate 
Education,  UT  Medical  Branch,  Galves- 
ton 77550 

GENERAL  MEDICINE 

TITLE: 

Spring  Clinical  Conference 
SPONSORS 

Dallas  Southern  Clinical  Society 

LOCATION  OF  COURSE: 

Statler  Hilton  Hotel,  Dallas 

DATE: 

March  20-22,  1972 
DURATION: 

3 days;  19  total  course  hours 


TYPE  OF  COURSE: 

Continuous 

FEE: 

$30 

CREDIT: 

AAFP,  19  elective  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEAGHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  live  clinic,  open  question, 
panel,  patient  demonstration,  seminar 

ENROLLMENT: 

Open 

CONTACT: 

Robert  L.  Heath,  Associate  Executive  Of- 
ficer, Dallas  Southern  Clinical  Society, 
433  Medical  Arts  Bldg.,  Dallas  75201 

GENERAL  MEDICINE 

TITLE: 

Therapeutics  Seminars 
SPONSORS: 

UT  Medical  School  at  San  Antonio 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

January  6-December  21, 1972 
DURATION: 

18  days;  1 hour  instruction  per  day;  18 
total  course  hours  (presented  on  alter- 
nating Thursdays,  excluding  months  of 
June,  July  and  August) 

TYPE  OF  COURSE: 

Intermittent;  Circuit  (reaching  32  hos- 
pitals in  South  Texas  by  teleconference 
technique) 

FEE: 

None 

CREDIT: 

AAFP,  18  hours  (1  hour  per  seminar) 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  open  question,  panel, 
seminar,  telephone  or  radio 

ENROLLMENT: 

Open 


CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 

HEMATOLOGY 

TITLE: 

Hematology  for  the  Practicing  Physician 
SPONSORS: 

UT  Medical  School  at  San  Antonio 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

April  19-June  7,1972 
DURATION: 

8 days;  8 weeks;  2 hours  instruction  per 
day;  16  total  course  hours 

TYPE  OF  COURSE: 

Intermittent 

FEE: 

$50 

CREDIT: 

AAFP,  16  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, enrollee  performs  procedure, 
laboratory  work,  lecture,  open  question 

ENROLLMENT: 

Minimum  15;  maximum  30 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 

HOSPITAL  ACCREDITATION 

TITLE: 

Accreditation  Institute 
SPONSORS: 

Texas  Hospital  Association;  Texas  Medi- 
cal Association 

LOCATION  OF  COURSE: 

Adolphus  Hotel,  Dallas  (March  11-12); 
Marriott  Motor  Hotel,  Houston  (March 
25-26) 

DATE: 

March  11-12  and  March  25-26, 1972 


DURATION: 

2 days;  9 total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

To  be  announced 

CREDIT: 

9 hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Physicians,  hospital  administrators,  di- 
rectors of  nursing  service,  and  medical 
record  librarians 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel,  seminar 

ENROLLMENT: 

Open 

CONTACT: 

Gordon  L.  Wright,  Director,  Education 
& Public  Information,  Texas  Hospital 
Association,  6225  US  Highway  290  E., 
Austin  78765 

INTERNAL  MEDICINE 

TITLE: 

Continuous  Postgraduate  Course  in  In- 
ternal Medicine 

SPONSORS: 

Dallas  Internist  Club 

LOCATION  OF  COURSE: 

Banquet  Room,  B&B  Restaurant,  Dallas 

DATE: 

September  23, 1971-May  18, 1972 
DURATION: 

36  weeks;  36  total  course  hours 

TYPE  OF  COURSE: 

Intermittent 

FEE: 

$100 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Internists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  patient  demonstration 

ENROLLMENT: 

Minimum  30;  maximum  100 


CONTACT: 

Dr.  Robert  J.  Potts,  Education  Chairman, 
Dallas  Internist  Club,  9229  Vinewood 
Dr.,  Dallas  75228 

INTERNAL  MEDICINE 

TITLE: 

Current  Trends  in  Clinical  Pulmonary 
Physiology  and  Physiological  Therapy 

SPONSORS: 

UT  Southwestern  Medical  School  at 
Dallas;  Methodist  Hospital  of  Dallas 

LOCATION  OF  COURSE: 

Methodist  Hospital  of  Dallas 

DATE: 

September  1972-June  1973 
DURATION: 

5y2  days  per  week;  4 weeks;  8 hours 
instruction  per  day 

TYPE  OF  COURSE: 

Continuous;  Postgraduate  Traineeship 

FEE: 

$500 

CREDIT: 

Not  determined 

ORGANIZATION: 

Given  by  arrangement  with  applicant 

DESIGNED  FOR: 

Internists,  anesthesiologists,  and 
pediatricians 

TEACHING  METHODS: 

Audiovisual  materials,  bedside  rounds, 
clinical  conference,  enrollee  observes 
procedure,  enrollee  performs  procedure, 
laboratory  work 

ENROLLMENT: 

Maximum  3 

CONTACT: 

Dr.  William  F.  Miller,  Director  of  Pul- 
monary Section,  Methodist  Hospital  of 
Dallas,  PO  Box  5999,  Dallas  75222 

INTERNAL  MEDICINE 

TITLE: 

Physiologic  Basis  of  Clinical  Disease 
SPONSORS: 

American  College  of  Physicians;  UT 
Southwestern  Medical  School  at  Dallas 

LOCATION  OF  COURSE: 

Children's  Medical  Center,  Dallas 

DATE: 

March  6-9, 1972 


DURATION: 

4 days;  7 hours  instruction  per  day;  28 
total  course  hours 

TYPE  OF  COURSE: 

Continuous 

ORGANIZATION: 

Given  by  arrangement  with  applicant 
DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel,  seminar,  printed 
material 

ENROLLMENT: 

Minimum  100;  maximum  240 

CONTACT: 

Dr.  Donald  W.  Seldin,  Professor  of  In- 
ternal Medicine,  UT  Southwestern  Med 
cal  School  at  Dallas,  5323  Harry  Hines 
Blvd.,  Dallas  75235 

MALIGNANT  DISEASE 

TITLE: 

Clinical  Oncology 
SPONSORS: 

Baylor  College  of  Medicine,  Houston 

LOCATION  OF  COURSE: 

Baylor  College  of  Medicine,  Houston 

DATE: 

Not  determined 
DURATION: 

24  days;  12  weeks;  1 hour  instruction 
per  day;  24  total  course  hours 

TYPE  OF  COURSE: 

Intermittent 

FEE: 

None 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  open  question,  panel, 
seminar 

ENROLLMENT: 

Open 


CONTACT: 

Drs.  Montague  Lane  and  F.  E.  Smith,  De- 
partment of  Pharmacology,  Baylor  Col- 
lege of  Medicine,  Texas  Medical  Center, 
Houston  77025 

MALIGNANT  DISEASE 

TITLE: 

Continuing  Education  in  Cancer 
SPONSORS: 

American  Cancer  Society,  Texas  Divi- 
sion, District  One;  El  Paso  County  Medi- 
cal Society 

LOCATION  OF  COURSE: 

R.  E.  Thomason  General  Hospital,  El  Paso 

DATE: 

January-December,  1972 
DURATION: 

12  months;  1 hour  instruction  per 
month;  12  total  course  hours 

TYPE  OF  COURSE: 

Intermittent 

FEE: 

None 

CREDIT: 

AAFP,  12  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, enrollee  observes  procedure,  lec- 
ture, live  clinic,  open  question,  panel 

CONTACT: 

Dr.  Guillermo  A.  Pinzon,  805  N.  Piedras 
St.,  El  Paso  79903 

MALIGNANT  DISEASE 

TITLE: 

First  Annual  Southwest  Cancer  Confer- 
ence 

SPONSORS: 

American  Cancer  Society,  Texas  Divi- 
sion, District  One;  El  Paso  County  Medi- 
cal Society 

LOCATION  OF  COURSE: 

Sheraton — El  Paso  Motor  Inn,  El  Paso 

DATE: 

January  30, 1972 
DURATION: 

1 day;  8 total  course  hours 


TYPE  OF  COURSE: 

One-day  conference 

FEE: 

None 

CREDIT: 

AAFP,  8 hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, enrollee  observes  procedure,  lec- 
ture, live  clinic,  open  question,  panel, 
seminar 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  Guillermo  A.  Pinzon,  805  N.  Piedras 
St.,  El  Paso  79903 

MALIGNANT  DISEASE 

TITLE: 

Molecular  Studies  in  Viral  Neoplasia 
SPONSORS: 

UT  M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston;  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton, Division  of  Continuing  Education 

LOCATION  OF  COURSE: 

Shamrock  Hilton  Hotel,  Houston 

DATE: 

March  8-10, 1972 

DURATION: 

3 days 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$5 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel 

ENROLLMENT: 

Open 

CONTAGT: 

Mrs.  Jane  Brandenberger,  Information 
Goordinator's  Office,  UT  M.D.  Anderson 
Hospital  and  Tumor  institute  at  Houston, 
Texas  Medical  Center,  Houston  77025 


MALtGNANT  DISEASE 

TITLE: 

Neoplasia  of  Head  and  Neck 
SPONSORS: 

UT  M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston;  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton, Division  of  Continuing  Education 

LOCATION  OF  COURSE: 

Shamrock  Hilton  Hotel,  Houston 

DATE: 

November  1-3, 1972 
DURATION: 

2 days;  6 hours  instruction  per  day;  12 
total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

None 

CREDIT: 

AAFP 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  open  question,  panel 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  Alfred  G.  Knudson,  Jr.,  Associate 
Director,  Office  of  Education,  UT  M.D. 
Anderson  Hospital  and  Tumor  Institute 
at  Houston,  Texas  Medical  Center,  Hous- 
ton 77025 

NEUROLOGY 

TITLE: 

Neurology  for  the  Practicing  Physician 
SPONSORS: 

UT  Medical  School  at  San  Antonio 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

October  4-November  22, 1972  (present- 
ed on  consecutive  Wednesdays) 

DURATION: 

8 days;  8 weeks;  2 hours  instruction  per 
day;  16  total  course  hours 


TYPE  OF  COURSE: 

Intermittent 

FEE: 

$50 

CREDIT: 

AAFP,  16  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, enrollee  observes  procedure,  en- 
rollee  performs  procedure,  lecture,  live 
clinic,  open  question,  patient  demon- 
stration 

ENROLLMENT: 

Minimum  15;  maximum  30 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 

NEUROLOGY 

TITLE: 

Second  Annual  Conference  in  Practical 
Neurology 

SPONSORS: 

Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Founda- 
tion, Temple 

LOCATION  OF  COURSE: 

Scott  and  White  Memorial  Hospital, 
Temple 

DATE: 

April  or  May,  1972 

DURATION: 

1 or  2 days 

TYPE  OF  COURSE: 

Continuous 

FEE: 

Not  determined 

CREDIT: 

Not  Determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Lecture,  seminar 


CONTACT: 

Dr.  N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501 

NEUROLOGY  and 
NEUROSURGERY 

TITLE: 

Practical  Management  of  Prevalent  Neu- 
rological and  Neurosurgical  Problems 

SPONSORS: 

UT  Medical  Branch,  Postgraduate  Divi- 
sion and  Divisions  of  Neurology  and 
Neurosurgery 

LOCATION  OF  COURSE: 

Holiday  Inn,  Galveston 

DATE: 

March  11-12,1972 
DURATION: 

IV2  days;  10  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$40 

CREDIT: 

AAFP,  10  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  television 

ENROLLMENT: 

Maximum  50 

CONTACT: 

Dr.  S.  R.  Lewis,  Director  of  Postgraduate 
Education,  UT  Medical  Branch,  Galves- 
ton 77550 

NUCLEAR  MEDICINE 

TITLE: 

Nuclear  Medicine — Its  Use  in  Defining 
Disease 

SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Contin- 
uing Education;  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston 

LOCATION  OF  COURSE: 

UT  M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston 


DATE: 

April  7-June  16, 1972 
DURATION: 

10  weeks;  1 day  per  week;  40  total 
course  hours 

TYPE  OF  COURSE: 

Intermittent 

FEE: 

$100 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHNG  METHODS: 

Clinical  conference,  enrollee  observes 
procedure,  enrollee  performs  procedure, 
lecture,  live  clinic,  open  question 

ENROLLMENT: 

Minimum  5;  maximum  15 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025 

NUCLEAR  MEDICINE 

TITLE: 

Nuclear  Medicine — Its  Use  in  Defining 
Disease 

SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education;  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston 

LOCATION  OF  COURSE: 

UT  M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston 

DATE: 

July  24-28, 1972 
DURATION: 

5 days;  1 week;  8 hours  instruction 
per  day;  40  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$100 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 


TEACHNC  METHODS: 

Clinical  conference,  enrollee  observes 
procedure,  enrollee  performs  procedure, 
lecture,  live  clinic,  open  question 

ENROLLMENT: 

Minimum  5;  maximum  15 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025 

NUCLEAR  MEDICINE 

TITLE: 

Third  Symposium  on  Clinical  Nuclear 
Medicine 

SPONSORS: 

Southwestern  Nuclear  Medicine  Con- 
sultants 

LOCATION  OF  COURSE: 

Sheraton-EI  Paso  Motor  Inn,  El  Paso 

DATE: 

May  1972 

DURATION: 

2 days;  8 hours  instruction  per  day;  16 
total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$15 

CREDIT: 

AAFP,  10  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel,  seminar 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  W.  J.  Strader,  Program  Chairman, 
Southwestern  Nuclear  Medicine  Con- 
sultants, 2101  N.  Oregon,  El  Paso  79902 

OBSTETRICS  & GYNECOLOGY 

TITLE: 

Current  Concepts — Ovarian  Carcinoma 
SPONSORS: 

UT  Medical  School  at  San  Antonio 


LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

June  10, 1972 
DURATION: 

1 day;  SVi  total  course  hours 

TYPE  OF  COURSE: 

One-day  seminar 

FEE: 

None 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel,  seminar 

ENROLLMENT: 

Maximum  100 

CONTACT: 

Dr.  Paul  C.  Weinberg,  Associate  Profes- 
sor, Department  of  Obstetrics-Gynecol- 
ogy, UT  Medical  School  at  San  Antonio, 
7703  Floyd  Curl  Dr.,  San  Antonio  78229 

OBSTETRICS  & GYNECOLOGY 

TITLE: 

Diseases  of  the  Vulva  and  Vagina 
SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education;  Baylor  College  of 
Medicine,  Department  of  Obstetrics  and 
Gynecology 

LOCATION  OF  COURSE: 

Houston 

DATE: 

October  25-27, 1972 

DURATION: 

3 days 

TYPE  OF  COURSE: 

Continuous 

FEE: 

Not  determined 

CREDIT: 

AAFP 

ORGANIZATION: 

Regularly  scheduled 


DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025 

OBSTETRICS  & GYNECOLOGY 

TITLE: 

Dr.  Bunkley  Lecture  in  Obstetrics-Gyne- 
cology 

SPONSORS: 

Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Founda- 
tion, Temple 

LOCATION  OF  COURSE: 

Scott  and  White  Memorial  Hospital, 
Temple 

DATE: 

November  1-2, 1972 
DURATION: 

2 days;  4 or  5 total  course  hours 

TYPE  OF  COURSE: 

Two-day  lecture 

FEE: 

None 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Bedside  rounds,  lecture,  open  question 

ENROLLMENT: 

Maximum  150 

CONTACT: 

Dr.  N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501 

OBSTETRICS  & GYNECOLOGY 

TITLE: 

Fetal  Monitoring 
SPONSORS: 

Baylor  College  of  Medicine,  Houston 


LOCATION  OF  COURSE: 

Houston 

DATE: 

March  17-18,1972 

DURATION: 

2 days 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$20 

ORGANIZATION: 

Regularly  Scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  A.  Werch,  Assistant  Professor  of 
Obstetrics  and  Gynecology,  Baylor  Col- 
lege of  Medicine,  Texas  Medical  Center, 
Houston  77025 

OBSTETRICS  & GYNECOLOGY 

TITLE: 

Spring  Clinical  Conference 
SPONSORS: 

Dallas  Southern  Clinical  Society 

LOCATION  OF  COURSE: 

Statler  Hilton  Hotel,  Dallas 

DATE: 

March  20-22,1972 
DURATION: 

3 days;  19  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$30 

CREDIT: 

AAFP,  19  elective  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  live  clinic,  open  question, 
panel,  patient  demonstration,  seminar 

ENROLLMENT: 

Open 


CONTACT: 

Robert  L.  Heath,  Associate  Executive  Of- 
ficer, Dallas  Southern  Clinical  Society, 

433  Medical  Arts  Bldg.,  Dallas  75201 

ORTHOPEDIC  SURGERY 

TITLE: 

Annual  Spring  Conference — Hand  Sur- 
gery 

SPONSORS: 

Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Founda- 
tion, Temple 

LOCATION  OF  COURSE: 

Scott  and  White  Memorial  Hospital, 
Temple 

DATE: 

February  24-26, 1972 
DURATION: 

2 days;  14  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

Not  determined 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Lecture,  seminar 

ENROLLMENT: 

Maximum  150 

CONTACT: 

Dr.  N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501 

ORTHOPEDIC  SURGERY 

TITLE: 

Prevention  and  Recognition  of  Athletic 
Injuries 

SPONSORS: 

UT  Medical  School  at  San  Antonio,  Divi- 
sion of  Orthopaedics;  UT  at  Austin, 
Student  Health  Services 

LOCATION  OF  COURSE: 

joe  C.  Thompson  Conference  Center, 

Austin 


DATE: 

April  22-23, 1972 
DURATION: 

IV2  days;  12  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$50 

CREDIT: 

AAFP,  12  hours 

ORGANIZATION: 

Given  by  arrangement  with  applicant 
DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel 

ENROLLMENT: 

Minimum  50;  maximum  75 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 


ORTHOPEDIC  SURGERY 

TITLE: 

Prevention  and  Recognition  of  Athletic 
Injuries 

SPONSORS: 

UT  Medical  School  at  San  Antonio,  Di- 
vision of  Orthopaedics;  UT  at  Austin, 
Student  Health  Services 

LOCATION  OF  COURSE: 

La  Posada  Hotel,  Laredo 

DATE: 

October  7-8, 1972 
DURATION: 

iVz  days;  12  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$50 

CREDIT: 

AAFP,  12  hours 

ORGANIZATION: 

Given  by  arrangement  with  applicant 

DESIGNED  FOR:  . 

General  practitioners  and  specialists 


TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel 

ENROLLMENT: 

Minimum  50;  maximum  75 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 

ORTHOPEDIC  SURGERY 

TITLE: 

Symposium  on  the  Hand 
SPONSORS: 

American  Academy  of  Orthopaedic  Sur- 
geons; UT  Medical  School  at  San  An- 
tonio; American  Society  for  Surgery  of 
the  Hand 

LOCATION  OF  COURSE: 

San  Antonio  Convention  Center 

DATE: 

September  13-16, 1972 

DURATION: 

3V2  days 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$150 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Orthopedic  surgeons,  general  surgeons, 
and  plastic  surgeons 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel,  television 

ENROLLMENT: 

Minimum  200;  maximum  300 

CONTACT: 

Dr.  David  P.  Green,  Chief,  Hand  Surgery 
Service,  UT  Medical  School  at  San  An- 
tonio, 7703  Floyd  Curl  Dr.,  San  Antonio, 
78229 

ORTHOPEDIC  SURGERY 

TITLE: 

The  Recognition  and  Management  of 
Common  Non-Traumatic  Orthopaedic 
Problems  in  Children 

SPONSORS: 

UT  Medical  School  at  San  Antonio, 
Division  of  Orthopaedics 


LOCATION  OF  COURSE: 

Hilton  Palacio  del  Rio,  San  Antonio 

DATE: 

May  20-21, 1972 
DURATION: 

2 days;  4 hours  instruction  per  day;  8 
total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$50 

CREDIT: 

AAFP,  8 hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel 

ENROLLMENT: 

Minimum  20;  maximum  100 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 

PATHOLOGY 

TITLE: 

Albert  Compton  Broders  Lecture  in 
Pathology 

SPONSORS: 

Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Founda- 
tion, Temple 

LOCATION  OF  COURSE: 

Scott  and  White  Memorial  Hospital 

DATE: 

Not  determined 

DURATION: 

1 day;  1 hour  instruction 

TYPE  OF  COURSE: 

One-hour  lecture 

FEE: 

None 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 


DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Lecture 

ENROLLMENT: 

Maximum  150 

CONTACT: 

Dr.  N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501 

PEDIATRICS 

TITLE: 

General  Pediatrics 
SPONSORS: 

UT  Medical  School  at  San  Antonio; 
American  Academy  of  Pediatrics 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

September  14-16, 1972 
DURATION: 

2V2  days;  8 hours  instruction  per  day; 
20  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$75  for  members  of  AAP;  $105  for  non- 
members 

CREDIT: 

None 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Pediatricians 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  open  question,  panel,  pa- 
tient demonstration 

ENROLLMENT: 

Minimum  100;  maximum  125 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 


PEDIATRICS 

TITLE: 

Management  of  Hematologic  Disorders 
of  Infancy  and  Childhood 

SPONSORS: 

Children's  Medical  Center,  Dallas;  UT 
Southwestern  Medical  School  at  Dallas, 
Department  of  Pediatrics 

LOCATION  OF  COURSE: 

Children's  Medical  Center,  Dallas 

DATE: 

June  9-10, 1972 
DURATION: 

1 V2  days;  10  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$15 

CREDIT: 

AAFP 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  Kenneth  C.  Haltalin,  Department  of 
Pediatrics,  UT  Southwestern  Medical 
School  at  Dallas,  5323  Harry  Hines 
Blvd.,  Dallas  75235 

PEDIATRICS 

TITLE: 

Postgraduate  Pediatrics 
SPONSORS: 

UT  Medical  School  at  San  Antonio; 
Santa  Rosa  Children's  Hospital,  San 
Antonio 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio  and 
Santa  Rosa  Children's  Hospital 

DATE: 

April  15-16, 1972 
DURATION: 

iy2  days;  8 hours  instruction  per  day; 
12  total  course  hours 


TYPE  OF  COURSE: 

Continuous 

FEE: 

None 

CREDIT: 

AAFP,  12  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  open  question 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 

PEDIATRICS 

TITLE: 

Postgraduate  Pediatric  Conference 
SPONSORS: 

Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Founda- 
tion, Temple 

LOCATION  OF  COURSE: 

Scott  and  White  Memorial  Hospital, 
Temple 

DATE: 

May,  1972 

DURATION: 

1 day 

TYPE  OF  COURSE: 

One-day  lecture 

FEE: 

Not  determined 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHNG  METHODS: 

Lecture 

ENROLLMENT: 

Maximum  150 


CONTACT: 

Dr.  N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501 

PEDIATRICS 

TITLE: 

21st  Annual  Pediatric  Postgraduate  Pro- 
gram 

SPONSORS: 

UT  Medical  Branch  at  Galveston;  Pedi- 
atric Alumni  Foundation,  Inc.,  Galveston 

LOCATION  OF  COURSE: 

UT  Medical  Branch,  Galveston 

DATE: 

March  16-17,1972 
DURATION: 

2 days;  6 hours  instruction  per  day;  12 
total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$75 

CREDIT: 

AAFP,  12  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  open  question,  panel 

ENROLLMENT: 

Open 

CONTACT: 

Dr.  Lillian  Lockhart,  Department  of  Pedi- 
atrics, UT  Medical  Branch,  Galveston 
77550 

PSYCHIATRY 

TITLE: 

Helen  Scott  Saulsbury  Lecture  in 
Psychiatry 

SPONSORS: 

Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Founda- 
tion, Temple 

LOCATION  OF  COURSE: 

Scott  and  White  Memorial  Hospital, 
Temple 

DATE: 

December,  1972 


DURATION; 

1 day;  1 or  2 total  course  hours 

TYPE  OF  COURSE: 

One-day  lecture 

FEE: 

None 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Lecture 

ENROLLMENT: 

Maximum  150 

CONTACT: 

Dr.  N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501 

PSYCHIATRY 

TITLE: 

9th  Annual  Psychiatric  Institute 
SPONSORS: 

Brooke  General  Hospital,  Fort  Sam 
Houston 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

October  6, 1972 
DURATION: 

1 day;  6 total  course  hours 

TYPE  OF  COURSE: 

One-day  institute 

FEE: 

None 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  lecture,  panel 

ENROLLMENT: 

Maximum  600 

CONTACT: 

Chief,  Department  of  P&N,  Brooke 
General  Hospital,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston  78234 


PSYCHIATRY 

TITLE: 

Psychiatry  in  the  General  Practice  of 
Medicine 

SPONSORS: 

UT  Medical  School  at  San  Antonio 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

March  1-May  17, 1972  (presented  on 
consecutive  Wednesdays) 

DURATION: 

12  days;  12  weeks;  2 Vi  hours  instruc- 
tion per  day;  30  total  course  hours 

TYPE  OF  COURSE: 

Intermittent 

FEE: 

$75 

CREDIT; 

AAFP,  30  hours 

ORGANIZATION; 

Regularly  scheduled 

DESIGNED  FOR; 

General  practitioner  and  part  time 
specialist 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, enrollee  observes  procedure,  lec- 
ture, live  clinic,  patient  demonstration, 
seminar,  television 

ENROLLMENT: 

Minimum  8;  maximum  10 

CONTACT: 

Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229 

PSYCHIATRY 

TITLE: 

Psychiatry  in  Medical  Practice — Part  II 
SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education 

LOCATION  OF  COURSE: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston 

DATE: 

January  27-April  27, 1972 
DURATION; 

14  days;  14  weeks;  2 hours  instruction 
per  day;  28  total  course  hours 


TYPE  OF  COURSE; 

Intermittent 

FEE: 

$60 

CREDIT: 

AAFP,  28  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS; 

Lecture,  open  question 

ENROLLMENT; 

Minimum  5;  maximum  10 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025 

RADIOLOGY 

TITLE: 

Instructional  Courses 
SPONSORS: 

Houston  Radiological  Society;  Texas 
Radiological  Society 

LOCATION  OF  COURSE: 

Marriott  Motor  Hotel,  Houston 

DATE; 

March  23,  1972 
DURATION: 

1 day;  2 total  course  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Radiologists 

TEACHING  METHODS; 

Audiovisual  materials 

CONTAGT: 

Dr.  James  M.  Keegan,  822  Old  Lake, 
Houston  77027 


RADIOLOGY  AND 
RADIOISOTOPES 

TITLE: 

External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Applications 

SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education;  LJT  M.D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston 


LOCATION  OF  COURSE: 

UT  M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston 

DATE: 

January  3-14  and  July  3-14, 1972 
DURATION: 

10  days;  2 weeks;  8 hours  instruction 
per  day;  80  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$200 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Physicists,  dosimetrists,  and  radio- 
therapists 

TEACHING  METHODS: 

Enrollee  observes  procedure,  enrollee 
performs  procedure,  lecture,  open  ques- 
tion 

ENROLLMENT: 

Minimum  10;  maximum  18 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025 

RADIOLOGY  AND 
RADIOISOTOPES 

TITLE: 

External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Computer  Methods 

SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education;  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston 

LOCATION  OF  COURSE: 

UT  M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston 

DATE: 

January  17-21, 1972  and  July  17-21, 1972 
DURATION: 

5 days;  1 week;  8 hours  instruction  per 
day;  40  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$200 


CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Physicists  and  radiotherapists 

TEACHING  METHODS: 

Enrollee  observes  procedure,  enrollee 
performs  procedure,  lecture,  open  ques- 
tion 

ENROLLMENT: 

Minimum  4;  maximum  8 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of 
Continuing  Education,  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton, PO  Box  20367,  Houston  77025 

RADIOLOGY  AND 
RADIOISOTOPES 

TITLE: 

External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Principles 

SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education;  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston 

LOCATION  OF  COURSE: 

UT  M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston 

DATE: 

January  24-February  4, 1972 
DURATION: 

10  days;  2 weeks;  8 hours  instruction 
per  day;  80  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$200 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Physicists  and  radiotherapists 

TEACHING  METHODS: 

Enrollee  observes  procedure,  enrollee 
performs  procedure,  lecture,  open  ques- 
tion 

ENROLLMENT: 

Minimum  10;  maximum  25 


CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025 

RADIOLOGY  AND 
RADIOISOTOPES 

TITLE: 

High  Energy  Electron,  X-Ray  and  Neutron 
Dosimetry 

SPONSORS: 

UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education;  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute  at  Hous- 
ton 

LOCATION  OF  COURSE: 

UT  M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston 

DATE: 

February  7-18, 1972 
DURATION: 

10  days;  2 weeks;  8 hours  instruction 
per  day;  80  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$200 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Medical  physicists 

TEACHING  METHODS: 

Enrollee  observes  procedure,  enrollee 
performs  procedure,  lecture,  open  ques- 
tion 

ENROLLMENT: 

Minimum  10;  maximum  18 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025 

SURGERY 

TITLE: 

George  Valter  Brindley  Lecture  in  Sur- 
gery 

SPONSORS: 

Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Founda- 
tion, Temple 


LOCATION  OF  COURSE: 

Scott  and  White  Memorial  Hospital, 
Temple 

DATE: 

September  12, 1972 
DURATION: 

1 day;  1 hour  instruction 

TYPE  OF  COURSE: 

One-hour  lecture 

FEE: 

None 

CREDIT: 

Not  determined 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Lecture 

ENROLLMENT: 

Maximum  150 

CONTACT: 

Dr.  N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501 

SURGERY 

TITLE: 

Spring  Clinical  Conference 
SPONSORS: 

Dallas  Southern  Clinical  Society 

LOCATION  OF  COURSE: 

Statler  Hilton  Hotel,  Dallas 

DATE: 

March  20-22,1972 
DURATION: 

3 days;  19  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$30 

CREDIT: 

AAFP,  19  elective  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

General  practitioners  and  specialists 

TEACHING  METHODS: 

Audiovisual  materials,  clinical  confer- 
ence, lecture,  live  clinic,  open  question, 
panel,  patient  demonstration,  seminar 


ENROLLMENT: 

Open 

CONTACT: 

Robert  L.  Heath,  Associate  Executive  Of- 
ficer, Dallas  Southern  Clinical  Society, 
433  Medical  Arts  Bldg.,  Dallas  75201 

SURGERY 

TITLE: 

Surgical  and  Orthopaedic  Aspects  of 
Trauma 

SPONSORS: 

Brooke  General  Hospital,  Fort  Sam 
Houston,  UT  Medical  School  at  San  An- 
tonio 

LOCATION  OF  COURSE: 

UT  Medical  School  at  San  Antonio 

DATE: 

March  6-10, 1972 
DURATION: 

4y2  days;  7 hours  instruction  per  day; 

32  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

None 

CREDIT: 

AAFP 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Physicians  in  management  of  trauma 

TEAGHING  METHODS: 

Audiovisual  materials,  lecture,  open 
question,  panel 

ENROLLMENT: 

Maximum  175 

CONTACT: 

Chief,  Department  of  Surgery,  Brooke 
General  Hospital,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston  78234 

SURGERY 

TITLE: 

Workshop  in  Advanced  Rhinoplasty 
SPONSORS: 

American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc.;  Baylor 
College  of  Medicine,  Houston 

LOCATION  OF  COURSE: 

Houston 

DATE: 

February  27-March  3, 1972 


DURATION: 

5 days;  50  total  course  hours 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$500 

CREDIT: 

AAFP,  50  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Plastic  surgeons  and  otolaryngologists 

TEACHING  METHODS: 

Audiovisual  materials,  laboratory  work, 
lecture,  panel,  television,  anatomical 
section 

ENROLLMENT: 

Maximum  60 

CONTACT: 

Dr.  William  K.  Wright,  Suite  508,  Her- 
mann Prof.  Bldg.,  Houston  77025 

CALENDAR  INDEX 
OF  COURSES 

JANUARY 

General  Medicine 

General  Practice  Review  Course,  Gal- 
veston, January  30-February  5 

Therapeutics  Seminars,  San  Antonio, 
January  6-December  21 

Internal  Medicine 

Continuous  Postgraduate  Course  in  In- 
ternal Medicine,  Dallas,  January  1-May 
18 

Malignant  Disease 

Continuing  Education  in  Cancer,  El 
Paso,  January-December 

First  Annual  Southwest  Cancer  Confer- 
ence, El  Paso,  January  30 

Psychiatry 

Psychiatry  in  Medical  Practice — Part  II, 
Houston,  January  27-April  27 

Radiology  and  Radioisotopes: 

External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Applications,  Hous- 
ton, January  3-14 

External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Computer  Meth- 
ods, Houston,  January  17-21 


External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Principles,  Hous- 
ton, January  24-February  4 

FEBRUARY 

Anesthesiology 

Postgraduate  Course  in  Anesthesiology, 
Galveston,  February  14-18 

Cardiovascular  Disease 

A Modern  Look  at  Coronary  Artery  Dis- 
ease, Lubbock,  February  5 

Gastroenterology 

Gastroenterology,  Houston,  February 

I- 24 

Orthopedic  Surgery 

Annual  Spring  Conference — Hand  Sur- 
gery, Temple,  February  24-26 

Radiology  and  Radioisotopes 

High  Energy  Electron,  X-Ray  and  Neu- 
tron Dosimetry,  Houston,  February  7-18 

Surgery 

Workshop  in  Advanced  Rhinoplasty, 
Houston,  February  27-March  3 

MARCH 

General  Medicine 

Spring  Clinical  Conference,  Dallas, 
March  20-22 

Hospital  Accreditation 

Accreditation  Institute,  Dallas,  March 

II- 12;  Houston,  March  25-26 

Internal  Medicine 

Physiologic  Basis  of  Clinical  Disease, 
Dallas,  March  6-9 

Malignant  Disease 

Molecular  Studies  in  Viral  Neoplasia, 
Houston,  March  8-10 

Neurology  and  Neurosurgery 

Practical  Management  of  Prevalent  Neu- 
rological and  Neurosurgical  Problems, 
Galveston,  March  11-12 

Obstetrics  & Gynecology 

Fetal  Monitoring,  Houston,  March  17-18 

Spring  Clinical  Conference,  Dallas, 
March  20-22 


Pediatrics 

21st  Annual  Pediatric  Postgraduate  Pro- 
gram, Galveston,  March  16-17 

Psychiatry 

Psychiatry  in  the  General  Practice  of 
Medicine,  San  Antonio,  March  1-May  17 

Radiology 

Instructional  Gourses,  Houston,  March 
23 

Surgery 

Spring  Clinical  Conference,  Dallas, 

March  20-22 

Surgical  and  Orthopaedic  Aspects  of 
Trauma,  San  Antonio,  March  6-10 

APRIL 

Cardiovascular  Disease 

Cardiology  for  the  Internist,  Houston, 
April  5-7 

Hematology 

Hematology  for  the  Practicing  Physician, 
San  Antonio,  April  19-June  7 

Neurology 

Second  Annual  Conference  in  Practical 
Neurology,  Temple,  April  or  May 

Orthopedic  Surgery 

Prevention  and  Recognition  of  Athletic 
Injuries,  Austin,  April  22-23 

Pediatrics 

Postgraduate  Pediatrics,  San  Antonio, 
April  15-16 

Nuclear  Medicine 

Nuclear  Medicine — Its  Use  in  Defining 
Disease,  Houston,  April  7-june  16 

MAY 

Nuclear  Medicine 

Third  Symposium  on  Clinical  Nuclear 
Medicine,  El  Paso,  May 

Orthopedic  Surgery 

The  Recognition  and  Management  of 
Common  Non-Traumatic  Orthopaedic 
Problems  in  Children,  San  Antonio,  May 
20-21 

Pediatrics 

Postgraduate  Pediatric  Conference,  Tem- 
ple, May 


JUNE 

Cardiovascular  Disease 

Scientific  Sessions,  Galveston,  June  17 

Obstetrics  & Gynecology 

Gurrent  Goncepts — Ovarian  Carcinoma, 
San  Antonio,  June  10 

Pediatrics 

Management  of  Hematologic  Disorders 
of  Infancy  and  Childhood,  Dallas,  June 
9-10 

JULY 

Radiology  and  Radioisotopes 

External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Applications, 
Houston,  July  13-14 

External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Computer  Meth- 
ods, Houston,  July  17-21 

Nuclear  Medicine 

Nuclear  Medicine — Its  Use  in  Defining 
Disease,  Houston,  July  24-28 

SEPTEMBER 

Cardiovascular  Disease 

Overview  of  Coronary  Heart  Disease, 
1972  and  An  Agonizing  Reappraisal  of 
the  Therapeutic  Advances  of  the  Last 
Twenty  Years  in  Cardiology,  Houston, 
September  21-23 

Internal  Medicine 

Current  Trends  in  Clinical  Pulmonary 
Physiology  and  Physiological  Therapy, 
Dallas,  September  1972-June  1973 

Orthopedic  Surgery 

Symposium  on  the  Hand,  San  Antonio, 
September  13-16 

Pediatrics 

General  Pediatrics,  San  Antonio,  Sep- 
tember 14-16 

Surgery 

George  Valter  Brindley  Lecture  in  Sur- 
gery, Temple,  September  12 

OCTOBER 

Cardiovascular  Disease 

Fundamentals  in  Cardiac  Auscultation, 
Corpus  Christi,  October  21-22 


Fundamentals  in  Electrocardiography, 
San  Antonio,  October  4-December  6 

Neurology 

Neurology  for  the  Practicing  Physician, 
San  Antonio,  October  4-November  22 

Obstetrics  & Gynecology 

Diseases  of  the  Vulva  and  Vagina,  Hous- 
ton, October  25-27 

Orthopedic  Surgery 

Prevention  and  Recognition  of  Athletic 
Injuries,  Laredo,  October  7-8 

Psychiatry 

9th  Annual  Psychiatric  Institute,  San 
Antonio,  October  6 

NOVEMBER 

Malignant  Disease 

Neoplasia  of  Head  and  Neck,  Houston, 
November  1-3 

Obstetrics  & Gynecology 

Dr.  Bunkley  Lecture  in  Obstetrics-Gyne- 
cology, Temple,  November  1-2 

DECEMBER 

Psychiatry 

Helen  Scott  Saulsbury  Lecture  in  Psy- 
chiatry, Temple,  December 

1972  MEDICAL  MEETINGS 
IN  TEXAS 

AMERICAN  ACADEMY  OF 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  September 
25-29, 1972.  Dr.  C.  M.  Kos,  15  Second 
St.,  SW,  Rochester,  Minn.  55901,  Exec. 
Sec.-Treas. 

AMERICAN  ACADEMY  OF  PEDIATRICS, 
TEXAS  CHAPTER,  San  Antonio,  May  13, 
1972.  Dr.  William  S.  Conkling,  500  E. 
Washington,  Navasota  77868,  Sec. 

AMERICAN  ACADEMY  OF 
PSYCHOANALYSIS,  Dallas,  April  28-30, 
1972.  Charlotte  Bruskin,  40  Cramercy 
Park  N.,  New  York  10010,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF 
ANATOMISTS,  Dallas,  April  3-6,  1972. 

Dr.  Russell  T.  Woodburne,  University  of 
Michigan  Medical  School,  Ann  Arbor 
48104,  Sec.-Treas. 


AMERICAN  COLLEGE  OF  ALLERGISTS, 
Dallas,  March  4-9, 1972.  Dr.  John  D. 
Cillaspie,  2141  14th  St.,  Boulder,  Colo. 
80302,  Exec.  Sec.-Treas. 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS,  TEXAS  CHAPTER,  San 
Antonio,  May  13, 1972.  Dr.  Byron  N. 
Dooley,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229,  Prog.  Chrmn. 

AMERICAN  COLLEGE  OF  EMERGENCY 
PHYSICIANS,  TEXAS  CHAPTER,  San 
Antonio,  May  11,  1972.  Dr.  N.  Peter 
Plechas,  PO  Box  8196,  Corpus  Christi 
78412,  Prog.  Chrmn. 

AMERICAN  COLLEGE  OF  SURGEONS, 
NORTH  TEXAS  CHAPTER,  Dallas,  May 
20, 1972.  Dr.  Ronald  F.  Garvey,  6011 
Harry  Hines  Blvd.,  Dallas  75235,  Sec. 

AMERICAN  GASTROENTEROLOGICAL 
ASSOCIATION,  Dallas,  May  21-27, 1972. 
Dr.  N.  C.  Hightower,  Scott  and  White 
Clinic,  Temple  76501,  Pres. 

AMERICAN  HEART  ASSOCIATION, 
TEXAS  AFFILIATE,  INC.,  San  Antonio, 
May  11, 1972.  Dale  R.  Stringfellow,  PO 
Box  9928,  Austin  78757,  Dir.  of  Prog. 

AMERICAN  MEDICAL  WRITERS 
ASSOCIATION,  SOUTHWESTERN 
CHAPTER,  San  Antonio,  May  14, 1972. 

Dr.  E.  Clinton  Texter,  jr.,  Scott  and  White 
Clinic,  Temple  76501,  Pres. 

AMERICAN  PSYCHIATRIC 
ASSOCIATION,  Dallas,  May  1-5, 1972. 

Dr.  Walter  E.  Barton,  1700  18th  St.,  NW, 
Washington,  DC  20009,  Med.  Dir. 

AMERICAN  PSYCHIATRIC 
ASSOCIATION,  TEXAS  DISTRICT 
BRANCH,  San  Antonio,  May  13, 1972 
(business  meeting).  Dr.  Wade  H.  Lewis, 
5115  Medical  Dr.,  San  Antonio  78229, 
Prog.  Chrmn. 

AMERICAN  SOCIETY  OF  CLINICAL 
HYPNOSIS,  Dallas,  February  11-13, 1971. 
F.  D.  Nowlin,  800  Washington  Ave.,  SE, 
Minneapolis  55414,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  CLINICAL 
PHARMACOLOGY  AND  THERAPEUTICS, 
Houston,  March  9-10, 1972.  Dr.  Richard 
T.  Smith,  1718  Gallagher  Rd., 

Norristown,  Pa.  19401,  Sec. 

ASSOCIATION  OF  AMERICAN 
PHYSICIANS  AND  SURGEONS,  INC,  Ft. 
Worth,  October  1972.  Frank  K.  Woolley, 
2111  Enco  Dr.,  Oak  Brook,  III.  60521, 

Exec.  Dir. 


CONFERENCE  OF  CITY  AND  COUNTY 
HEALTH  OFFICERS,  San  Antonio,  May 
12, 1972.  Dr.  J.  E.  Peavy,  Texas  State 
Dept,  of  Health,  1100  W.  49th  St.,  Austin 
78756,  Chrmn. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY, 
Dallas,  March  20-22, 1972.  Robert  L. 
Heath,  433  Medical  Arts  Bldg.,  Dallas 
75201,  Assoc.  Exec.  Officer. 

EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  OF  TEXAS,  Ft. 
Worth,  October  1972.  W.  E.  Russell,  4429 
N.  Central  Expressway,  Dallas  75205, 
Exec.  Dir. 

FLYING  PHYSICIANS  ASSOCIATION, 
TEXAS  CHAPTER,  San  Antonio,  May  11, 
1972.  Dr.  James  R.  Old,  3130  Stagg  Dr., 
Beaumont  77701,  Prog.  Chrmn. 

HOUSTON  NEUROLOGICAL  SOCIETY, 
Houston,  March  9-11, 1972.  Dr.  William 
S.  Fields,  6301  Almeda  Rd.,  Houston 
77021 

INTERNATIONAL  COLLEGE  OF 
SURGEONS,  TEXAS  STATE  SURGICAL 
DIVISION,  San  Antonio,  May  11, 1972. 

Dr.  Lewis  M.  Heifer,  208  Medical  Prof. 
Bldg.,  San  Antonio  78212,  Prog.  Chrmn. 

INTERNATIONAL  MEDICAL  ASSEMBLY 
OF  SOUTHWEST  TEXAS,  San  Antonio, 
February  17-18, 1972.  S.  E.  Cockrell, 

Jr.,  202  W.  French  PL,  San  Antonio 
78212,  Exec.  Dir. 

SOUTH  CENTRAL  ASSOCIATION  OF 
BLOOD  BANKS,  Dallas,  April  12-14, 

1972.  Elsie  Howard,  2109  Commerce  St., 
Dallas  75201,  Exec.  Sec. 

TEXAS  ACADEMY  OF  FAMILY 
PHYSICIANS,  Galveston,  October  15-19, 
1972;  San  Antonio,  May  11,  1972 
(seminar).  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

TEXAS  ACADEMY  OF  INTERNAL 
MEDICINE,  Dallas,  December  7-8, 1972. 
Dr.  O.  Roger  Hollan,  703  Nix  Prof.  Bldg., 
San  Antonio  78205,  Sec. 

TEXAS  AIR-MEDICS  ASSOCIATION,  San 
Antonio,  May  11, 1972.  Dr.  C.  F.  Miller, 
Box  1338,  Waco  76703,  Prog.  Chrmn. 

TEXAS  ASSOCIATION  OF 
OBSTETRICIANS  AND 
GYNECOLOGISTS,  Ft.  Worth,  March 
10-11,  1972.  Dr.  Dennis  M.  Voulgaris, 

1801  N.  Lamar  Blvd.,  Austin  78701,  Sec. 


TEXAS  ASSOCIATION  OF  PHYSICIANS 
IN  NUCLEAR  MEDICINE,  San  Antonio, 
May  13, 1972.  Dr.  Richard  E.  Collier,  712 
N.  Washington,  Dallas  75246,  Prog. 
Chrmn. 

TEXAS  ASSOCIATION  OF  PUBLIC 
HEALTH  PHYSICIANS,  San  Antonio,  May 
11, 1972.  Dr.  Philip  W.  Mallory,  Texas 
State  Dept,  of  Health,  1100  W.  49th  St., 
Austin  78756,  Sec. 

TEXAS  COMMISSION  ON 
ALCOHOLISM,  San  Antonio,  May  11, 
1972.  C.  W.  Coffey,  809  Sann  Houston 
State  Office  Bldg.,  Austin  78701,  Rep. 

TEXAS  DENTAL  ASSOCIATION,  San 
Antonio,  April  30-May  3, 1972.  Bill 
Howard,  3707  Gaston  Ave.,  Dallas  75246, 
Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY, 

San  Antonio,  May  13, 1972.  Dr.  Dari  E. 
Vander  Ploeg,  PO  Box  1659,  San  Antonio 
78206,  Prog.  Chrmn. 

TEXAS  DIABETES  ASSOCIATION,  San 
Antonio,  May  14, 1972.  Dr.  Harold  L. 
Dobson,  Hermann  Hospital,  Houston 
77025,  Prog.  Chrmn. 

TEXAS  INDUSTRIAL  MEDICAL 
ASSOCIATION,  San  Antonio,  May  12, 
1972.  Dr.  C.  Hunter  Montgomery,  PO 
Box  2180,  Houston  77027,  Prog.  Chrmn. 

TEXAS  MEDICAL  ASSOCIATION,  San 
Antonio,  May  11-14,  1972;  Austin,  Sep- 
tember 23-24,  1972.  C.  Lincoln  Williston, 
1801  N.  Lamar  Blvd.,  Austin  78701, 
Exec.  Sec. 

TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION,  San  Antonio,  May  12-13, 
1972.  Dr.  John  C.  Kuppinger,  1515  Ed 
Carey  Dr.,  Harlingen  78550,  Prog. 

Chrmn. 

TEXAS  ORTHOPAEDIC  ASSOCIATION, 
San  Antonio,  May  13, 1972.  Dr.  Spencer 
A.  Rowland,  1A  Medical  Prof.  Bldg.,  San 
Antonio  78212,  Prog.  Chrmn. 

TEXAS  OTOLARYNGOLOCICAL 
ASSOCIATION,  San  Antonio,  May  12-13, 
1972.  Dr.  Jesse  D.  Comillion,  1802  West 
Wall,  Midland  78701,  Pres. 

TEXAS  PEDIATRIC  SOCIETY,  Dallas, 
September  21-23, 1972.  Dr.  Pat  A.  Cato, 
1801  N.  Lamar  Blvd.,  Austin  78701,  Sec. 

TEXAS  PHARMACEUTICAL 
ASSOCIATION,  Ft.  Worth,  July  23-26, 
1972.  Luther  R.  Parker,  PO  Box  4487, 
Austin  78751,  Exec.  Dir. 


TEXAS  PHYSICAL  MEDICINE  AND 
REHABILITATION  SOCIETY,  San 
Antonio,  May  12, 1972.  Dr.  Arthur  E. 

Grant,  7703  Floyd  Curl  Dr.,  San  Antonio 
78229,  Sec.-Treas. 

TEXAS  PROCTOLOGIC  SOCIETY,  San 
Antonio,  May  11,  1972.  Dr.  Lewis  E. 

Tucker,  804  M & S Tower,  San  Antonio 
78205,  Sec.-Treas. 

TEXAS  RADIOLOGICAL  SOCIETY, 
Houston,  March  23-25, 1972.  Dr.  Gordon 
L.  Black,  1501  Arizona,  El  Paso  79902, 

Prog.  Chrmn. 

TEXAS  RHEUMATISM  ASSOCIATION, 

San  Antonio,  May  13, 1972.  Dr.  Earle  U. 
Scharff,  Jr.,  800  Fifth  Ave.,  Ft.  Worth 
76104,  Pres. 

TEXAS  SOCIETY  OF 

ANESTHESIOLOGISTS,  San  Antonio,  May 
14, 1972.  Dr.  Howard  L.  Zauder,  7703 
Floyd  Curl  Dr.,  San  Antonio  78229,  Prog. 
Chrmn. 

TEXAS  SOCIETY  OF  ATHLETIC  TEAM 
PHYSICIANS,  San  Antonio,  May  11, 

1972.  Dr.  Thomas  O.  Shindler,  1503 
Hermann  Prof.  Bldg.,  Houston  77025, 
Prog.  Chrmn. 

TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY, 
Austin,  April  14-15, 1972.  Dr.  Beverly 
Sutton,  4110  Guadalupe,  Austin  78751, 
Sec. 

TEXAS  SOCIETY  OF  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY,  San  Antonio, 
December  3-4,  1972.  Dr.  Bland 
Schwarting,  304  Medical  Prof.  Bldg.,  San 
Antonio  78205,  Sec. 

TEXAS  SOCIETY  OF  PATHOLOGISTS, 
INC.,  Houston,  January  29-30, 1972;  San 
Antonio,  May  14, 1972  (business 
meeting).  Dr.  James  C.  Stinson,  Scott  and 
White  Clinic,  Temple  76501,  Sec.-Treas. 

TEXAS  SOCIETY  OF  PLASTIC 
SURGEONS,  San  Antonio,  May  12-13, 
1972.  Dr.  Francis  A.  Morris,  Jr.,  3100  Red 
River,  Austin  78705,  Prog.  Chrmn. 

TEXAS  SURGICAL  SOCIETY,  Dallas,  April 
1972;  San  Antonio,  October  1972.  Dr. 
Jesse  E.  Thompson,  3434  Swiss,  #400, 
Dallas  75204,  Sec. 

TEXAS  TUBERCULOSIS  AND 
RESPIRATORY  DISEASE  ASSOCIATION, 
Austin,  April  21-22, 1972.  Pauline 
Matthis,  2406  Manor  Rd.,  Austin  78722, 
Exec.  Dir. 

TEXAS  UROLOGICAL  SOCIETY,  Houston, 
February  11-12, 1972.  Dr.  C.  E.  Carlton, 
2210  Maroneal,  Houston  77025,  Sec. 


NOW! 

PRICE  CUT 


FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


WASSIUM^ETACILLIN 
THE  AMPICILLIN 
DERIVATIVE 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 


Call  it  what  you  will,  it 
maybe  ptemalignant. 


Before 

3/29/67  Before  therapywith5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarnng  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


and  EfudexXf luorouradO 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’^ 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred. ^ 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.^  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil  — especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
papule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
oe  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
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Usual  duration  of  therapy  is  2 to  4 weeks. 
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methane,  hydroxypropyl  cellulose,  parabens 
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Editorials 

AN  ALTERNATIVE  TO  THE  DRUG  CULTURE 


Most  people  who  have  engaged 
in  some  level  of  counseling 
or  therapy  for  disturbed  people 
realize  that  one  of  the  therapist’s 
first  jobs  often  is  to  help  the 
client  find  alternatives  to  his 
present  mode  of  behavior.  He  may 
then  escape  that  “trapped” 
feeling  that  almost  overwhelms  him. 
This  consciousness  of  viable 
alternatives  to  present  reactions 
often  becomes  a first  step 
toward  a kind  of  healing  of  that 
person.  Perhaps  an  honest  analysis 
of  alternatives  to  the  drug  culture 
will  provide  us  with  information 
and  ideas  to  extend  to  those 
unfortunates  in  our  society  who  are 
trapped  in  personal  drug  abuse. 

I think  that  any  alternative  to 
the  drug  culture  must  have 
elements  of  hope,  communion,  and 
meaning.  Hope  is  a fundamental 
need.  Whether  we  like  to  admit 
it  or  not,  a kind  of  despair  is 
stalking  our  land.  America’s  youth 
have  run  headlong  into  systems 
and  programs  that  they  simply 
do  not  like.  They  have  found  the 
war  in  Vietnam  to  be  a repulsive  and 
a futile  conflict — and,  for  what 
has  now  dragged  into  years, 
many  of  them  have  been  conscience- 
stricken  and  anguished  over  the 
bloodshed  in  that  unfortunate 
country.  The  education  system 
through  which  many  of  them  are 
tunneled  makes  them  feel  as  if 


they  are  being  stamped  out  like 
automobile  bodies  on  a production 
line  and  being  made  ready  to 
slip  quietly  into  their  space  in 
middle-class  America  to  live  out  their 
lives  in  the  mad  pursuit  of  things. 
They  have  felt  their  creativity 
stifled  and  heard  many  of  their 
questions  go  unanswered.  Our 
system  of  education  has  not 
prepared  them  for  the  kind  of  life 
they  have  dreamed  that  some  day 
they  would  live.  They’re  not  happy 
with  us,  their  elders,  either. 

They  have  penetrated  our  veils  of 
hypocrisy  and  perceived  our 
emptiness.  They  somehow  know  what 
many  of  us  are  yet  to  admit — that 
large  homes,  commodious  cars, 
boats  and  airplanes  do  not  fill  the 
voids  in  men’s  souls.  Their 
discouragement  with  us  was  dra- 
matically illustrated  a few  years 
ago  by  a poll  taken  on  college 
campuses.  This  poll  indicated  that 
less  than  50%  of  the  students 
queried  knew  of  any  living  American 
that  they  could  hold  up  as  an 
ideal,  as  a hero. 

All  of  this  despair  would  not  be 
so  alarming  if  one  could  honestly 
feel  that  it  was  just  a part  of 
adolescence  or  early  adulthood. 

We  could  shrug  our  shoulders  and 
go  on  if  we  felt  that  the  maturation 
process  would  take  care  of  the 
anger  and  despair  that  grip 
our  youth.  But  it  doesn’t  seem  to 
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be  working  that  way.  These  keen-eyed  young 
visionaries  do  not  see  the  values  changing; 
they  do  not  feel  an  awakening  of  the 
American  conscience;  they  see  only  slight 
bendings  of  the  systems.  And  they  feel 
impotent.  They  can  hope  hard  and  work  like  the 
devil  for  a time — but  hopes  unrewarded 
often  turn  to  deep  despair.  When  one  realizes 
that  he  does  not  like  his  world  and  feels 
powerless  to  change  it,  despair  is  born. 

Thus,  some  of  our  hopeless  youth 
have  sought  to  change  their  world  artificially. 
They  ease  the  pain  with  a “downer”  or  they 
get  with  it  again  on  the  wings  of  an  “upper.” 
They  try  to  close  their  eyes  to  ugliness  with 
the  use  of  hallucinogens.  Perhaps,  they 
seem  to  feel,  life  can  be  made  artificially 
beautiful  even  if  it  is  really  sordid. 

We  need  a revival  of  hope  in  our  country. 
Healthy  religion  frequently  has  been  able 
to  inject  this  into  people’s  lives.  All 
religions  have  stood  to  remind  us  that  God  is, 
and  that  He  has  not  forgotten  the  world 
He  has  made  nor  the  creatures  He  has  placed 
upon  it.  It  is  altogether  probable  that 
over  the  last  couple  of  generations  American 
religion  has  become  so  caught  up  in  the 
troubles  of  our  times  and  in  crying  out 
against  them  that  we  have  neglected  the 
fantastic  message  of  hope.  Our  children  have 
gone  away  from  our  synagogues  and 
churches  well  aware  of  all  the  problems  that 
exist  in  our  society,  but  painfully  unaware 
of  the  hope  that  is  in  God.  It  is  high  time 
for  some  of  us  who  still  are  heard  by  a few 
to  re-inject  into  our  preaching,  teaching 
and  therapy  the  idea  of  hope. 

Our  alienated  young  people  need  to  be 
made  aware,  too,  that  systems  and  programs 
they  find  immoral  or  distasteful  can  be 
changed.  The  history  of  our  country  is  a 
story  of  evolution.  Indubitably  some  things 
that  have  evolved  have  been  bad — yet 


others  have  been  beautiful.  We  have  not 
stagnated  yet.  There  is  still  place  for  aggressive, 
imaginative  leadership.  There  are  still  ways 
for  organized,  thinking  people  to  nudge 
the  ship  of  state  into  a slightly  different 
direction.  1 do  not  believe  that  our  country  is 
totally  decadent  and  thus  doomed,  and  I 
will  not  allow  this  idea  to  be  voiced  and  go 
unchallenged.  Some  of  us  still  have  hope — 
and  we  hope  that  hope  is  infectious 
and  can  be  passed  on. 

We  need  to  give  our  kids  back  their  heroes, 
too.  They’ve  heard  our  teaching  and  our 
preaching — but  it’s  high  time  we  closed  the 
credibility  gap  that  exists  between  what  we  say 
and  what  they  know  we  are.  When  some  of  us 
older  ones  who  are  supposed  to  be  leaders 
begin  to  pursue  a life  that  is  filled  with 
meaning — when  we  can  rise  above  a 
hedonistic  plane  of  existence,  when  we  can 
rid  ourselves  of  our  materialistic,  ladder- 
climbing hang-ups — then  some  kids  are  going 
to  have  their  heroes  again.  In  finding 
these  heroes,  they  may  find  hope. 

Communion  is  the  second  element  in  this 
alternative  to  the  drug  culture.  The  church 
has  used  this  word  to  express  what  goes 
on  between  man  and  God  and  man  and  man 
during  that  unique  sacrament  or  ordinance 
that  speaks  to  us  of  Christ’s  sacrifice. 

Whether  it  grew  out  of  what  actually  was  taking 
place  in  those  moments  in  men’s  lives,  one 
can  only  guess.  But  this  we  do  know; 

We  human  beings  need  communion.  We  need 
deep,  penetrating,  soul-to-soul  exchange 
with  others.  Erik  Erikson  and  others  who 
have  studied  human  development  direct 
attention  to  this  need  for  communion.  Many 
developmentalists  see  this  as  one  of  the 
vital  stages  through  which  the  maturing  human 
being  must  pass  in  order  to  become  full- 
grown  psychologically.  Erikson  further 
points  out  that  this  learning  task  is  usually 
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accomplished  during  adolescence.  If  one 
does  not  learn  intimacy  at  that  time,  the 
alternative  is  a sense  of  isolation. 

We  recognize  that  a sense  of  social 
alienation  and  drug  abuse  go  hand  in  hand. 
Some  of  us  may  not  yet  have  decided  whether 
this  sense  of  isolation  is  a cause  or  effect 
of  drug  abuse.  I believe  that  it  is  a cause. 

There  is  a kind  of  intimacy  and  acceptance 
to  be  gained  from  the  drug  culture.  The 
renowned  “pot  party”  is  a social  gathering. 

Our  youth  seem  to  have  gained  their  model 
from  their  parents’  cocktail  parties  and 
have  learned  that  marijuana,  like  booze,  breaks 
down  barriers  and  opens  the  road  to 
conversation  and  a sense  of  warmth  and 
acceptance. 

The  illicit  nature  of  the  use  of  drugs 
creates  a kind  of  communion  among  users, 
too.  The  work  of  the  social  psychologist, 
Scharrif,  clearly  illustrates  that  a sense  of 
camaraderie  and  group  spirit  is  attained  very 
quickly  when  the  group  feels  in  danger  of 
attack  from  forces  outside  the  group.  The 
hard  line  that  our  society  has  taken  on 
drugs  has,  then,  provided  an  avenue  through 
which  isolated  individuals  can  become  group 
members  and  gain  a measure  of  intimacy. 

Even  the  users  of  hard  drugs  find  that 
their  habit  brings  them  into  contact  with  a 
person,  or  a few  people,  whom  they  must  trust 
almost  without  reservation.  They  may  shoot 
the  “stuff”  in  isolation;  but  they  have 
trusted  someone,  and  someone  has  trusted 
them,  in  the  acquisition  of  the  drug  itself. 

It  would  be  old-hat  for  me  to  describe 
and  decry  the  increasingly  impersonal  nature 
of  American  society.  This  has  been  well 
documented  and  quite  universally  accepted. 

I doubt  that  our  society  can  ever  return  to 
the  small-community,  tight  family-unit 
structure  of  50  years  ago.  There  are  ways, 
though,  for  caring  people  to  cut  down  on 


alienation  and  maximize  the  opportunities  for 
communion.  Mothers  and  fathers  have  been 
harangued  to  death  about  keeping  the 
channels  of  communication  open  between 
themselves  and  their  children;  and  we  must 
continue  to  harangue  them.  These  kids  can’t  be 
cut  loose  and  made  to  feel  that  their  parents 
do  not  care.  Our  institutions,  such  as  the 
synagogues  and  churches,  must  increase 
the  opportunities  afforded  youth  to  develop 
solid  groups  and  assume  superordinate 
goals.  For  too  long,  it  has  been  easier  for  an 
adolescent  to  crack  a drug  cult  group  and 
become  a member  than  it  has  been  for 
him  to  find  acceptance  in  a group  at  his 
church  or  synagogue. 

The  third  and  last  component  of  an 
alternative  to  the  drug  culture  that  I suggest 
is  meaning.  This  word  is  overused  and  often 
misused,  but  I don’t  know  what  else  to 
call  it.  “Meaning”  will  have  to  do. 

I am  referring  to  the  concept  presented  by 
Victor  Frankel,  a Jew  who  was  incarcerated 
by  the  Germans  prior  to  and  during 
World  War  II.  He  experienced  physical  and 
mental  anguish  beyond  his  ability  to  describe. 
Being  a scientist,  he  began  to  try  to  analyze 
what  was  happening  to  the  people  in  his 
camp.  He  noted  that  the  majority  of  people 
who  were  pushed  through  those  gates 
soon  gave  up,  and  many  of  them  died.  They 
had  lost  everything,  hope  was  gone  and  death 
became  the  visit  of  a friend.  There  was 
a small  coterie  of  prisoners  in  that  camp, 
however,  who  seemed  to  be  able  to  continue 
on  in  spite  of  everything.  They  were  no 
stronger  physically  than  the  rest.  They  had 
as  much  cause  for  mental  anguish  as  any  of  the 
others.  Yet  they  seemed  to  refuse  to  die. 

Frankel  began  to  ask  himself  the  obvious 
question.  “What  is  the  difference  between 
those  who  come  here  to  die  and  those  who  are 
here  to  live?”  The  answer  became  the  heart 
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of  his  approach  to  therapy.  The  answer, 
to  Frankel,  was  meaning. 

There  is  a transcendent  quality  to  what 
Frankel  called  meaning.  As  he  analyzed  his 
own  experience,  he  said  that  there  were  three 
things  that  kept  him  alive:  his  love  for 
God,  his  love  for  his  wife  whom  he  hoped  was 
still  alive,  and  his  commitment  to  a work — 
the  piecemeal  writing  of  a book  on  little 
scraps  of  paper. 

Eventually  two  of  these  things  were  taken 
from  him.  He  could  no  longer  write  his  book, 
and  he  learned  that  his  wife,  indeed,  was 
dead.  What  no  man  could  take  from  him, 
however,  was  his  sense  of  the  being  of  God  and 
his  love  for  Him.  Thus  Frankel  has  theorized 
that  a sense  of  meaning  can  come  to  a 
person  when  he  is  able  to  get  outside  himself 
in  concern  for  a work,  another  person  or 
God.  And,  says  Frankel,  any  one  of  these  alone 
can,  if  necessary,  be  enough  meaning  to 
keep  a person  going. 

I am  well  aware  that  the  idea  of  substituting 
meaning  for  the  need  of  drugs  makes  high- 
sounding  philosophizing  and  difficult,  if  not 
nearly  impossible,  practice.  It  is  altogether 
possible  that  this  sense  of  meaning  is  the 
third  step  toward  spiritual  wholeness. 

There  cannot  be  meaning  without  hope.  There 
probably  cannot  be  deep  meaning  without 
communion.  So  I would  like  to  suggest  that  in 
extending  hope  and  the  communion  that 
springs  from  friendship,  we  may  help  a person 
to  take  a third  step  and  stumble  upon 
the  fantastic  gift  of  meaning. 

The  artificial  world  of  drugs  offers  little 
competition  to  the  real  world  when  that  world 
offers  hope,  communion  and  meaning. 

Donald  L.  Anderson,  PhD,  Pastor, 

Manor  Baptist  Church,  San  Antonio. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patiepts  showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25^,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  eitythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a histoiy  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.'  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.'  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

Cleocirinci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  ond  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections- 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mgAg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Copsules-Bottles  of  16's  and  lOO's.  75  mg  Copsules- 
Bottles  of  16  s and  lOO’s.  Sensitivity  Disks-2  fig-  Sensitivity  Powder-Vials. 


'^or  additional  product  information,  see  your  Upi'ohn  representative  or 
zonsult  package  insert.  MED  6-4-S  [LNU-3J  JA71  ~l 565 
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Who's  Continuing  Medical  Education 


In  the  January  issue  of  TEXAS 
MEDICINE  is  the  Second  Annual 
Directory  of  Continuing  Education 
Courses.  I think  there  are  some 
facets  of  this  activity  that  need  to  be 
fully  understood  by  the  members 
of  this  Association.  This  second 
directory  contains  56  listings,  ap- 
proximately 13  more  than  the  first 
directory  which  your  Association 
published  in  its  official  journal 
in  January,  1971. 

The  question  almost  automatically 
becomes  “Why  does  the  Texas 
Medical  Association  publish  the 
directory?”  It  is  in  fact  hopefully 
to  serve  four  purposes.  One,  to  permit 
physicians  to  plan  ahead  for  courses 
they  wish  to  attend  during  the 
coming  year.  Two,  to  assist  course 
planners  to  arrange  their  schedules 
to  avoid  conflict  with  other  courses 
especially  on  similar  subjects. 

Three,  to  give  course  planners  an 
opportunity  to  inform  physicians 
about  their  courses  and  four,  to 
maintain  a single,  major  source  of 
information  on  continuing  education 
courses  for  physicians  in  Texas. 

Having  said  this,  it  really  serves 
little  useful  purpose  unless  one 
recognizes  that  the  entire  concept 
of  continuing  medical  education  is 
not  to  “bring  the  word  to  the 
disadvantaged  physician  in  the 
boondocks”  but  rather  to  provide 
every  physician  with  an  equal  oppor- 
tunity, regardless  of  his  or  her 
location,  field  of  practice,  particu- 
lar interest,  or  the  demands  being 
made  upon  his  professional  time,  to 
upgrade  his  medical  education  in 
the  easiest,  most  usable,  fastest 
possible  method,  the  ultimate  goal 
always  being  the  betterment  of 
health  care  delivery  for  the 
people  of  Texas. 

This  directory,  I think,  provides 
those  opportunities,  those  encourage- 
ments. It  contains  31  courses  from 
medical  schools,  12  from  hospitals, 
and  13  from  specialty  societies. 

To  fully  cooperate  in  a continuing 
education  activity,  the  Texas 
Medical  Association  and  the  Regional 
Medical  Program  of  Texas  (RMPT) 
will  join  together  to  reprint  this 
directory  in  a pocket-sized  format 
for  distribution  to  physicians  after 
the  initial  publication  in  TEXAS 
MEDICINE. 


Throughout  this  country  there  is 
a great  deal  of  interest  and  concern 
relative  to  continuing  medical 
education.  Each  of  us  knows  that 
it  is  humanly  impossible  for  any 
physician  to  assimilate  all  that  is 
currently  being  developed  about  his 
or  her  specialty.  It  is  equally 
impossible  for  any  physician  to 
travel  long  distances  over  extended 
periods  to  take  refresher  or  con- 
tinuing courses  without  considerable 
loss  either  in  time  or  professional 
attainment  during  those  periods. 
These  courses  in  continuing  medical 
education  have  been  so  devised  as 
to  provide  the  practicing  physician 
with  the  opportunity  to  either  take 
short,  very  abbreviated,  highly 
concentrated,  technically  very  com- 
plicated courses  or  conversely,  if 
the  course  is  being  given  in  an  area 
in  which  he  lives,  the  opportunity 
exists  for  a more  leisurely,  extended, 
in-depth,  less  difficult  opportunity 
for  his  expanded  educational 
experience. 

These,  we  believe,  are  the  true 
tenets  of  the  practice  of  medicine — 
to  provide  that  which  is  best  for 
those  patients  who  entrust  their 
care  to  us.  To  do  so  demands  that  we 
make  every  effort  to  provide  them 
the  latest  opportunity  for 
improvement. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 


IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men/ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence. 


”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”® 


Big  boys  don’t  cry.  If  more  men  cried,  I 
maybe  fewer  would  wind  up  with  duodenal 
ulcers.  But  men  will  be  men— the  sum  total  of 

their  genes  and  what  they 
are  taught.  Schottstaedt 
observes  that  when  a 
mother  admonishes  her 
son  who  has  hurt  himself 
that  big  boys  don’t  cry,  she 
is  teaching  him 
stoicism.^  Crying  is  the 
negation  of  everything 
society  thinks  of  as  manly. 
A boy  starts  defending  his 
manhood  at  an  early  age. 

Take  away  stress, 
you  can  take  away  symptoms. 

There  is  no  question  that  stress  plays  a 
role  in  the  etiology  of  duodenal  ulcer. 
Alvarez®  observes  that  many  a man  with  an 
ulcer  loses  his  symptoms  the  day  he  shuts  up 
the  office  and  starts  out  on  a vacation.  The 
problem  is,  the  type  of  man  likely  to  have  an 
ulcer  is  the  type  least  likely  to  take  long 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  action  of 
Librax.®  For  most  patients,  the  rest  cure  is 
as  unrealistic  as  it  is  desirable.  Still,  the 
stress  factor  must  be  dealt  with.  And  here 
is  where  the  dual  action  of  adjunctive  Librax 
can  help.  Librax  is  the  only  drug  that  com- 


References:  1.  Silen,  W.;  “Peptic  Ulcer,”  in  Wintrobe,  M.  M., 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine,  ed. 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1444. 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff’s 
Stress  and  Disease,  ed.  2,  Springfield,  Ilk,  Charles  C 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaedt, 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practice, 
Chicago,  Ilk,  The  Year  Book  Publishers,  Inc.,  1960,  p.  163. 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  B, 
Saunders  Company,  1951,  p.  384. 


bines  the  tranqiiilizing 
action  of  Librium® 

( chlordiazepoxide 
HCl)  with  the  potent 
anticholinergic 
action  of  Quarzan® 
(clidinium  Br). 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
hypersecretion. 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


in  the  treatment  of 
duodenal  ulcer 
-r  •1  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N,J.  07110 


Blunt  trauma 


A review  of  100  patients  admitted  to  the  inten- 
sive care  unit  of  the  Ben  Taub  General  Hospital 
with  severe  blunt  trauma  to  the  chest  is  pre- 
sented and  compared  with  a similar  series  dur- 
ing 1950  to  1961.  The  evolution  and  applica- 
tion of  a detailed  plan  of  management  is  pre- 
sented. Superior  results  have  been  obtained  in 
a group  of  patients  subjected  to  massive  total 
body  trauma.  The  reasons  for  this  improvement 
in  management  include:  (1)  Earlier  recognition 
and  quantitation  of  the  degree  of  respiratory 
insufficiency;  (2)  a transfer  of  emphasis  in  ther- 
apy from  the  chest  wall  to  the  injured  lung;  (3) 
improved  application  of  mechanical  ventilation; 
and  (4)  improvements  in  supportive  care. 

Application  of  the  practice  and  principles  of 
therapy  as  outlined  should  reduce  the  high 
mortality  associated  with  severe  blunt  trauma 
to  the  chest. 

SIGNIFICANT  ALTERATIONS  in  concepts  of 
management  of  blunt  trauma  to  the  chest  have 
occurred  over  the  past  decade.  Initially,  thera- 
peutic efforts  were  directed  primarily  at  correc- 
tion of  obvious  derangements  of  chest  wall  me- 
chanics such  as  paradoxical  motion  or  “flail.” 
Attempts  at  stabilization  of  the  thoracic  cage 
with  externally  applied  devices,  however,  often 
resulted  in  failure.  The  practice  of  “internal 
pneumatic  stabilization”  was  adopted  with 
greater  success, ^ but  elimination  of  paradoxi- 
cal motion  of  the  chest  wall  per  se  did  not 
assure  a satisfactory  outcome.  It  became  ap- 
parent that  the  degree  of  respiratory  insuffi- 
ciency did  not  correlate  well  with  the  injury  to 
the  thoracic  cage.  Frequently,  patients  with 

From  the  Cora  and  Webb  Mading  Department  of  Sur- 
gery and  the  Department  of  Anesthesiology,  Baylor 
College  of  Medicine  and  the  Ben  Taub  General  Hos- 
pital, Houston. 


minimal  gross  injury  to  the  chest  wall  devel- 
oped severe  pulmonary  insufficiency.  The  un- 
derlying injury  to  the  lung  and  alterations  in 
the  physiology  of  respiration  received  more 
attention  and  prompted  the  development  of 
effective  means  of  ventilatory  support  and 
standardization  of  methods  for  identifying, 
quantitating,  and  correcting  with  precision  dif- 
ferent degrees  of  respiratory  failure. 

At  the  Ben  Taub  General  Hospital,  manage- 
ment of  severe  blunt  trauma  to  the  chest  today 
is  quite  different  from  what  it  was  ten  years 
ago.  The  previous  experience  (1950  through 
1961)  has  been  documented  in  an  earlier  re- 
port.^ Because  that  report  terminated  at  the 
time  when  rapid  changes  in  management  be- 
came manifest,  it  serves  as  an  excellent  base- 
line for  determining  the  relative  effectiveness  of 
current  methods.  The  current  report  presents 
the  detailed  management  of  patients  suffering 
from  severe  blunt  trauma  to  the  chest,  and 
compares  and  contrasts  current  results  with 
those  in  the  earlier  series. 

Clinical  Material:  The  present  patient  popula- 
tion did  not  consist  of  all  hospital  admissions 
with  a diagnosis  of  blunt  trauma  to  the  chest. 
Instead,  in  an  effort  to  quantitate  and  stan- 
dardize the  degree  and  magnitude  of  injury, 
only  the  last  100  patients  with  this  diagnosis 
admitted  to  the  intensive  care  unit  prior  to  Jan 
1,  1970,  were  included.  Only  patients  thought 
to  be  in  imminent  danger  of  death  were  admit- 
ted so  that  in  general,  the  patient  material  for 
this  report  is  made  up  of  more  critically  injured 
patients  than  in  the  earlier  study. 

There  were  67  males  and  33  females,  with 
an  age  range  of  3 to  74  years;  70  patients  were 
Caucasian  and  30  were  Negro. 

Motor  vehicle  accidents  produced  the  injur- 
ies in  81  patients,  of  whom  49  were  drivers  and 
32  passengers.  Nine  patients  were  involved  in 


74 


TEXAS  MEDICINE 


DONALD  L.  BRICKER,  MD;  JOE  UPTON,  MD;  JANE  R.  TELFORD,  MD 


to  the  chest 


auto-pedestrian  collisions,  and  5 of  these  were 
children.  Four  patients  were  injured  in  falls, 
2 were  kicked  or  beaten,  2 were  involved  in 
motorcycle  accidents,  and  2 in  industrial  acci- 
dents. Of  these  patients,  51  arrived  at  the 
emergency  room  in  shock  manifested  by  hy- 
potension, tachycardia,  and  evidence  of  de- 
creased peripheral  tissue  perfusion. 

The  number  of  associated  injuries  present  in 
this  group  of  severely  injured  patients  is  pre- 
sented in  Fig  1.  Fractured  ribs,  regardless  of 
number,  were  counted  as  one  injury;  minor  skin 
lacerations  were  not  included.  Other  than  ribs, 
each  fracture  and  dislocation  was  counted  as 
one  injury.  For  example,  a patient  with  five  frac- 
tured ribs,  a pulmonary  contusion,  a fractured 
skull,  a splenic  rupture,  and  a fractured  femur 
had  five  injuries.  The  majority  of  patients  had 
three  to  four  injuries. 

Thoracic  injuries  are  shown  in  Fig  2.  In  most 
cases,  the  rib  fractures  were  unilateral.  Four 
patients  had  paradoxical  movement  of  the  an- 
terior chest  wall  from  costochondral  separa- 
tions without  rib  fractures.  The  pulmonary  con- 
tusions were  demonstrated  roentgenographical- 
ly  within  the  first  48  hours  after  admission. 

Two  of  the  cases  of  subcutaneous  emphy- 
sema were  massive,  associated  with  a ruptured 
bronchus  in  one  instance  and  a bronchopleural 
fistula  with  multiple  pleural  tears  in  the  other. 
The  two  cases  of  transection  of  the  thoracic 
aorta  were  successfully  repaired  with  Dacron 
grafts. 

Associated  fractures  and/or  dislocations,  ab- 
dominal injuries,  and  neurological  injuries  are 
presented  in  Figs  3-5.  It  is  evident  that  associ- 
ated injuries  of  this  magnitude  and  number 
imposed  a great  additional  morbidity  upon  this 
group  of  patients. 

Management:  Upon  arrival  in  the  emergency 
room,  each  patient  was  taken  to  a shock  room 


Number  of 

Injuries* 

Number  of 
Patients 

1 

6 

2 

19 

3 

38 

4 

23 

5 

8 

> 5 

8 

Total 

100 

“Fracture  represents  one  injury. 

1.  Number  of  associated  injuries. 


for  immediate  treatment  and/or  resuscitation. 
Endotracheal  airways  were  established  in  cases 
of  obvious  respiratory  distress,  and  ventilation 
was  carried  out  via  Ambu  bag  or  a Bird  venti- 
lator. Sources  of  external  hemorrhage  were  con- 
trolled while  large-bore  venous  cannulae  (usu- 
ally percutaneous  subclavian  catheters)  were 
inserted  for  administration  of  Ringer’s  lactate 
and  whole  blood  for  treatment  of  shock.  Naso- 
gastric tubes  and  Foley  catheters  were  inserted 
immediately  when  thoracic  or  abdominal  injur- 
ies were  suspected.  Immediate  laboratory  stud- 
ies included  a hemogram,  urinalysis,  and  usu- 
ally determinations  of  serum  electrolytes,  blood 
urea  nitrogen,  amylase,  and  arterial  blood  gas- 
es, in  addition  to  blood  typing  and  crossmatch. 
A complete  physical  examination  was  per- 
formed and  recorded  as  injuries  were  treated. 
Fractures  were  immobilized  and  the  chest  wall 
was  carefully  scrutinized  for  paradoxical  mo- 
tion. During  these  maneuvers,  vital  signs,  in- 
cluding central  venous  pressure  and  continuing 
urinary  output,  were  carefully  monitored.  Anti- 
biotics were  administered  to  most  patients  at 
this  time.  After  initial  stabilization,  secondary 
laboratory  studies,  including  total  body  roent- 
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Number  of 
Patients 


Paradoxical  movements  of  chest  wall  92 

Fractured  ribs  (range  3 to  21)  86 

Pulmonary  contusion  68 

Subcutaneous  emphysema  50 

Hemothorax  49 

Pneumothorax  33 

Tension  pneumothorax  4 

Fractured  clavicle  or  sternum  25 

Cardiac  injury  (ECG  evidence)  15 

Pneumomediastinum  7 

Hemomediastinum  4 

Hematoma  of  chest  wall  (greater  than  5 cm)  4 

Transection  of  aorta  2 

Tear  of  bronchus  1 

Diaphragmatic  tear  1 

Contusion  of  left  subclavian  artery  with  thrombosis  2 


2.  Associated  thoracic  injuries,  100  patients. 


3.  Associated  fractures  and  dislocations, 
38  patients. 


Number  of 
Patients 


Femur 

22 

Pelvis 

21 

Facial  bones 

17 

Tibia 

16 

Humerus 

13 

Fibula 

12 

Skull 

11 

Vertebral  column 

8 

Radius 

7 

Ulna 

6 

Metacarpals,  phalanges 

5 

Patella 

5 

Posterior  dislocation  of  hip 

5 

Scapula 

3 

Tarsals,  metatarsals 

3 

genograms,  cystograms,  pyelograms,  and  selec- 
tive arteriograms,  were  performed  as  indicated, 
usually  under  the  guidance  of  specialty  con- 
sultants. ECGs  were  obtained.  Often  the  pa- 
tients were  returned  to  the  shock  room  for  per- 
formance of  tube  thoracostomy  as  indicated  if 
this  had  not  been  done  during  initial  evalua- 
tion. Eighty-two  patients  received  tube  thora- 
costomies, 43  unilateral,  and  39  bilateral  (6  of 
these  received  their  chest  tube  after  the  second 
hospital  day).  Tube  thoracostomy  was  per- 
formed in  all  patients  who  had  a hemothorax 
or  pneumothorax,  but  usually  not  because  of 
a flail  chest  or  anticipation  of  continuous  posi- 
tive pressure  ventilation  per  se. 

A definite  plan  of  action  was  then  formulated 
by  the  involved  physicians  under  the  leadership 
of  the  general  and  thoracic  surgical  services, 
which  established  priorities  in  management. 
Many  patients  were  sent  to  the  operating  room 
immediately  after  initial  stabilization,  while  the 
remainder  were  transported  directly  to  the  in- 
tensive care  unit  for  constant  physician-nurse 
observation. 

All  patients  requiring  immediate  endotra- 
cheal intubation  underwent  tracheostomy  later, 
either  in  the  operating  room  if  they  were  to 
undergo  other  operative  procedures  or  in  the 
intensive  care  unit  as  a semi-elective  procedure. 
Rarely  was  initial  tracheostomy  performed  in 
the  shock  room.  Ninety-two  of  the  patients 
eventually  received  tracheostomy.  Three  of  the 
8 patients  not  receiving  tracheostomy  were 
children. 

Fifty-six  surgical  procedures  were  performed 
on  31  patients  (Fig  6).  Twenty-three  patients 
received  exploratory  celiotomy,  7 craniotomy, 
and  6 thoracotomy.  The  thoracotomies  were 
performed  for  repair  of  aortic  lacerations  in  2 
cases,  repair  of  subclavian  artery  contusions  in 
2 cases,  for  a ruptured  right  middle  lobe  bron- 
chus in  1 case,  and  for  cardiac  tamponade 
secondary  to  right  ventricular  perforation  by  a 
rib  fragment  in  the  remaining  case.  Twenty  pa- 
tients were  treated  with  a variety  of  orthopedic, 
urologic,  and  plastic  surgery  procedures.  Twen- 
ty-one patients  had  one  operative  procedure, 
5 patients  had  two  procedures,  and  5 had  three 
procedures. 

Assisted  ventilation  was  necessary  for  95 
patients.  The  Bennett  MA  I ventilator  was  used 
as  the  primary  instrument  in  42  patients,  the 
Bird  in  30  patients,  the  Mdrch  in  19,  and  the 
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Emerson  in  4.  An  oxygen  mist  tent  was  utilized 
in  5 patients  who  were  under  10  years  of  age. 
At  times  when  more  than  two  beds  were  occu- 
pied by  patients  with  severe  respiratory  prob- 
lems, a triage  system  was  employed  in  which 
the  two  Bennett  MA  I ventilators  were  utilized 
for  the  most  critically  ill  patients. 

All  ventilator  therapy  in  each  patient  was 
supervised  by  one  or  more  of  the  authors.  Ini- 
tially, the  patients  were  given  a volume  suffi- 
cient to  expand  the  thoracic  cage  adequately 
and  eliminate  flail,  whether  delivered  by  a vol- 
ume or  pressure  cycled  ventilator.  Great  impor- 
tance was  not  attached  to  the  pressure  re- 
quired to  accomplish  this.  Rarely,  with  high 
inspiratory  pressures  (50  cm  of  water)  a fall  in 
arterial  blood  pressure  was  encountered  as 
right  heart  filling  was  diminished.  This  was  gen- 
erally regarded  as  an  indication  of  hypovolemia 
and  transfusion  routinely  relieved  the  problem. 
Changes  in  inspiratory  pressure  readings  of  the 
volume  cycled  machines  were  of  interest  in  that 
they  were  taken  to  reflect  changes  in  compli- 
ance of  the  lung-chest  wall  unit.  The  ventila- 
tion was  controlled,  not  assisted,  and  the  pa- 
tient sedated  with  narcotics  and  hyperventilat- 
ed as  necessary  to  allow  this.  Initial  rate  set- 
tings were  in  the  range  of  18  to  24  cycles/ 
minute,  and  flow  characteristics  were  set  to 
provide  a rapid  inflow  consistent  with  full  ex- 
pansion of  the  chest,  but  avoiding  turbulence. 
The  ventilators  were  set  to  deliver  100%  oxy- 
gen initially  and  blood  gases  were  drawn  after 
30  to  45  minutes.  After  these  values  were  re- 
turned, the  ventilator  was  then  readjusted  to 
provide  PO2  values  of  80  to  100  mm  Hg,  PCO2 
values  of  20  to  30  mm  Hg,  and  pH  of  7.4  to 
7.5.  Tidal  volumes  and  inspired  oxygen  con- 
centrations were  checked  with  a spirometer 
and  oxygen  analyzer  unit.  Blood  gases  were 
checked  and  ventilator  settings  were  then 
changed  as  necessary  to  retain  these  values. 
Stable  patients  were  checked  at  least  twice 
daily,  while  those  with  more  difficult  problems 
were  monitored  hourly  as  necessary.  Arterial 
cannulae  connected  to  transducers  for  continu- 
ous monitoring  of  arterial  pressure  simplified 
the  repeat  sampling  necessary  in  these  pa- 
tients. Often  additional  dead  space  was  re- 
quired to  keep  PCO2  values  up,  and  expiratory 
retard  systems  were  utilized  occasionally. 

When  ventilators  not  incorporating  automat- 
ic hyperinflation  cycles  were  utilized,  the  nurs- 


Number  of 
Patients 


Renal  contusion  14 

Splenic  rupture  12 

Liver  lacerations  9 

Retroperitoneal  hematoma  5 

Small  bowel,  large  bowel,  and  mesenteric  injury  4 

Urethral  transection  2 

Pancreatic  injury  2 

Bladder  contusion  l 

Vena  cava  injury  l 


4.  Associated  abdominal  injuries,  28  patients. 

ing  staff  was  instructed  to  “sigh”  the  patient 
at  least  every  15  minutes  by  tripping  the  venti- 
lator manually  or  by  vigorous  expansion  with 
an  Ambu  bag  with  the  patient  off  the  ventilator. 

Heated  nebulization  was  administered  to  all 
patients  without  additives  in  the  nebulizer  oth- 
er than  normal  saline.  Fluid  management  was 
carefully  scrutinized  with  strict  intake  and  out- 
put determinations.  Hourly  urine  volumes  and 
central  venous  pressure  measurements  were 
routine  initially  and  were  continued  in  accord- 
ance with  the  patient's  overall  condition.  Most 
patients  were  digitalized  because  of  the  ob- 
served frequency  of  high  output  cardiac  failure 
in  hypoxic  patients  with  large  intrapulmonary 
arteriovenous  shunts.  Even  with  careful  fluid 
administration  and  digitalization,  however,  in 
many  patients  pulmonary  congestion  and  de- 
creased compliance  developed  and,  at  times, 
responded  dramatically  to  the  administration  of 
furosemide  with  a corresponding  diuresis.  The 
chest  roentgenogram  was  repeated  daily  and 
more  often  when  indicated.  It  often  correlated 
poorly  with  the  arterial  gas  values,  but  was  a 
valuable  guide  to  the  appearance  of  broncho- 
pneumonia, increasing  vascular  congestion,  in- 
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Number  of 
Patients 

Cerebral  concussion 

18 

Paraplegia,  quadriplegia 

6 

Subdurai  hematoma  (evacuated) 

6 

CSF  rhinorrhea 

6 

Brachial  plexus  contusion 

5 

Peripheral  palsies 

5 

Anterior  spinal  artery  syndrome 

1 

5.  Associated  neurological  injuries, 
22  patients. 


creasing  heart  size,  or  resolution  of  areas  of 
contusion  and  intrapulmonary  hematomas. 

In  spite  of  the  need  for  continuous  ventilator 
support,  mobilization  of  these  patients  was  not 
neglected.  They  were  “dangled”  at  the  bedside 
and  were  up  in  chairs  or  ambulated  at  regular 
intervals  when  at  all  possible.  Those  in  traction 
devices  were  encouraged  to  perform  isometrics 
and  were  turned  from  side  to  side  when  possi- 
ble to  minimize  gravitational  influences  on  pul- 
monary perfusion  as  well  as  thromboembolic 
complications. 

Patients  were  left  on  ventilatory  support 
until  satisfactory  oxygenation  could  be  ob- 
tained with  room  air  and  until  their  general 
condition  appeared  consistent  with  assumption 
of  the  additional  work  of  respiration.  The  ability 
to  cough  and  breathe  deeply  effectively  was 
essential.  Usually  there  was  no  residual  para- 
doxical motion  of  the  chest  wall,  although 
some  patients  tolerated  minor  degrees  of  flail 
without  difficulty  following  clearing  of  their  con- 
tusions radiographically.  Patients  were  gradu- 
ally weaned  from  the  ventilator  as  pulmonary 
function  returned  to  normal  as  determined  by 
blood  gases  and  tidal  volumes.  Tracheostomy 
hoods  were  utilized  during  this  period  with  de- 
livery of  a high-humidity,  oxygen-rich  atmos- 
phere. 

Bronchoscopy  was  utilized  frequently  to  clear 
tenacious  secretions  and  to  aid  in  the  treat- 
ment of  lobar  atelectasis.  This  procedure  was 
not  undertaken  lightly  because  of  the  hazard  of 
removing  patients  from  their  ventilatory  sup- 
port. When  indications  were  definite,  the  pro- 
cedures were  carried  out  expeditiously  with 
vigorous  ventilation  through  a side-arm  bron- 
choscope. Even  then,  the  operation  was  not 
innocuous  for  several  cardiac  arrests  occurred 
and  were  reversed  only  because  the  possibility 


of  that  complication  had  been  appreciated  and 
the  staff  was  ready  to  deal  with  it. 

Results:  There  were  11  deaths  in  this  group  of 
100  patients  (Fig  7).  Multiple  organ  system  fail- 
ure was  the  cause  in  4 patients,  all  of  whom 
had  crushed  chests,  bacterial  sepsis,  broncho- 
pneumonia, renal  failure,  and  multiple  associ- 
ated injuries.  Three  patients  never  recovered 
from  initial  brain  stem  contusions.  One  patient 
died  from  hemorrhagic  tracheitis  while  recover- 
ing from  skull  fractures  (which  required  eleva- 
tion), a severe  unilateral  crushed  chest,  and 
multiple  abdominal  injuries,  which  were  re- 
paired at  laparotomy.  One  patient  died  from 
myocardial  infarction  and  one  other  patient 
died  from  congestive  heart  failure  and  pulmo- 
nary edema  following  what  was  probably  inju- 
dicious fluid  administration.  Only  a single  death 
in  the  entire  series  could  be  clearly  attributed 
to  unmanageable  respiratory  insufficiency. 

Mortality  was  directly  related  to  the  number 
of  associated  injuries,  as  9 of  the  11  deaths 
occurred  in  patients  who  had  five  or  more  in- 
juries. The  condition  of  the  patient  upon  arrival 
in  the  emergency  room  was  also  important,  for 
only  2 deaths  occurred  in  those  patients  who 
were  not  in  shock. 

The  most  common  complications  during 
management  were  confined  to  the  chest  (Fig 
8).  In  the  31  cases  of  bronchopneumonia. 
Pseudomonas,  Proteus,  Klebsiella,  and  Aerobac- 
ter  organisms  were  cultured  from  tracheal  aspi- 
ration. Of  the  6 cases  of  cardiac  arrest,  4 were 
precipitated  by  therapeutic  bronchoscopy. 

The  4 patients  with  gram-negative  sepsis  all 
died.  The  patient  with  fat  embolism  who  devel- 
oped pulmonary,  cutaneous,  and  neurological 
findings  consistent  with  this  syndrome  had  sus- 
tained fractures  of  the  femur  and  olecranon. 
The  patient  who  developed  the  toxic  encephalo- 
pathy syndrome  had  had  a partial  hepatectomy 
for  massive  liver  injury. 

Discussion:  Comparison  of  the  present  series 
with  the  earlier  study  from  this  institution, 
which  reflects  methods  of  management  com- 
mon ten  years  ago,  reveals  some  striking 
changes.  The  marked  increase  in  numbers  of 
patients  with  blunt  trauma  to  the  chest  is  ap- 
parent. The  combined  total  experiences  of  three 
hospitals  were  required  to  produce  100  cases 
in  11  years,  whereas  a similar  number  of  select- 
ed patients  were  accumulated  in  one  hospital 
in  just  over  two  years.  This  serves  to  emphasize 
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the  current  magnitude  of  the  problem  and  the 
need  to  deal  with  it  effectively. 

Secondly,  there  is  no  increase  in  mortality 
among  these  patients  in  spite  of  a significant 
increase  in  the  extent  of  injuries  sustained  by 
the  individuals  in  the  present  series.  While  the 
present  series  does  not  include  emergency 
room  deaths,  but  only  those  patients  who  were 
triaged  to  the  intensive  care  unit,  the  current 
group  suffered  a far  greater  number  of  associ- 
ated injuries  and  required  more  operative  pro- 
cedures for  salvage.  Only  17  patients  in  the 
earlier  series  had  three  or  more  associated  in- 
juries, as  compared  with  75  patients  in  the 
present  group.  Nine  patients  required  immedi- 
ate operation  in  the  early  series;  in  the  current 
group,  the  number  was  31.  Fifty-three  patients 
in  the  initial  series  had  such  moderate  degrees 
of  respiratory  embarrassment  that  tracheosto- 
my was  not  thought  necessary  for  management. 
In  spite  of  this,  the  current  mortality  is  11%, 
while  the  mortality  in  the  earlier  group  was 
20%  overall  or  13%  of  those  patients  leaving 
the  emergency  room  alive.  The  reasons  for  this 
improvement  are  manifold  and  constitute  the 
basis  for  this  discussion.  They  may  be  divided 
into  the  following  categories: 

Earlier  Recognition  and  Quantitation  of  the 
Degree  of  Respiratory  Insufficiency:  Realization 
by  the  physician  of  the  probability  of  arterial 
oxygen  desaturation  in  patients  who  have  sus- 
tained blunt  trauma  is  of  paramount  impor- 
tance. While  there  may  be  little  question  as  to 
the  need  for  ventilatory  support  in  the  cyanotic 
patient  with  severe  crushing  injury  to  the  chest, 
even  the  most  astute  clinician  can  be  misled 
by  a warm,  pink,  hyperventilating  individual 
who  may  be  on  the  verge  of  severe  anoxia.  The 
universal  practice  in  this  series  was  to  perform 
arterial  blood  gas  determinations  at  the  initial 
evaluation. 

Wise  and  others  have  stressed  the  impor- 
tance of  blood  gas  determinations  for  objective 
evaluation.^  These  studies  were  infrequent  in 
the  early  series.  Arterial  blood  gases  provide  not 
only  documentation  of  pulmonary  insufficiency, 
but  also  the  only  reliable  method  of  assessing 
the  effectiveness  of  therapy.  Normal  tidal  vol- 
umes, adequate  concentrations  of  inspired  oxy- 
gen, a mechanically  intact  thoracic  cage,  and 
a normal  chest  roentgenogram  do  not  preclude 
anoxia.  Changes  in  the  chest  roentgenograms 
may  not  appear  for  48  hours  or  more  after 


Number  of 
Patients 

Exploratory  laparotomy* 

23 

Others  (primarily  orthopedic  debridements, 
open  reductions,  and  urologic  explorations) 

20 

Craniotomy 

7 

Thoracotomy 

6 

Total 

56 

*In  four  cases,  exploratory  laparotomy  did  not 
abdominal  injury. 

reveal  any  inira- 

6.  Surgical  procedures  performed 
for  associated  injuries, 

31  patients. 


severe  pulmonary  contusion.  These  roentgeno- 
graphic  findings  have  been  described  by  James^ 
and  the  clinical  correlation  has  been  discussed 
by  Mosely  and  others.®  Adequate  management 
of  these  patients  required  round-the-clock  avail- 
ability of  blood  gas  determinations. 

A Transfer  of  Emphasis  in  Therapy  from  the 
Chest  Wall  to  the  Injured  Lung:  In  the  earlier 
series,  much  discussion  was  centered  about 
stabilization  of  the  paradoxical  motion  of  the 
chest  wall  by  externally  applied  devices.  It  was 
presumed  that  the  defect  in  ventilatory  func- 
tion was  secondary  to  factors  such  as  alveolar 
hypoventilation  and  pendelluft  induced  by  the 
unstable  chest  wall.  As  knowledge  of  derange- 
ments in  pulmonary  physiology  of  the  injured 
lung  has  been  accumulated  and  the  importance 
of  pendelluft  discredited,®  this  concept  of  treat- 
ment has  been  discarded. 

It  is  now  established  that  pulmonary  arterio- 
venous shunting  associated  with  ventilation 
perfusion  imbalances  within  the  lung  is  pri- 
marily responsible  for  arterial  hypoxemia.  Injury 
to  the  granular  pneumonocyte  with  loss  of  sur- 
factant and  progressive  atelectasis  may  be  the 
common  denominator  of  this  disorder."  The 
decrease  in  compliance  of  the  chest  wail-lung 
unit  resulting  from  muscular  contusions  and 
hematomas  with  pulmonary  interstitial  edema 
and  hemorrhage  into  alveolar  spaces  is  not  to 
be  minimized. 

Detailed  discussion  of  the  alterations  in  pul- 
monary physiology  is  not  within  the  scope  of 
this  article.  Garzon  and  associates,®  in  a se- 
ries of  publications,  have  adequately  stressed 
the  importance  of  these  alterations,  as  have 
Duff  and  others. “ An  excellent  discussion  of 
various  physiologic  factors  involved  has  been 
presented  by  Fishman  and  coworkers,’-  and 
Alfano  and  Hale  have  documented  pulmonary 
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abnormalities  in  blunt  trauma  to  the  chest  un- 
associated with  gross  derangements  of  chest 
wall  function.^®  Several  patients  in  this  series 
demonstrated  severe  pulmonary  contusion  and 
respiratory  failure  without  gross  chest  wall  in- 
jury. The  importance  of  accepting  the  fact  that 
patients  do  not  die  because  of  injury  to  the 
chest  wall,  but  rather  because  of  injury  to  the 
underlying  lung  cannot  be  overstressed. 

Improved  Application  of  Mechanical  Ventila- 
tion: The  introduction  of  the  Morch  respirator 
heralded  the  change  in  therapeutic  rationale, 
which  characterizes  the  present  approach  to 
the  utilization  of  mechanical  ventilators.  For 
some  years  in  our  institution,  this  device  was 
regarded  as  a panacea  for  problems  requiring 
ventilatory  support  and  was  virtually  the  only 
machine  used  consistently  for  crushing  injuries 
to  the  chest  manifesting  paradoxical  chest  wall 
motion.  Its  use  was  initiated  during  the  latter 
portion  of  the  earlier  reported  series  and  was 
continued  into  the  initial  portion  of  the  present 
series.  At  this  time,  however,  it  is  essentially  a 
device  relegated  to  antiquity  and  has  not  been 
used  for  many  months.  Compared  to  the  more 
sophisticated  ventilators  on  the  market  today, 
the  Morch  is  a crude  device.  Because  of  its  use 
without  a cuffed  tracheostomy,  volumes  of  in- 
spired gas  mixtures  are  difficult  to  regulate  pre- 
cisely and  changes  in  chest  wall  compliance 
affect  alveolar  flows.  There  is  poor  capability 
for  delivering  precise  oxygen  mixtures.  Flow 
patterns  of  inspired  gases  cannot  be  regulated. 
There  is  no  provision  for  change  in  expiratory 
flow.  Humidification,  even  with  available  modi- 
fications, is  less  than  ideal.  The  noise  level 
associated  with  operation  of  the  unit  is  unac- 
ceptable. These  factors  made  the  Morch  a 
difficult  machine  to  adapt  to  many  patients. 

Because  of  these  problems,  the  various  mod- 
els of  the  pressure- regulated  Bird  and  Bennett 
respirators  came  into  greater  popularity.  These 
machines  are  much  more  flexible  and  easier  to 
manipulate.  They  are  quite  deficient,  however, 
in  terms  of  precise  regulation  of  inspired  oxy- 
gen concentrations.  During  our  early  experience 
with  interpretation  of  blood  gas  studies,  oxygen 


pressure  values  of  400  to  500  mm  Hg  caused 
little  alarm.  Then,  as  it  appeared  that  the  path- 
ological changes  in  the  lungs  of  patients  dying 
following  long-term  ventilator  therapy  were  con- 
sistent with  changes  detailed  by  investigators 
concerned  with  oxygen  toxicity,^^-^®  a growing 
uneasiness  developed.  This  led  to  efforts  to 
maintain  arterial  oxygen  pressure  within  the 
normal  limits  of  80  to  100  mm  Hg.  Unfortu- 
nately, this  was  frequently  impossible  with  the 
Bird  units  on  compressed  oxygen  power  re- 
sources. It  was  noted  that  even  on  air-mix 
settings,  the  ventilators  were  often  delivering 
80%  inspired  oxygen  concentrations.  Harris 
and  others  documented  and  defined  this  prob- 
lem, stressing  the  necessity  for  monitoring  in- 
spired oxygen  concentrations  during  mechani- 
cal ventilation.^®  Furthermore,  these  pressure- 
regulated  units  required  constant  physician  at- 
tendance as  the  gas  volumes  delivered  changed 
continually  with  changes  in  compliance. 

The  advent  of  the  volume-cycled  respirators 
was  welcomed  as  a significant  advance.  There 
appears  to  be  a general  consensus  that  volume- 
cycled  machines  per  se  are  superior  to  pres- 
sure-regulated units.  We  do  not  think  that  this 
is  so.  Given  a chest  wall-lung  unit  of  fixed  com- 
pliance, similar  volume-pressure  relationships 
must  occur  whether  a set  volume  is  inspired  on 
the  basis  of  volume  or  pressure  regulation.  It 
is  merely  easier  to  set  the  machine  to  deliver 
the  more  important  of  the  two  variables,  ie, 
volume,  than  to  continually  adjust  pressures 
and  measure  volumes  with  a spirometer  to 
insure  proper  delivery.  This,  in  essence,  is  the 
major  advantage  of  this  type  of  ventilator;  it  is 
easier  to  use  to  accomplish  the  desired  task. 
We  contend  that  any  of  these  units  can  be 
utilized  successfully  if  it  is  properly  applied  and 
its  individual  limitations  are  understood  and 
accepted.  The  most  popular  respirator  at 
this  institution  currently  is  the  Bennett  MA  I 
unit.  This  machine  is  quite  flexible,  easily  ad- 
justed, reliable,  and  capable  of  delivering  vol- 
umes and  gas  concentrations  approximating 
the  value  settings  on  the  controls.  The  Emerson 
respirator  is  of  equal  quality  and,  considering 
its  lesser  cost,  is  an  excellent  choice  as  well. 
Unfortunately,  this  device  is  not  so  easily  ad- 
justed because  the  controls  are  less  accessible. 
The  Emerson  is  capable  of  higher  pressures 
than  the  other  machines  and  because  of  its 
greater  power,  has  found  application  in  indi- 
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viduals  with  extremely  heavy  chest  walls  who 
could  not  be  adequately  ventilated  with  the 
MA  I.  The  automatic  hyperinflation  cycles  in- 
corporated into  both  of  these  machines  are 
considered  invaluable.  Peters  and  Hutchin  have 
provided  an  excellent  discussion  of  the  charac- 
teristics and  capabilities  of  various  respirators 
along  with  a method  of  determining  their  ade- 
quacy.^^ 

Our  philosophy  of  mechanical  ventilation 
centers  about  total  control  of  all  facets  of  the 
respiratory  cycle.  As  mentioned,  the  patients 
are  not  assisted,  but  are  controlled  and  not 
allowed  to  trip  the  machine.  When  necessary, 
large  amounts  of  narcotics  are  administered 
unhesitatingly  to  accomplish  this.  Totally  con- 
trolled ventilation  not  only  renders  periodic  re- 
adjustment more  feasible,  but  perhaps  more 
importantly  relieves  the  already  hypermetabolic 
patient  of  the  increased  energy  cost  of  breath- 
ing associated  with  these  injuries. Thus,  in 
providing  increased  oxygenation,  the  ventilator 
simultaneously  decreases  oxygen  consumption 
and  need. 

The  growing  awareness  of  the  probability  of 
oxygen  toxicity  in  the  human  has  resulted  in 
careful  avoidance  of  excessive  oxygen  pressure 
levels.  Although  safe  oxygen  limits  have  not 
been  precisely  defined,  an  effort  is  made  to 
maintain  oxygen  concentrations  at  the  level 
consistent  with  acceptable  arterial  oxygen  pres- 
sure. We  consider  this  to  be  approximately  80 
mm  Hg  in  the  trauma  patient.  Concern  is  also 
manifested  over  excessively  low  carbon  dioxide 
tensions,  although  this  was  not  a notable  prob- 
lem in  this  series  with  levels  above  20  mm  Hg. 
The  analgesia  and  apnea  associated  with  mild 
hypocapnia  appear  to  be  beneficial,  while  the 
deleterious  effects  of  cerebral  vasoconstriction 
and  electrolyte  shifts  associated  with  more 
severe  alkalosis  are  also  well  recognized.  Fro- 
man  has  documented  such  effects  of  low  car- 
bon dioxide  tensions.^® 

The  pressure  required  to  inspire  an  adequate 
volume  has  been  accorded  progressively  less 
significance,  although  it  is  carefully  monitored 
as  a measure  of  changing  compliance.  This  is 
in  sharp  contrast  to  the  earlier  approach  where 
pressures  were  carefully  maintained  below  20- 
30  cm  of  HgO  lest  damage  to  the  lung  ensue 
as  well  as  a decrease  in  cardiac  output  second- 
ary to  diminution  of  venous  return  to  the  right 
heart.  Lung  damage  resulting  from  excessive 


Number  of 
Patients 


Multiple  organ  system  failure  4 

Central  nervous  system  injury  3 

Respiratory  insufficiency  1 

Respiratory  insufficiency  with  hemorrhagic  tracheitis  1 

Myocardial  infarction  l 

Congestive  heart  failure  secondary  to  fluid  overload  1 

Total  11 

7.  Causes  of  death. 


8.  Complications  during  management. 


Number 


Pulmonary; 

Bronchopneumonia,  culture  proven  31 

Persistent  contusion  28 

Pleural  effusion  10 

Atelectasis  8 

Pulmonary  abscess  1 

Wound  infections  8 

Urinary  tract  infections  6 

Cardiac  arrest  successfully  resuscitated  6 

Upper  gastrointestinal  bleeding  5 

Septicemia  4 

Acute  renal  failure  4 

Congestive  heart  failure  4 

Delirium  tremens  3 

Intestinal  obstruction  2 

Ileus  (prolonged)  2 

Thrombophlebitis  2 

Fat  embolization  1 

Parotitis  1 

Cardiac  tamponade  1 

Myocardial  infarction  1 

C.O.P.D.  and  right  heart  failure  1 

Toxic  encephalopathy  1 

Tracheal  stenosis  1 
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pressure  has  not  been  noted  with  adequate 
tidal  volumes.  Hypotension  and  decreased  car- 
diac output  have  been  experienced  with  ele- 
vated inspiratory  pressure,  but  this  has  usually 
responded  to  transfusion  and  has  thus  been 
accepted  as  an  index  of  hypovolemia.  Maloney 
and  Handford  have  demonstrated  experimen- 
tally that  normovolemic  animals  with  compe- 
tent circulatory  systems  tolerate  positive  pres- 
sure ventilation  without  a significant  decrease 
in  cardiac  output. Patients  with  heart  failure 
and  pulmonary  edema  from  all  causes  are 
benefited  from  positive  pressure,  and  a notable 
reduction  in  cardiac  output  should  initiate  a 
search  for  unsuspected  hypovolemia.  Applica- 
tion of  these  concepts  through  mechanically 
improved  respirators  is  thought  to  have  result- 
ed in  increased  survival  in  this  series. 

Improvements  in  Supportive  Care:  The  pro- 
gressive improvement  in  management  of  trau- 
ma patients  in  general  is  also  a factor  in  the 
reduction  of  mortality  in  this  select  group.  Cen- 
tral venous  pressure  monitoring  has  resulted  in 
more  accurate  fluid  administration.  Crystalloids 
have  been  more  effectively  utilized  for  resusci- 
tation, although  overzealous  administration  of 
lactated  Ringer's  solution  did  result  in  one 
fatality.  It  must  be  stressed  repeatedly  that 
administration  of  fluids,  which  leave  the  intra- 
vascular space  to  be  rapidly  distributed  in  the 
total  extracellular  fluid  space,  cannot  be  regu- 
lated entirely  by  central  venous  pressure,  which 
is  only  a measure  of  intravascular  hydrostatic 
pressure.  Maloney  has  presented  a lucid  de- 
scription of  mechanisms  involved  in  this  prob- 
lem.In  this  context,  it  is  also  pertinent  to 
note  that  daily  fluid  requirements  are  dimin- 
ished in  these  patients  as  the  insensible  losses 
from  respiration  are  negligible  in  a semi-closed 
nebulized  ventilator  system. 

Acid-base  imbalance  also  has  received  a 
great  deal  of  attention.  The  realization  that 
these  patients  usually  present  with  initially  high 
pH  values  and  low  carbon  dioxide  pressure 
levels  secondary  to  hyperventilation,  only  to 
have  the  situation  aggravated  by  administra- 
tion of  large  volumes  of  citrated  blood  and  lac- 


tated Ringer’s  solution,  has  led  to  more  careful 
appraisal  and  treatment  of  metabolic  alkalosis 
by  avoidance  of  hyperventilation  and  inappro- 
priate bicarbonate  administration.  Moore  and 
associates  have  discussed  these  metabolic  al- 
terations in  a most  comprehensive  manner.^^ 

Another  improvement  in  supportive  care  has 
resulted  from  appreciation  of  the  frequency  of 
high-output  cardiac  failure  in  patients  with  pul- 
monary contusion.  ECG  findings  compatible 
with  myocardial  contusion  were  present  in 
15%  of  the  current  group  of  patients,  as  well 
as  the  earlier  group,  but  these  findings  were 
often  not  present  in  other  individuals  mani- 
festing signs  of  cardiac  failure  with  elevated 
central  venous  pressures,  incipient  or  actual 
pulmonary  edema,  and  tachycardia.  Thus,  myo- 
cardial contusion  by  no  means  explained  the 
majority  of  cardiac  decompensation  problems 
encountered.  An  explanation  is  at  hand.  Since 
the  cause  of  hypoxia  in  these  patients  was 
arteriovenous  shunting,  if  a fixed  percentage  of 
shunt  and  inspired  oxygen  is  assumed,  an  in- 
creased cardiac  output  is  then  demanded  for 
normal  tissue  oxygenation.  That  this  actually 
occurs  has  been  documented  in  clinical  studies 
by  Doty  and  others^^  and  clearly  presented  as 
well  by  Border  and  coworkers.^^  Because  of  this 
information  and  the  correlative  findings  in  this 
group  of  patients,  digitalization  was  often  add- 
ed to  the  therapeutic  regimen.  Clinical  improve- 
ment was  noted  in  a number  of  patients  follow- 
ing administration  of  digitalis  glycosides. 

Tube  thoracostomy  continues  to  be  util- 
ized for  hemothorax  or  pneumonothorax.  Al- 
though a tendency  has  developed  to  perform 
this  procedure  on  all  individuals  with  multiple 
rib  fractures  in  anticipation  of  continuous  posi- 
tive-pressure breathing,  regardless  of  the  pres- 
ence or  absence  of  a hemothorax  or  pneumo- 
thorax, this  has  not  been  encouraged.  Six 
patients  in  the  present  group  did  indeed  devel- 
op pneumothoraxes  after  several  days  of  respi- 
rator therapy,  but  all  who  did  so  suffered  this 
complication  after  the  period  when  a “prophy- 
lactic” tube  would  have  been  removed  in  any 
case.  Obviously,  diligent,  organized  observation 
is  necessary  to  anticipate  the  problem  and 
“prophylactic  tube  thoracostomy”  may  be  war- 
ranted in  patients  with  severe  crushing  injuries 
to  the  chest  who  are  to  undergo  emergency 
nonthoracic  operative  procedures  when  the 
operating  team’s  attention  may  be  directed  to 
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other — more  immediately  apparent — critical 
areas  and  thus  delay  recognition  of  a hemo- 
thorax or  pneumothorax. 

Mortality  has  also  been  minimized  by  antici- 
pation of  the  likelihood  of  associated  injuries 
and  other  complications.  Delayed  recognition  of 
serious  thoracic  injury,  such  as  reported  by 
DeMuth  and  Fallah-Nejad,  did  not  occur  in  this 
series. 26  The  two  cases  of  transected  thoracic 
aortas,  particularly  in  this  group,  might  have 
been  overlooked  had  the  staff  not  been  search- 
ing for  them  in  every  instance.  Significant  fat 
embolism  is  usually  seen  with  considerable 
frequency  in  cases  such  as  these,  but  was  en- 
countered in  only  one  patient  in  this  series, 
although  routine  urine  and  sputum  stains  for 
fat  were  carried  out  on  a large  number  of 
patients  whose  signs  and  symptoms  suggested 
this  diagnosis.  It  is  not  clear  why,  with  the  very 
high  number  of  associated  long  bone  fractures, 
this  was  not  seen  more  often.  Management 
was  carried  out  successfully  as  outlined  by 
Linschied  and  Dines^’^  and  Paltier.®  Awareness 
of  these  potential  complications  as  detailed  in 
the  tables  and  having  at  hand  the  means  to 
deal  with  these  effectively  cannot  be  over- 
stressed. 

In  conclusion,  application  of  the  methods 
detailed  herein  has  resulted  in  increased  suc- 
cess with  a large  number  of  patients  sustaining 
crushing  injuries  to  the  chest  in  association 
with  truly  incredible  amounts  of  total  body 
trauma.  This  is  not  presented  as  a detailed 
physiologic  review,  but  rather  as  a practical 
outline  of  management  supported  by  the  stud- 
ies and  experiences  of  others.  Pathologic  find- 
ings in  the  lungs  of  nonsurvivors  are  not  pre- 
sented since  these  have  been  documented  by 
Martin  and  others^^  whose  findings  were  identi- 
cal to  those  in  this  study.  Several  additional 
reviews  of  large  numbers  of  patients  present- 
ing comprehensive  schemes  of  management 
are  available. 60-22  it  jg  believed  that  diligent 
application  of  the  principles  and  practices  as 
discussed  will  result  in  a reduction  of  the 
unacceptable  mortality  associated  with  these 
injuries. 
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Tuberculous 

lymphadenitis 

in  a community 
hospital 

DONALD  E.  GIRARD,  MD 

Because  data  on  tuberculosis  lymphadenitis  come 
primarily  from  city-county  hospitals,  physicians 
tend  to  consider  the  disease  as  essentially  being 
confined  to  the  indigent.  That  this  illness  also  af- 
fects private  patients  in  community  hospitals 
seems  less  well  appreciated.  Here,  two  aspects  of 
the  disease  are  discussed:  (1)  its  incidence  and 
manifestations  in  the  patients  of  a private  commu- 
nity hospital,  and  (2)  its  long-term  management. 

MATERIALS  AND  METHODS:  Ail  medical  charts 
and  pathology  files  containing  a diagnosis  of 
lymphadenitis  or  lymphadenopathy  were  re- 
viewed. Because  the  tissue  coding  system  at 
St.  Joseph  Hospital  was  revised  in  June  1966, 
no  attempt  was  made  to  analyze  records  com- 
piled before  that  time.  For  this  study,  the  diag- 
nosis of  tuberculous  lymphadenitis  was  based 
on  the  presence  of  caseating  necrosis  in  the 
involved  node(s)  and  the  absence  of  demon- 
strable etiologic  agents  other  than  the  tubercle 
bacillus.  This  yielded  11  patients  with  tubercu- 
lous lymphadenitis  (Fig  1).  Their  in-hospital 


and  clinic  records  then  were  scrutinized,  their 
private  physicians  were  interviewed,  and,  when 
possible,  the  patients  themselves  were  con- 
tacted. 

Clinical  Data:  Four  of  the  patients  were  chil- 
dren and  seven  were  adults.  The  majority  had 
no  constitutional  symptoms  or  abnormalities 
on  physical  examination  other  than  painless 
enlarging  masses  of  variable  durations. 

The  most  frequent  lymph  nodes  involved 
were  those  in  the  anterior  or  submandibular 
areas  of  the  neck.  Less  commonly,  the  axillary 
and  parotid  lymph  nodes  were  affected.  One 
patient  complained  of  local  pain  in,  and  tender- 
ness of,  the  involved  nodes  (case  4).  The  oth- 
ers had  involvement  of  the  overlying  skin — 
scars  from  previous  drainage  sites  (case  7) 
and  a patent  sinus  tract  (case  3).  Another  pre- 
sented with  an  adenocarcinoma  of  the  breast 
(case  2)  associated  with  ipsilateral  axillary 
tuberculous  lymphadenitis  (Fig  2). 

Nine  of  the  patients  underwent  roentgeno- 
graphic  examination  of  the  chest.  Although  no 
evidence  of  active  pulmonary  tuberculosis  was 
identified  in  any  of  these  x-rays,  three  patients 
(cases  7-9)  had  findings  consistent  with  healed 
tuberculous  disease  (Fig  3). 

Intermediate-strength  tuberculin  skin  tests 
(PPD),  applied  to  six  patients,  gave  positive 
results  in  five  (Fig  1).  Skin  tests  for  atypical 
mycobacteria,  applied  only  to  the  four  children, 
gave  positive  results  in  three  (Fig  1). 

Results  of  post-hospitalization  care  are  re- 
corded in  Fig  4.  All  patients  are  known  to  be 
living,  but  the  status  of  tuberculous  disease 
in  five  is  unknown  (cases  1-5).  Six  patients 
(cases  6-11)  remain  under  close  surveillance 


7.  Skin  test  and  biopsy  culture  results. 


Case 

PPD 

Photochromogen 

Scotochromogen 

Battey 

Organism  Cultured 

1 

0 

0 

0 

0 

M tuberculosis 

2 

0 

0 

0 

0 

None 

3 

+ 

+ 

+ 

-1- 

None 

4 

+ 

0 

0 

0 

None 

5 

+ 

+ 

+ 

-1- 

Atypical  mycobacterium 

6 

+ 

+ 

-1- 

-1- 

None 

7 

— 

— 

— 

? 

None 

8 

+ 

0 

0 

0 

M tuberculosis 

9 

0 

0 

0 

0 

M tuberculosis 

10 

0 

0 

0 

0 

Nl  tuberculosis 

11 

0 

0 

0 

0 

Results  pending 

-f:  Positive 

— : Negative 

?:  Equivocal 

0:  Not  performed 

84 


TEXAS  MEDICINE 


from  1 to  37  months  after  diagnosis  and  are 
receiving  long-term  antituberculous  chemother- 
apy. 

Discussion:  The  recognition  of  11  cases  of 
tuberculous  lymphadenitis  in  a private  com- 
munity hospital  during  a 41/2  yeaf  period  indi- 
cates that  the  disease  is  more  frequent  than 
many  physicians  realize.  Furthermore,  it  em- 
phasizes the  desirability  of  considering  tuber- 
culosis as  a possible  cause  of  unexplained 
lymphadenopathy. 

That  tuberculous  lymphadenitis  is  a disease 
of  young  children  or  young  adults  is  corrobor- 
ated here.  Of  the  adult  patients  in  this  series, 
70%  were  between  18  and  32  years  of  age 
whereas  all  but  one  of  the  children  were  less 
than  4 years  old.  Previous  authors  have  sug- 
gested that  the  young  represent  a population 
of  low  tuberculin  converters,  and  thus  are  pre- 
disposed to  the  disease. ^’2 

When  symptoms  occur  in  patients  with  tu- 
berculous lymphadenitis,  they  do  so  most  fre- 
quently in  adults. Indeed,  of  the  11  pa- 
tients in  this  series,  the  only  3 with  constitu- 
tional complaints  were  adults. 

Tuberculous  lymphadenitis  has  a predilec- 
tion for  cervical  lymph  nodes  in  adults  and 
submandibular  nodes  in  children. ^ Curiously, 
no  adequate  explanation  for  this  finding  is 
available.  Formerly,  these  areas  were  thought 
to  represent  the  nodes  draining  tonsils  infected 
by  milk  contaminated  with  bovine  tuberculo- 
sis.®’^ Today,  however,  pasteurization  has  es- 
sentially eliminated  milk  as  a source  of  tuber- 
cle bacilli.  While  some  investigators  still  in- 
criminate the  oropharynx  as  the  primary  site 
of  infection,  others  suggest  occult  pulmonary 
and/or  extrapulmonary  lesions  as  initial  areas 


Case  Findings 

4 Increased  markings  in  both  cardiophrenic  angles 

6 Increased  markings  in  both  cardiophrenic  borders 

7 Calcification  of  soft  tissue  of  neck 

8 Infiltrate  in  left  midlung  field  and  stranding  in  right  upper 

lung  field 

9 Calcified  lymph  nodes  in  the  anterior  mediastinum 


3.  Abnormal  findings  of  chest  roentgenograms. 

of  infection  with  subsequent  spread  to  the 
lymph  nodes  of  the  head  and  neck.®-^® 

Patients  with  tuberculous  lymphadenitis 
typically  have  no  associated  diseases,  tubercu- 
lous or  nontuberculous.  However,  concomitant 
tuberculous  lesions  of  the  lungs,  bone,  and 
genitalia  have  been  described.®’^®  The  finding 
in  one  patient  (case  2)  of  axillary  tuberculous 
lymphadenitis  and  an  ipsilateral  adenocarci- 
noma of  the  breast  deserves  special  mention. 
This  association  is  receiving  increasing  empha- 
sis and  stresses  the  danger  of  assuming  that 
adenopathy  accompanying  carcinoma  of  the 
breast  represents  metastatic  disease. 

Therapy  in  patients  with  tuberculous  lympha- 
denitis is  controversial.  Long-term  chemother- 
apy alone  is  successful  in  a high  percentage  of 
cases. Such  management  usually  consists 
of  isoniazid  and  para-aminosalicylic  acid,  but 
proper  chemotherapy  depends  upon  the  results 
of  sensitivity  studies.  Treatment  is  recommend- 
ed for  18-24  months. 

Surgical  intervention  is  favored  when  sinus 
tract  forms  or  abscess  develops. i-®  The  best 
results  are  obtained  by  lymph  node  resection, 
excision  of  the  skin  overlying  the  involved 
nodes,  and  primary  closure  without  drainage.®’^® 


2.  Data  on  11  cases  of  tuberculous  lymphadenopathy. 


Case 

Age 

Sex 

Race 

Site  and  Duration  of  Lymphadenopathy 

Symptoms 

1 

60 

F 

N 

R Submandibular  nodes,  2 yr 

None 

2 

71 

F 

N 

L Axillary  nodes,  2 mo 

Ipsilateral  breast  mass 

3 

2 

F 

C 

L Anterior  cervical  nodes,  5 mo 

None 

4 

32 

M 

N 

R Submandibular  nodes,  2 mo 

Painful  mass  fluctuating  in  size 

5 

IVz 

F 

C 

R Anterior  cervical  nodes,  3 mo 

None 

6 

4 

F 

C 

L Submandibular  nodes,  1 mo 

None 

7 

9 

F 

LA 

R Anterior  cervical  nodes,  3 yr 

None 

3 

18 

M 

N 

R Axillary  nodes,  unknown  duration 

Fever,  weight  loss 

9 

23 

M 

N 

L Parotid  node,  unknown  duration 

None 

10 

25 

M 

LA 

R Anterior  cervical  nodes,  2 mo 

Anorexia,  weight  loss,  fever,  night  sweats 

11 

32 

M 

C 

L Submandibular  nodes,  3 mo 

Anorexia,  fever 
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Some  authors  recommend  preoperative  anti- 
tuberculous chemotherapy  when  tuberculous 
lymphadenitis  is  suspected,  but  many  patients, 
including  all  of  those  in  this  series,  do  well 
without  such  management. 

Perhaps  the  most  important  aspect  in  the 
total  care  of  patients  with  tuberculous  lympha- 
denitis is  appropriate  outpatient  follow-up.  This 
should  include  serial  physical  examinations, 
long-term  chemotherapy  in  accordance  with 
current  tuberculosis  control  standards,  and 
screening  of  contacts  with  chemoprophylaxis  in 
this  group  when  indicated. 

The  community  physician  has  a choice  when 
undertaking  care  of  the  patient  with  tubercu- 
losis. He  may  assume  the  responsibility  himself 
or  refer  the  patient  to  a tuberculosis  hospital 
where  multiphasic  therapeutic  capabilities  are 
available.  Still,  the  initiation  of  such  care  must 
begin  with  the  community  physician.  Without 
his  conviction  that  appropriate  steps  be  taken, 
the  system  fails.  If  a goal  of  modern  medicine 
is  to  eradicate  tuberculosis,  the  community 
physician  must  become  cognizant  of  his  duties 
and  pursue  them  with  devotion. 

Summary:  Eleven  cases  of  tuberculous  lym- 
phadenitis have  been  identified  from  admis- 
sions to  a private  community  hospital  in  Hous- 
ton during  a 41/2  yeaf  period.  None  of  the  pa- 
tients had  known  exposure  to  tuberculosis  or 
documented  previous  or  current  pulmonary  tu- 
berculosis. The  majority  were  young  and  pre- 
sented with  progressive,  nontender  enlarging 
lymph  nodes  in  the  neck  without  systemic 


symptoms  or  signs.  Routine  laboratory  and 
roentgenographic  studies  gave  no  diagnostic 
aid.  In  every  case,  lymph  node  biopsy  revealed 
caseating  necrosis.  Mycobacterium  tuberculosis 
was  cultured  from  four  adult  patients  and  an 
atypical  mycobacterium  from  one  child.  Post- 
hospitalization follow-up,  chemotherapy,  and 
contact  screening  generally  were  incomplete. 
The  importance  of  the  community  physician’s 
role  in  the  treatment  of  such  patients  is 
stressed. 
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4.  Post-hospitalization  care. 


Case 

Outpatient  Reevaluation 

Antituberculous 

Chemotherapy 

Contact 

Screening 

1 

None  since  discharge  12/67 

INH*  X 1 mo 

None 

2 

None  since  discharge  10/66 

INH,  PASt  X 1 mo 

None 

3 

None,  but  seen  14  mo  after  discharge  for 
unrelated  problem 

None 

None 

4 

Rescheduled  but  did  not  return.  Seen  2 mo 
after  discharge  with  unrelated  problem 

INH  X 2 mo 

None 

5 

Serial  follow-up  for  2 mo  but  not  seen 
again  for  4 years 

INH,  PAS  X 2 mo 

None 

6 

Current,  12  mo  after  discharge 

INH,  PAS  current 

Performed 

7 

Current,  6 mo  after  discharge 

INH 

Unknown 

8 

Concluded  21  mo  after  discharge 

Niadox,!  PAS  X 18  mo 

Performed 

9 

Current,  13  mo  after  discharge 

INH,  PAS 

Unknown 

10 

Current,  6 mo  after  discharge 

INH,  PAS,  Streptomycin,  Ethambutal 

Performed 

11 

Current,  2 mo  after  discharge  INH 

‘Isoniazid  tPara-aminosalicylic  acid  fisoniazid  and  pyridoxine 

Unknown 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


• These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  i>art  of  your  daily  requirement. 


Exchange  Substitution  for 
I Bread  and '/;  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 


Exchange  Substitution  for 
f Meat  and  f'/x  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
'/;  Bread  and  Vx  Fat 

Asparagus,  Cream  of 


Exchange  Substitution  for 
V4  Meat  and  Vx  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 

*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  N.J.  08101. 


rtieres  a soup 


for  almost  every  patient  and  diet 
..for  every  meal  ^ . 

and,  it’s  made  by  vCUnpOal 


wrings  the 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomoti)  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  B t132  $ui  le  transit  gastro-inteslinal,  Acta  gastfoant. 

Belg.  21:674-680  (Sept. -Oct.)  1958. 


Warnings:  Lomotil  should  be  used  with 
eautiotj  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 


TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain 
Diphenoxylate  hydrochloride  . . ,2.5  mg 
. (Warning;  may  be  habit-forming) 
Atropine  sulfate 0.025  mg 


Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dieting  drugs.  Recommended  dosages 


^ r T ^ 1 

, 1 J n 1 1 1 

■ 1 1 1 

should  hot  08  exceeded,  and  medication 
should  be  kept  out  of  reach  of  childreR. 
Signs  of  accidental  overdosage  may  in- 
clude severe  respiratory  depression,  flush- 
ing, lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deiiberatp  over- 
dosage. 

Adverse  Reactions:  Side  effects  re- 
ported with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting. 


pruritus,  resttessness,  abdominal  discom- 
fort. headacbe,  angioneurotic  edema, 
giant  urticaria,  tethargiy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  mataise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows; 


Children: 

3-6  mo Vi  tsp.*  t.i.d.  (3  mg.) 

6-12  mo..  Ml  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults; 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


Manufactured  by  SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

for  more  detailed  medical  information  write. 
G,  D.  Searte  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
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Monoclonal  gammopathies 
present  status 


STEPHAN  E.  RITZMANN,  MD 
JERRY  C.  DANIELS,  MD 
MONICA  C.  LAWRENCE,  MD 

Paradoxically,  with  increasing  understanding 
about  monoclonal  gammopathies,  it  has  become 
more  difficult  to  formulate  a unified  concept 
and  to  offer  an  all-inclusive  definition.  A decade 
or  more  ago,  multiple  myeloma  and  macroglob- 
ulinemia  of  Waldenstrom  were  diagnosed  by  the 
identification  of  characteristic  immunoglobulin 
abnormalities  accompanied  by  certain  clinical 
manifestations.  It  is  now  recognized  that  this 
approach  encompassed  only  the  tip  of  the  ice- 
berg. Asymptomatic  and  atypical  monoclonal 
gammopathies  would  not  be  included.  Similarly 
“abnormal"  immunoglobulins  in  children,  in 
association  with  immune  deficiencies,  thymo- 
mas, etc,  must  now  be  considered  as  diagnostic 
possibilities.  Consequently,  the  diagnostic  em- 
phasis has  shifted  from  hematologic  and  histo- 
pathologic features  to  immunochemical  diag- 
nostic criteria.  Presently,  an  M-protein  is  the 
only  common  indicator  in  making  the  diagnoses 
of  any  of  the  various  syndromes  of  monoclonal 
gammopathy.  It  is  challenging  to  find  ourselves 
still  pondering  the  enigmatic  nature  of  mono- 
clonal gammopathies,  more  than  120  years 
after  Sir  Henry  Bence  Jones  first  opened  a Pan- 
dora’s box  that  may  hold  the  key  to  basic  un- 
derstanding of  the  immunologic  controls  of  life 
itself. 


Supported  in  part  by  NAS  #9-11088;  a grant  (RR-73) 
from  the  General  Research  Centers  Program  of  the 
Division  of  Research  Resources,  NIH;  DREW  IPOl  Al 
09278-01;  DREW  5P01  RE  10893-03;  and  a training 
grant  from  the  Southern  Medical  Association. 
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THE  HUMAN  IMMUNE  SYSTEM  is  comprised 
of  two  components,  cellular  and  humoral.  Cellu- 
lar immunity  is  mediated  primarily  by  small 
lymphocytes.  It  is  associated  with  protection 
against  certain  infections;  transplantation  im- 
munity, delayed  hypersensitivity,  and  surveil- 
lance against  neoplastic  transformation.  Hu- 
moral immunity  is  provided  by  immunoglobu- 
lins elaborated  by  plasma  cells,  and  represents 
the  major  defense  against  the  exogenous  anti- 
gens of  bacterial  and  viral  infections.  Plasma- 
cytic  clonal  proliferation,  beyond  the  qualitative 
and  quantitative  confines  of  physiologic  regula- 
tory mechanisms,  results  in  the  emergence  of 
clinical  syndromes  of  a broad  spectrum,  the 
monoclonal  gammopathies.  This  brief  survey 
will  review  the  background,  immunochemical 
aspects,  clinical  manifestations,  diagnosis,  and 
management  of  the  monoclonal  gammopathies, 
with  particular  emphasis  upon  basic  conceptual 
changes  which  have  characterized  this  field 
during  the  past  decade. 

Historical  Background:  Multiple  myeloma  was 
first  reported  in  1846S  in  a tradesman  com- 
plaining of  lassitude  and  weakness  of  13 
months’  duration,  and  suffering  from  soft 
bones.  His  urine  contained  large  quantities  of 
“animal  matter,”  the  peculiar  characteristics  of 
which  were  described  by  Dr.  Henry  Bence  Jones 
as  an  unusual  protein  or  “modified  albumin.”^® 
This  was  the  first  report  of  an  “abnormal”  im- 
munoglobulin in  a patient  with  myeloma. 

In  1889,  Kahler^  described  four  cardinal  fea- 
tures of  multiple  myeloma:  (1)  bone  pain,  (2) 
fragility  and  deformity  of  bones,  (3)  Bence 
Jones  protein,  and  (4)  cachexia.  The  now  well- 
established  association  of  plasma  cell  prolifera- 
tion within  the  bone  marrow  in  this  disease  was 
reported  by  Wright^  in  1900. 

In  1944,  Waldenstrom^  described  another 
entity  within  the  group  of  “malignant”  plasma 
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Serum  Electrophoresis 


1.  Normal  serum  electrophoresis  pattern 
indicating  the  migration  ranges  and  relative 
concentrations  of  IgG,  IgA,  IgM,  IgD,  and  IgE. 


2.  Diagrammatic  presentation  of  the  basic  structure 
of  IgG,  IgA,  IgM,  IgD,  and  IgE. 
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cell  disorders.  This  disease  is  characterized  by: 
(1)  discrete  lymphadenopathy  and  splenomeg- 
aly, (2)  absence  of  bone  pain  and  osteolytic  le- 
sions, (3)  proliferation  of  plasma  cells  in  the 
bone  marrow,  and  (4)  large  amounts  of  macro- 
globulins in  the  serum;  hence  the  term,  “mac- 
roglobulinemia  of  Waldenstrom.”  About  20 
years  later,  Franklin®  described  another  group 
of  malignant  plasma  cell  disorders,  the  heavy- 
chain  diseases  (Franklin’s  disease).  All  of  these 
are  characterized  by  the  elaboration  of  “abnor- 
mal” immunoglobulins. 

The  Immunoglobulins:  Plasma  cells  are  known 
to  produce  at  least  five  classes  of  normal  im- 
munoglobulins.® Fig  1 depicts  the  electrophor- 
etic mobility  and  relative  concentrations  of  the 
yG-globulins  (IgG),  yA-globulins  (IgA),  yM- 
globulins  (IgM),  yD-globulins  (IgD),  and  yE- 
globulins  (IgE). 

Each  antibody  class  possesses  specific  anti- 
body functions:  IgG  contains  most  antibacterial, 
antiviral,  and  antitoxic  antibodies;  IgA  provides 
a variety  of  serum  antibodies  and  an  antibody 
paint  of  the  mucous  membrane  surfaces;  IgM 
includes  the  anti-AB-blood  group  antibodies  and 
most  antibodies  against  gram-negative  micro- 
organisms; IgE  is  responsible  for  skin-sensitiz- 
ing Prausnitz-Kustner  antibody  activity  and  ana- 
phylaxis. The  role  of  IgD  is  uncertain.  In  the 
monoclonal  gammopathies,  the  normal  immuno- 
globulins are  often  decreased. 

The  structures  of  immunoglobulins'^  are  de- 
picted in  Fig  2.  The  basic  structure  consists  of 
four  polypeptide  chains,  two  light  chains  and 
two  heavy  chains,  linked  by  disulfide  bonds. 
Light  chains  are  common  to  all  immunoglobu- 
lins and  are  either  type  K (K-chains)  or  type  L 
(A-chains).  Normally,  light  and  heavy  chains 
are  produced  within  single  plasma  cells,  and 
are  assembled  intracellularly  into  a complete 
immunoglobulin.  Pathologically,  however,  light 
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chains  of  either  type  K or  type  L may  be  pro- 
duced in  excess.  These  free  light  chains  are 
identical  with  Bence  Jones  proteins.  Under  ex- 
treme conditions,  myeloma  cells  may  produce 
only  free  light  chains  or  Bence  Jones  proteins. 
This  situation  is  referred  to  as  light-chain  dis- 
ease. 

Heavy  chains  are  unique  for  each  class  of 
immunoglobulins  as  indicated  by  the  different 
bars  in  Fig  2.  They  are  termed  the  y-,  /a-,  S-, 

and  e-chains.  Pathologically,  heavy  chains  may 
be  produced  in  excess.  These  free  heavy  chains 
are  found  in  the  heavy-chain  diseases. 

The  Monoclonal  Gammopathies:  “Abnormal” 
immunoglobulins  were  termed  “paraproteins” 
30  years  ago.®  Subsequently,  Riva®  suggested 
the  term  “M-protein,”  because  of  their  frequent 
association  with  myeloma,  macroglobulinernia, 
and  certain  malignant  lymphomas.  More  re- 
cently, the  term  “monoclonal  gammopathy” 
was  introduced  by  Waldenstromi'’-^^  as  more 
comprehensive  for  “abnormal”  immunoglobu- 
lins and  their  associated  clinical  conditions. 
This  latter  term  is  now  in  general  use  although 
numerous  other  designations  have  been  pro- 
posed.® In  contrast  to  normal  immunoglobulins, 
which  are  a heterogeneous  mixture,  M-proteins 
are  the  product  of  one  specific  clone,  or  colony, 
of  proliferating  plasma  cells.  This  clone  and  its 
immunoglobulin  product  are  absolutely  homo- 
geneous and  pure,  ie,  monoclonal.  On  serum 
protein  electrophoresis,  M-proteins  impress  as 
spikes  (Fig  3,  top  panel). 

Our  experience  at  The  University  of  Texas 
Medical  Branch  is  based  upon  more  than  500 
cases  of  monoclonal  gammopathies,  diagnosed 
between  1962  and  1970.  Fig  4 summarizes  this 
experience.  IgG-monoclonal  gammopathies, 
with  or  without  additional  Bence  Jones  proteins, 
constitute  60%  of  all  cases  of  monoclonal 
gammopathies.  IgA-monoclonal  gammopathies 
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i.  Diagram  of  the  immunoelectrophoretic  (center 
panel)  and  ultracentrifugal  (bottom  panel), 
characteristics  of  M-proteins  on  electrophoresis  (top 
panel).  The  detection  of  an  M-protein  on  serum 
or  urine  electrophoresis  necessitates  further  characteriza- 
tion by  immunoelectrophoresis  and,  occasionally, 
by  analytical  ultracentrifugation.  Immuno- 
electrophoretically,  M-proteins  resulting  from  IgG, 
are  indicated  by  an  enlarged  and  scooped  IgG  precipitin 
line  and  a second  precipitin  line  at  the  concave  aspect 
(center  panel,  IgG -MG).  In  the  ultracentrifugal, 

IgG  monoclonal  gammopathy  is  characterized 
by  an  increased  7S  component. 

4.  Cases  of  monoclonal  gammopathies  diagnosed  at 
The  University  of  Texas  Medical  Branch  between 
1962  and  1970.  MG:  Monoclonal  gammopathy. 

BG:  Biclonal  gammopathy.  BJ:  Bence  Jones  protein. 

CASES  OF  MONOCLONAL  GAMMOPATHY 

at 

The  University  of  Texas  Medical  Branch 
Galveston,  Texas  From;  1962  to  1970 


Ig-Categor ies 

No . 

Total  No. 

7. 

1. 

IgG  - MC. 

IgG  - MC.  -t-  B.J. 

267 

40 

307 

60.0 

2. 

IgA  - MC. 

IgA  - MC.  + B.J. 

58 

22 

80 

15.6 

3. 

IgM  - MC. 

IgM  - MC.  B.J. 

7i 

5 

76 

14.8 

4. 

B.J.  - Mu. 

46 

46 

9.0 

5, 

IgD  - MG. 

IgD  - Mu.  -t-  B.J. 

1 

1 

2 

0.4 

b . 

IgC  + IgM  - B.G. 

1 

1 

0.2 

TOTAL: 

512 

512 

100.0 
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account  for  16%,  and  IgM-monoclonal  gammo- 
pathies  (macroglobulinemia  of  Waldenstrom) 
for  15%.  The  relative  frequency  of  these  mono- 
clonal gammopathies  approximates  the  relative 
concentration  of  these  normal  immunoglobulin 
classes.  Light-chain  disease,  in  which  Bence 
Jones  proteins  are  the  only  abnormal  immuno- 
globulins (Bence  Jones  monoclonal  gammo- 
pathies), is  present  in  at  least  9%.  IgD-mono- 
clonal  gammopathies  are  represented  by  only  2 
cases  in  our  series.  Biclonal  gammopathies,  the 
simultaneous  occurrence  of  two  different  M- 
proteins,  were  found  only  once,  and  included 
IgG  and  IgM.  As  yet,  we  have  not  encountered 
heavy-chain  diseases  or  IgE-myeloma.  Approxi- 
mately 25  cases  of  heavy-chain  diseases  have 
been  reported  and  only  2 cases  of  IgE  myeloma 
have  been  recognized  (one  in  Sweden  and  the 
other  in  the  United  States). 

A correlation  between  these  immunochemical 
classes  of  monoclonal  gammopathies  and  their 
clinical  counterparts  has  been  established.  This 
correlation  has  led  to  the  recognition  that  only 
two-thirds  of  patients  with  monoclonal  gammo- 
pathies are  symptomatic,  suffering  from  the 
classical  clinical  manifestations  of  multiple  my- 
eloma or  macroglobulinemia  of  Waldenstrom. 

Specifically,  only  two-thirds  of  patients  with 
IgG-,  IgA-,  IgD-,  and  Bence  Jones  monoclonal 
gammopathies  experience  the  classical  mani- 
festations of  myeloma^^;  ^one  pain,  pathologi- 
cal fractures,  and  infiltration  of  bone  marrow  by 
large  numbers  of  plasma  cells.  Only  two-thirds 
of  patients  with  IgM-monoclonal  gammopathy 
are  symptomatic,  suffering  from  the  classical 
manifestations  of  macroglobulinemia^®:  discrete 
lymphadenopathy,  splenomegaly,  and  infiltra- 
tion of  bone  marrow  by  plasma  cells.  Patients 
with  symptomatic  heavy-chain  diseases  present 
with  unique  malignant-lymphoma-like  pictures. 

Patients  with  monoclonal  gammopathies  dis- 


playing these  clinical  manifestations  have  what 
might  be  termed  classical  monoclonal  gammo- 
pathy. They  usually  have  large  amounts  of  M- 
protein  in  their  sera  (ie,  >3.0  gm/100  ml) 
and  marked  bone  marrow  plasmacytosis;  the 
diseases  progress  relentlessly,  and  treatment 
may  provide  impressive  palliation.  The  remain- 
ing one-third  of  these  patients  are  asympto- 
matic and  are  either  apparently  healthy  or  pre- 
sent with  disorders  not  directly  related  to  plas- 
ma cell  diseases.  Patients  with  asymptomatic 
monoclonal  gammopathy  usually  exhibit  low  M- 
protein  concentrations,  slight  bone  marrow  plas- 
macytosis, and  usually  do  not  require  treat- 
ment.^^ 

Complications  of  Monoclonal  Gammopathies: 

Patients  suffering  from  symptomatic  monoclon- 
al gammopathy  often  display  a bewildering  ar- 
ray of  clinical  manifestations,  which  may  ob- 
fuscate the  diagnosis.  A few  examples  of  such 
complications  will  be  outlined.  Such  patients 
experience  an  unusually  high  incidence  of  bac- 
terial infections,  presumably  due  to  the  marked 
suppression  of  “normal”  immunoglobulins.  Ad- 
ministration of  appropriate  antibiotics  and,  in 
selected  cases,  y-globulin  substitution,  are  indi- 
cated.A large  percentage  of  patients  with 
monoclonal  gammopathy  develops  epithelial 
malignancies.®  Such  malignancies  occurred  in 
25%  of  our  cases  with  macroglobulinemia  Wal- 
denstrom. In  many  instances,  multiple  malig- 
nancies developed,  such  as  multiple  basal  cell 
and  squamous  cell  carcinomas.  Although  it  is 
tempting  to  suggest  that  the  emergency  of  ma- 
lignancies in  these  patients  is  due  to  the  defi- 
ciency of  normal  immunoglobulins,  the  devel- 
opment of  monoclonal  gammopathy  in  response 
to  epithelial  malignancies  cannot  be  excluded; 
or  the  same  unknown  defect  allowing  neoplastic 
emergence  may  also  have  allowed  the  develop- 
ment of  an  abnormal  plasma  cell  clone.  The 
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5.  Synopsis  of  effects  of  long-term  plasmapheresis  upon 
relative  serum  viscosity  at  37°  C and  leukocytes 
in  a 60-year-old  man  with  IgM  monclonal  gammopathy 
(macroglobulinemia  of  Waldenstrom)  and  severe 
serum  hyperviscosity  syndrome.  This  was 
manifested  by  weakness,  fatigue,  dizziness,  numb- 
ness of  toes,  anterior  chest  pain,  exacerbated  by 
exertion  and  intolerance  to  cold  (ie,  cryopathy) 
severe  epistaxis  and  syncopal  attacks.  The 
relative  serum  viscosity  (-q  rel)  at  37°  C was  more 
than  20,  above  the  critical  levels  of  approximately  5. 

At  40°  C,  the  serum  gelled  (ie,  cryogelglobulin- 
emia).  Vigorous  plasmapheresis  was  .started 
in  September  1963.  After  plasmapheresis  with  14 
units  (ie,  removal  of  4,200  ml  of  plasma) 
in  one  month,  he  was  discharged.  Two  months 
later,  cold  weather  precipitated  the  onset  of 


dizziness,  malaise,  melena,  epistaxis  and  visual 
blurring.  Transfusions  and  plasmapheresis  numerous 
times  induced  clinical  remissions.  Since 
January  1964,  plasmapheresis  has  been  performed 
more  than  600  times.  The  patient  ivas  monitored  by 
observation  of  his  clinical  status  and  by  periodic 
serum  viscosity  determinations.  He  had  been 
maintained  almost  free  of  symptoms  by  regular 
plasmapheresis  on  a paramedical  basis  and  long-term 
treatment  with  chlorambucil,  2 mg/day,  until 
recently,  when  intractable  congestive  heart  failure 
developed.  At  autopsy,  amyloidosis  was  found. 
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6.  Effect  of  long-term  chlorambucil  treatment 
upon  serum  concentration  of  M-protein  in  patients 
with  IgM  monoclonal  gammopathy  (macroglobulinemia 
of  Waldenstrom)  over  a treatment  period  of  one 
year,  the  M-protein  (top  panel)  decreased  and 
eventually  disappeared  (bottom  panel).  The  patient’s 
general  condition  improved. 


abnormal  immunoglobulins  may  gel  upon  cool- 
ing. Such  cryoglobulins^®  often  lead  to  the 
serum  hyperviscosity  syndrome.^'^  Its  manifes- 
tations, aggravated  by  cold,  include  dizziness, 
mucous  membrane  bleeding,  Meniere’s  syn- 
drome, seizures,  and  coma.  Plasmapheresis, 
the  immediate  treatment  of  choice  for  this  con- 
dition, is  aimed  at  reducing  and  maintaining  the 
serum  viscosity  below  critical  levels. Fig  5 
illustrates  the  course  of  a patient  with  macro- 
globulinemia, who  experienced  life-threatening 
manifestations  of  hyperviscosity.  Plasmaphere- 
sis was  begun  eight  years  ago  and  more  than 
600  plasmaphereses  have  been  performed 
since  then.  Two  hundred  liters  of  plasma  and 
15  kg  of  “abnormal”  IgM  have  been  removed. 
The  patient  remained  well  until  recently,  when 
he  developed  intractable  heart  failure.  At  au- 
topsy, he  was  found  to  have  amyloidosis,  an- 
other frequent  complication  of  monoclonal 
gammopathies.i® 

Management  of  Monoclonal  Gammopathies: 

The  management  of  monoclonal  gammopathies 
is  presently  encouraging.^®’^!  Fig  6 shows  the 
effect  of  chemotherapy  in  a patient  with  IgM- 
monoclonal  gammopathy.  The  prominent  M- 
protein  at  the  beginning  of  chemotherapy  (top) 
with  Melphalan,  an  alkylating  agent,  disap- 
peared after  one  year  (bottom).  The  patient’s 
clinical  condition  also  improved.  Such  experi- 
ence indicates  the  value  of  aggressive  manage- 
ment of  symptomatic  monoclonal  gammo- 
pathies. 

In  general,  M-proteins  do  not  regress  spon- 
taneously. Occasionally,  however,  M-proteins 
disappear  coincident  with  the  removal  of  tu- 
mors, cure  of  infections,  or  the  development  of 
hepatitis.22-24  This  is  exemplified  by  a 65-year- 
old  patient  who  developed  severe  hyperviscosity 
syndrome  and  bleeding  requiring  numerous 
blood  transfusions.  He  displayed  the  typical 
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chromosomal  abnormality  of  monoclonal  gam- 
mopathies,25  consisting  of  an  extra  AB-size 
chromosome,  and  no.  12  monosomy  (Fig  7). 
After  vigorous  plasmapheresis,  the  patient  im- 
proved. A few  months  later,  he  experienced  a 
severe  episode  of  Australia-antigen  positive 
serum  hepatitis.  When  evaluated  six  months 
later,  there  was  no  evidence  of  monoclonal 
gammopathy  and  the  patient  felt  well.  The  M- 
protein  had  disappeared,  and  the  bone  marrow 
and  the  chromosomal  pattern  had  returned  to 
normal.  Three  years  later,  he  continued  to  be 
clinically  well  and  exhibited  none  of  the  stig- 
mata of  a monoclonal  gammopathy.  It  is  tempt- 
ing to  implicate  the  hepatitis  in  the  induction 
of  remission  in  this  case,  although  the  actual 
mechanism  is  unknown. 

Incidence  of  Monoclonal  Gammopathies:  The  in- 
cidence of  monoclonal  gammopathies  increases 
with  age.^^’^i  The  peak  incidence  occurs  during 
the  seventh  decade  of  life.  The  occurrence  of 
monoclonal  gammopathies  is  infrequent  below 
the  age  of  30,  but  recently,  M-proteins  have 
been  described  even  in  children  and  infants.^e-^s 
They  have  been  observed  in  children  with  im- 
mune deficiencies,29,3o  jn  infants  following  fetal 
thymic  allotransplantation,3i’32  and  most  recent- 
ly, in  a child  with  ataxia-telangiectasia.^^ 

M-proteins  have  been  identified  in  many  rel- 
atives of  monoclonal  gammopathy  patients,®’-^* 
and  there  is  now  good  evidence  for  the  exist- 
ence of  a familial  monoclonal  gammopathy.^^-^e 
Osserman  has  suggested  that  chronic  antigenic 
stimulation  in  patients  with  a predisposing  ge- 
netic background  may  result  in  the  emergence 
of  monoclonal  gammopathies.®® 

The  frequency  with  which  monoclonal  gam- 
mopathies occur  has  undoubtedly  been  previ- 
ously underestimated.  In  our  own  institution, 
two  to  three  cases  of  monoclonal  gammopathy 
are  now  being  diagnosed  per  week,  ie,  a fre- 


quency exceeding  that  of  chronic  lymphocytic 
leukemia,  systemic  lupus  erythematosus,  and 
Hodgkins’  disease  combined.  Monoclonal  gam- 
mopathy is  clearly  not  an  uncommon  disorder. 
The  absolute  incidence  of  monoclonal  gammo- 
pathy is  unknown.  However,  Swedish,  French, 
and  US  data^®-^®  justify  cautious  deductions.  If 
extrapolated,  these  data  would  suggest  that  at 
least  5,000  cases  of  monoclonal  gammopathies 
exist  in  Texas. 

Diagnosis  of  Monoclonal  Gammopathies:  The 
diagnosis  of  monoclonal  gammopathies  Is  a 
matter  of  practical  importance.  Although  classi- 
cal monoclonal  gammopathy  may  be  suspected 
clinically,  its  diagnosis  is  supported  by  evidence 
of  proliferating  plasma  cells  in  bone  marrow 
preparations  (Fig  8)  or  biopsy  of  lymphoid  or- 
gans. The  asymptomatic  forms  are  not  suspect- 
ed clinically. 

The  marrow  reveals  prominent  proliferation 
of  plasma  cells,  often  displaying  marked  hetero- 
geneity. These  cells  may  be  classical  plasma 
cells  (Fig  8),  flamed  plasma  cells,^®  or  plasma 
blasts.  In  others,  lymphoid-plasma  cells  pre- 
dominate. The  latter  cell  type  is  especially 
prominent  in  macroglobulinemia  of  Walden- 
strom.i®  In  some  patients,  the  peripheral  blood 
and  marrow  picture  may  suggest  chronic  lym- 
phocytic leukemia  in  patients  with  IgG  multiple 
myeloma,  and,  conversely,  may  suggest  the 
presence  of  multiple  myeloma  in  patients  with 
IgM  macroglobulinemia. 

Several  points  are  now  apparent.  First,  a di- 
agnosis of  multiple  myeloma  cannot  be  made 
on  cytopathologic  grounds  alone,  since  macro- 
globulinemia of  Waldenstrom  and  other  mono- 
clonal gammopathies  may  display  similar  or 
identical  plasma  cells.  Second,  the  cherished 
concept  of  the  "myeloma  plasma  cell”^^  must 
be  abolished.  The  so-called  myeloma  cell  can- 
not always  be  distinguished  with  certainty  from 
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reactive  plasma  cells, or  even  from  lympho- 
cytes. Third,  numerous  instances  of  asympto- 
matic monoclonal  gammopathy,  with  small 
numbers  of  plasma  cells  in  the  marrow,  often 
are  not  detected  by  the  hematologist  or  surgical 
pathologist  unless  serum  immunoglobulins  are 
routinely  examined. 

Histopathologic  criteria  likewise  may  be  in- 
conclusive. In  most  monoclonal  gammopathies, 
but  particularly  in  macroglobulinemia  of  Wal- 
denstrom and  heavy-chain  diseases,  lymphoid 

7.  Aberrant  chromosomal  pattern  in  patient  with 
monoclonal  gammopathy  consisting  of  a super- 
numerary chromosome  in  the  AB  size  range 
and  abnormalities  in  pair  12  chromosomes  of  group  C 


organs  often  are  infiltrated  by  immunoglobulin- 
producing  plasma  cells.  Biopsies  of  spleen  or 
lymph  nodes  may  exhibit  a lymphosarcoma-like 
picture.  Indeed,  most  instances  of  macroglobu- 
linemia of  Waldenstrom  are  diagnosed  histo- 
logically as  lymphosarcoma.  This  reflects  the 
essentiality  of  including  serum  protein  electro- 
phoresis in  the  diagnostic  screening  of  patients. 

Immunochemical  analysis  is  now  the  method 
of  choice.®  Its  principles  are  depicted  in  Fig  3. 
Only  1 to  2 ml  of  serum  or  urine  are  required. 

(monosomy,  trisomy,  etc).  The  morphological  ap- 
pearance of  these  abnormal  chromosomes  is 
similar  in  patients  with  IgG,-  IgA,-  and  IgM-monoclonal 
gammopathies. 
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8.  Bone  marrow  smear  from  patient  with  symptomatic 
IgG  monoclonal  gammopathy  (ie,  IgG-multiple 
myeloma)  exhibiting  classical  plasma  cell.  a.  Light 
microscopy,  1,000  X.  Plasma  cells  of  8-Wjx  cellular 
diameter  characterized  by  eccentric  dense  nuclei 
and  perinuclear  clear  zones  (Golgi  apparatus), 
b.  Electronmicroscopy,  5,000  X.  Plasma  cells  are 
characterized  by  lamellar  endoscopic  reticulum  (ER) 
which  is  the  site  of  light  and  heavy  chain  synthesis. 
Subsequently,  these  are  assembled  to  form  complete 
immunoglobulin  molecules.  Normally,  light  and 
heavy  chains  are  produced  synchronously,  ie,  in  a 
ratio  of  1:1.  In  plasma  cells  from  patients  with 
monoclonal  gammopathies,  light  and  heavy  chains  may 
be  produced  asynchronously,  ie,  in  a ratio  > 1:1  or 
< 1:1.  The  former  situation  results  in  the  production 
of  free  light  chains  (ie,  Bence  Jones  proteins), 
whereas,  the  latter  mode  leads  to  the  formation  of 
free  heavy  chains  (ie,  heavy-chain  diseases). 


* 
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On  electrophoresis  (top  panel),  M-proteins  ap- 
pear as  spikes,  anywhere  within  the  migration 
range  of  immunoglobulins.  Since  immunoglob- 
ulins overlap  in  these  regions,  electrophoresis 
does  not  permit  precise  identification  of  the 
various  immunoglobulins  constituting  M-pro- 
teins, but  immunoelectrophoresis  (lEP)  does. 
lEP  (center  panel)  is  the  method  of  choice  for 
the  precise  characterization  of  M-proteins.  By 
virtue  of  characteristic  abnormal  precipitin 
lines,  with  the  use  of  appropriate  antisera,  the 
diagnosis  of  IgG-,  IgA-,  IgM-,  IgD-,  IgE-,  light- 
chain  (ie,  Bence  Jones)  monoclonal  gammo- 
pathies  and  heavy-chain  diseases  can  be  estab- 
lished in  almost  all  instances.  For  instance,  the 
occurrence  of  a scooped  IgG  precipitin  line, 
with  a second  line  at  the  concave  aspect  is 
diagnostic  of  a monoclonal  IgG-myeloma-like 
protein.  This  carries  the  same  diagnostic  sig- 
nificance for  monoclonal  gammopathy  as  do 
histological  criteria  from  biopsy  specimens  for 
the  diagnosis  of  adenocarcinoma.  Obviously, 
the  amenability  of  many  patients  with  mono- 
clonal gammopathies  to  appropriate  therapy 
necessitates  precise  diagnosis  and  differential 
diagnosis. 

Acknowledgement:  We  acknowledge  the  secretarial  as- 
sistance of  Mrs.  Helen  Mueller  and  the  services  of  Mr. 
Edmond  Stephenson  and  Mr.  Lewis  Milutin,  Medical 
Communications  Department,  Shriners  Burns  Institute, 
The  University  of  Texas  Medical  Branch,  Galveston. 

REFERENCES 

1.  Dalrymple  J:  On  the  microscopical  character  of  mollities 
ossium.  Dublin  J Med  Sci  2:85,  1846. 

2.  Kahler  O:  Zur  Symptomatologie  des  multiplen  Myeloms; 
Beobachtung  von  Albumosurie.  Prag  Med  Wchnsch  14:33,  1889. 

3.  Wright  IH:  Trans  Assoc  Am  Phys  15:137,  1900. 

4.  Waldenstrom  J:  Incipient  myelomatosis  or  "essential” 
hyperglobulinemia  with  fibrinogenopenia — new  syndrome?  Acta 
med  Scandinav  117:261-247,  1944. 

5.  Franklin  EC,  Lowenstein  J,  Bigelow  B,  et  al:  Heavy  chain 
disease — a new  disorder  of  serum  gammaglobulins:  report  of 
the  first  case.  Amer  J Med  37:332-350,  1964. 

6.  Ritzmann  SE,  Levin  WC:  Polyclonal  and  Monoclonal  Gam- 
mopathies in  Lab  Synopsis,  vol  2,  2nd  revised  ed,  Woodbury, 
NY,  Behring  Diagnostics,  Inc.,  1969,  pp  9-54. 

7.  Osserman  EF,  Fahey  JL:  Plasma  cell  dyscrasias:  current 


clinical  and  biochemical  concepts.  Amer  J Med  44:256,  1968. 

8.  Apitz  K:  Die  Paraproteinosen  Uber  die  Storung  des  Eiweis 
Sstoffwechsels  bei  Plasmocytom.  Virchows  Arch  f path  Anat 
305:631-699,  1940. 

9.  Riva  G:  Das  Serumeiweissbild,  Hans  Huber,  Bern/Stutt- 
gart, 631,  1957. 

10.  Waldenstrom  J:  Studies  on  conditions  associated  with 
disturbed  gamma  globulin  formation  (gammopathies).  Harvey 
Lect  56:211-231,  1961. 

11.  Waldenstrom  J:  Monoclonal  and  polyclonal  gammopath- 
ies and  the  biological  system  of  gamma  globulins.  Progr 
Allerg  6:320-348,  1962. 

12.  Waldenstrom  J:  Diagnosis  and  Treatment  of  Multiple 
Myeloma.  New  York  and  London,  Grune  & Stratton,  1970. 

13.  Ritzmann  SE,  Daniels  JC,  Levin  WC:  Paralymphomatous 
Disease:  The  Syndrome  of  Macroglobulinemia.  In:  Leukemia- 
lymphoma:  A collection  of  papers  presented  at  the  14th  Annual 
Clinical  Conference  on  Cancer,  1969,  at  The  University  of 
Texas  M.  D.  Anderson  Hospital  & Tumor  Institute  at  Houston. 
Chicago,  Year  Book  Medical  PubI,  Inc.,  1970,  pp  169-222. 

14.  Waldenstrom  J:  The  occurrence  of  benign,  essential 
monoclonal  (M  type)  non-macromolecular  hyperglobulinemia 
and  its  differential  diagnosis.  IV.  Studies  in  the  gammopathies. 
Acta  Med  Scand  176:345-365,  1964. 

15.  Fahey  JL,  Scoggins  R,  Utz  JP,  et  al:  Infection,  antibody 
response  and  gamma  globulin  components  in  multiple  mye- 
loma and  macroglobulinemia.  Amer  J Med  35:698-707,  1963. 

16.  Ritzmann  SE,  Levin  WC:  Cryopathies:  A review  classi- 
fication; diagnostic  and  therapeutic  considerations.  Arch  Intern 
Med  107:754-772,  1961. 

17.  Fahey  JL,  Barth  WF,  Solomon  A:  Serum  hyperviscosity 
syndrome.  JAMA  192:464-467,  1965. 

18.  Solomon  A,  Fahey  JL:  Plasmapheresis  therapy  in  macro- 
globulinemia. Ann  Intern  Med  58:789-800,  1963. 

19.  Osserman  EF,  Takatsuki  K,  Talal  N:  The  Pathogenesis  of 
"Amyloidosis.”  Studies  of  the  Role  of  Abnormal  Gamma  Glob- 
ulins and  Gamma  Globulin  Fragments  of  the  Bence  Jones 
(L-Polypeptide)  Type  in  the  Pathogenesis  of  "Primary"  and 
"Secondary  Amyloidosis,"  and  the  "Amyloidosis”  Associated 
with  Plasma  Cell  Myeloma.  New  York,  Grune  & Stratton, 
1:3-86,  1964. 

20.  Alexanian  R:  Multiple  Myeloma:  A nine  year  experience 
with  melphalan  therapy  at  the  M.  D.  Anderson  Hospital.  In: 
Leukemia-Lymphomas.  A collection  of  papers  presented  at 
the  14th  Annual  Clinical  Conference  on  Cancer,  1969,  at  the 
M.  D.  Anderson  Hospital  & Tumor  Institute  at  Houston.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc.,  1970,  pp  305-316. 

21.  Cass  RM,  Anderson  BR,  Vaughan  JH:  Waldenstrom’s 
macroglobulinemia  with  increased  serum  IgG  levels  treated 
with  low  doses  of  cyclophosphamide.  Ann  Intern  Med  71: 
971-977,  1969. 

22.  London  RE:  Multiple  myeloma:  report  of  a case  showing 
unusual  remission  lasting  2 years  following  severe  hepatitis. 
Ann  Intern  Med  43:191-201,  1955. 

23.  Nutter  DO,  Kramer  NC:  Macrocryogelglobulinemia.  Re- 
port of  a case,  with  unusual  spontaneous  recovery.  Amer  J 
Med  38:462-469,  1965. 

24.  Ritzmann  SE,  Wolf  RE,  Riedel  LO,  et  al:  "Spontaneous” 
remission  in  macroglobulinemia  (Waldenstrom)  coincident  with 
serum  hepatitis.  Report  of  case  and  review  of  literature.  Un- 
published data. 

25.  Houston  EW,  Ritzmann  SE,  Levin  WC:  Chromosomal 
aberrations  common  to  three  types  of  monoclonal  gammo- 
pathies. Blood  29:214-232,  1967. 

26.  Stoop  JW,  Ballieux  RE,  Weyers  HA:  Paraproteinemia 


100 


TEXAS  MEDICINE 


with  secondary  immune  globulin  deficiency  in  an  infant. 
Pediatrics  29:97-104,  1962. 

27.  Hochwald  GM,  Thorbecke  GJ:  Occurrence  of  myeloma- 
like gamma-globulin  in  C.S.F.  of  a four-month  old  infant  with 
hydrocephalus.  Pediatrics  33:435-440,  1964. 

28.  Stoop  JW,  Zegers  BJM,  van  der  Heiden  C,  et  al;  Mono- 
clonal gammopathy  in  a child  with  leukemia.  Blood  32:774- 
786,  1968. 

29.  Dalioz  JC,  Castaing  N,  Nezelof  C,  et  al:  Paraproteinemie 
transitoire  de  type  gamma.  Observation  chez  un  nourisson 
attaint  du  syndrome  d’Aldrich.  Presse  Med  73:1541-1546,  1965. 

30.  Schaller  J,  Davis  SD,  Ching  YC,  et  al:  Hypergamma- 
globulinaemia,  antibody  deficiency,  autoimmune  haemolytic 
anaemia  and  nephritis  in  an  infant  with  familial  lymphopenic 
immune  defect.  Lancet  2:825-829,  1966. 

31.  Harboe  M,  Pande  H,  Brandtzaeg  P,  et  al:  Synthesis  of 
donor  type  gamma-G-globulin  following  thymus  transplanta- 
tion in  hypo-gamma-globulinaemia  with  severe  lymphocyto- 
penia. Scand  J Haemat  3:351-374,  1966. 

32.  de  Koenig  J,  van  Bekkum  DW,  Dicke  KA,  et  al:  Trans- 
plantation of  bone-marrow  cells  and  fetal  thymus  in  infant 
with  lymphopenic  immunological  deficiency.  Lancet  1:1223- 
1227,  1969. 

33.  Cawley  LP,  Schenken  JR:  Monoclonal  hypergammaglob- 
ulinemia of  the  gamma-M-type  in  a nine-year-old  girl  with 
ataxia-telangiectasia.  Amer  J Clin  Path  54:790-801,  1970. 

34.  Massari  K,  Fine  JM,  Metais  R:  Waldenstrom’s  macro- 
globulinaemia  observed  in  two  brothers.  Nature  196:176-178, 

1962. 

35.  Axelsson  U,  Hallen  J:  Familial  occurrence  of  pathologi- 
cal serum-proteins  of  different  gamma-globulin  groups.  Lancet 
2:369-370,  1965. 

36.  Seligmann  M:  A genetic  predisposition  to  Waldenstrom’s 
macroglobulinaemia.  Acta  Med  Scand  (SuppI)  441-446;  140-146, 
1965. 

37.  Seligmann  M,  Danon  F,  Mihaesco  C:  Family  studies  in 
Waldenstrom’s  macroglobulinaemia.  Scand  J Haematol,  Series 
Haematol,  4:50,  1965. 

38.  Seligmann  M,  Danon  F,  Mihaesco  C,  et  al:  Immuno- 
globulin abnormalities  in  families  of  patients  with  Walden- 
strom’s macroglobulinemia.  Amer  J Med  43:66-83,  1967. 

39.  Osserman  EF,  Takatsuki  K:  Considerations  regarding  the 
pathogenesis  of  the  plasmacytic  dyscrasias.  Series  Haemato- 
logica  4:28-49,  1965. 

40.  Hallan  J:  Frequency  of  "abnormal”  serum  globulins 
(M-components)  in  the  aged.  Acta  Med  Scand  176:737-744, 

1963. 

41.  Axelsson  U,  Bachmann  R,  and  Hallen  J:  Frequency  of 
pathological  proteins  (M-components)  in  6,995  sera  from  adult 
population.  Acta  Med  Scand  179:235-247,  1966. 

42.  Derycke  C,  Fine  JM,  Boffa  GA:  Dysglobulinemies  "es- 
sentielles”  chez  les  sujets  ages.  Nouv  Rev  Franc  Hemat  5- 
729-738,  1965. 

43.  Levin  WC,  Ritzmann  SE:  Relation  of  abnormal  proteins 
to  formed  elements  of  blood:  cellular  sources  Ann  Rev  Med 
16:187-200,  1965. 

44.  Zucker-Franklin  D,  Mullaney  V:  Structural  features  of 
cells  associated  with  the  paraproteinemias.  Seminars  Hema- 
tology I:  165-198,  1964. 

45.  Bence  Jones,  Sir  H:  On  a new  protein  occurring  in  the 
urine  of  a patient  with  mollities  ossium.  Proc  Roy  Soc,  p 673 
1848. 

The  authors.  The  University  of  Texas  Medical  Branch, 
Galveston,  Tex  77550. 


Volume  68,  January,  1972 


101 


A REVIEW  OF  76  CASES 

Malignant  exophthalmos 


JOSEPH  H.  OGURA,  MD 


The  transantral  decompression  for  progressive 
exophthalmos  and  cosmetic  purposes  is  described. 
The  pathology,  indications,  operative  technique, 
and  end  results  in  76  cases  are  described. 


EXOPHTHALMOS,  CHARACTERIZED  by  exces- 
sive enlargement  and  pathologic  changes  of  the 
extraocular  muscles  and  orbital  edema,  is  of 
unknown  etiology.  It  is  secondary  to  an  exces- 
sive increase  of  orbital  tissue.  The  edema  is 
apparently  the  result  of  an  increase  in  the 
mucopolysaccharides  of  the  connective  tissue 
ground  substance  within  the  orbit,  secondary 
to  hormonal  influences.^ 

Clinical  Picture:  The  clinical  picture  of  the  dis- 
ease is  variable.  It  may  progress  slowly  over  a 
period  of  years,  rapidly  in  a few  months,  or  it 
may  develop  spontaneously.  Visual  complica- 
tions may  be  severe  and  may  progress  to  total 
loss  of  vision.  Early  ocular  changes  include 
increasing  proptosis,  fullness  of  the  eyelids, 
excessive  lacrimation,  and  epiphora.  As  the 
proptosis  and  eyelid  edema  increase,  the  lids 
are  unable  to  close,  the  globe  becomes  dry, 
and  corneal  ulceration  may  develop. 

Venous  return  impaired  by  increased  orbital 
tissue  results  in  chemosis  and  edema  of  the 
conjunctiva  as  well  as  of  the  eyelids.  The  con- 
junctivae  may  appear  as  water-filled  sacs.  Reti- 
nal venous  enlargement  may  produce  papille- 
dema, retinal  alterations,  and  loss  of  visual 
acuity. 

As  the  disease  progresses  the  extraocular 
muscle  function  becomes  impaired.  The  earliest 
and  most  common  change  is  loss  of  upward 
gaze,  with  ultimate  fixation  of  the  eyes  in  a 
downward  gaze. 

Indications  for  Surgery:  Indications  for  surgical 
decompression  include  increasing  loss  of  visual 
acuity,  changes  in  the  corneal  epithelium,  in- 


creasing loss  of  extraocular  muscle  function, 
and  chemosis  of  the  conjunctiva  and  orbital 
edema. 

A stable  but  severe  case  of  exophthalmos, 
without  serious  visual  complications,  may  rep- 
resent a serious  social  and  psychological  hand- 
icap to  the  patient  and  surgical  decompression 
should  be  considered  to  correct  the  cosmetic 
deformity. 

Surgical  Procedure:  The  legs  are  wrapped  from 
the  toes  to  mid-thigh  with  Ace  bandages.  Gen- 
eral endotracheal  anesthesia  is  administered 
and  the  patient  placed  in  a semisitting  position. 
The  endotracheal  tube  is  securely  strapped  to 
the  neck  by  a sling  of  tape  and  gauze  to  pre- 
vent its  accidental  removal. 

A Caldwell-Luc  approach  is  employed.  A 
large  opening  is  made  in  the  anterior  wall  of  the 
maxillary  sinus,  particularly  medially  and  supe- 
riorly, to  assure  adequate  visualization  of  the 
anterior  ethmoidal  cells  during  their  removal. 

The  angle  formed  by  the  roof  and  medial 
wall  of  the  sinus  is  identified  and  a point  mid- 
way along  this  angle  is  selected  for  entrance 
into  the  ethmoidal  labyrinth.  A thick  transverse 
ridge  of  bone  will  be  encountered  that  is  con- 
tinuous with  the  posterior,  superior,  and  medial 
angles  of  the  maxillary  sinus  which  must  be 
removed  with  a mastoid  curette  or  chisel  in 
order  to  provide  an  adequate  view  and  to  facili- 
tate removal  of  the  posterior  ethmoidal  cells. 

The  lamina  orbitalis  and  the  ethmoidal  cells 
are  removed  up  to  the  anterior  and  posterior 
ethmoidal  vessels.  The  roof  of  the  maxillary 
sinus  is  removed,  from  the  infraorbital  rim  to 
the  posterior  wall  of  the  sinus  with  the  infra- 
orbital nerve  being  preserved.  The  roof  of  the 
sinus  is  removed  lateral  to  the  nerve  as  far  as 
the  thick  bone  of  the  zygoma.  This  creates  a 
large  space  consisting  of  the  ethmoidal  laby- 
rinth and  the  maxillary  sinus. 
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A small  knife  is  used  to  make  several  post- 
eroanterior  incisions  into  the  periosteum  of 
the  orbit.  Care  should  be  taken  to  prevent  dam- 
age to  the  periosteum  during  the  removal  of 
the  bone,  because  the  orbital  fat  will  project 
through  the  damaged  periosteum,  preventing 
satisfactory  visualization,  and  as  a result  the 
amount  of  bone  removed  will  be  inadequate. 
A large  inferior  nasoantral  window  is  created 
to  allow  permanent  drainage.  The  antrum  is 
lightly  packed  overnight. 

Results:  Transantral  decompression  has  been 
performed  on  76  patients. There  were  58  fe- 
males and  18  males,  ranging  in  age  from  18  to 
80  years.  The  follow-up  periods  extended  from 

1 to  23  years.  Thyroidectomy  had  preceded  the 
development  of  exophthalmos  in  32  patients, 
whereas  radioactive  iodine  or  other  antithyroid 
drugs  had  been  given  to  43  patients  prior  to 
onset. 

Degree  of  Proptosis:  The  range  of  Hertel  ex- 
ophthalmometer reading  preoperatively  was  22 
to  34  mm,  and  following  surgery  it  was  only 

2 to  11  mm.  The  greater  the  proptosis,  the 
greater  the  postoperative  recession.  One  patient 
required  a second  procedure  because  of  inade- 
quate postoperative  recession. 

The  degree  of  postoperative  recession  is  de- 
termined by  the  number  of  periosteal  incisions 
that  provide  for  the  escape  of  the  expanding 
orbital  contents.  The  procedure  properly  per- 
formed provides  adequate  space  for  satisfac- 
tory decompression  in  all  cases.  The  limiting 
factor  is  the  incision  of  the  periosteum. 

Visual  Acuity:  Visual  acuity  changes  due  to 
exophthalmos  varied  greatly.  Twelve  patients 
denied  any  loss,  and  53  patients  had  moderate 
changes.  Seven  had  severe  visual  acuity  loss, 
which  in  all  cases  was  attributed  to  the  ex- 
ophthalmos. Four  patients  had  panophthalmitis. 
Postoperatively,  all  but  four  patients  experi- 


enced improvement.  The  greater  the  loss  in 
visual  acuity,  the  greater  the  degree  of  improve- 
ment following  decompression.  The  four  pa- 
tients with  panophthalmitis  eventually  had  com- 
plete loss  of  vision. 

Extraocular  Muscle  Activity:  Fifteen  patients 
had  no  noticeable  alteration  of  extraocular 
muscle  activity,  while  42  patients  lost  only  the 
ability  to  elevate  their  eyes.  Nineteen  patients 
had  involvement  of  more  than  one  muscle 
group,  and  10  had  fixation  of  the  globe  in  a 
downward  gaze. 

Postoperatively,  the  muscle  function  in  41 
patients  was  satisfactorily  improved.  The  16 
patients  with  poor  muscle  motion  preoperative- 
ly had  unsatisfactory  muscle  balance  following 
decompression.  Thirteen  of  these  required  ex- 
traocular muscle  surgery,  and  the  remaining  3 
were  corrected  by  prisms. 

Corneal  Damage:  Fifty-seven  patients  had 
varying  degrees  of  corneal  damage  preopera- 
tively. The  amount  of  damage  was  directly  re- 
lated to  the  extent  of  the  proptosis  and  inability 
to  close  the  eyelids.  The  majority  of  these  57 
patients  had  minor  epithelial  cell  alterations. 
Postoperatively,  the  corneal  epithelium  in  each 
patient  returned  to  normal. 
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sion operation  for  progressive  exophthaimos.  Laryngoscope 
72:1078-1097,  1962. 
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INTRAOCULAR 
HYPERTENSION 
IN  RETINAL 
DETACHMENTS 


The  authors  have  evaluated  593  patients 
with  retinal  detachments,  with  a minimum 
follow-up  of  six  months.  The  types 
of  surgery  and  materials  used  are  discussed,  and 
the  incidence  of  intraocular  hypertension 
found  in  these  patients  is  reported. 

ALAN  BAUM,  MD 
RICHARD  S.  RUIZ,  MD 


THERE  IS  A SIGNIFICANTLY  HIGHER  incidence 
of  intraocular  hypertension  in  patients  with  ret- 
inal detachments  than  in  normal  individuals.  We 
verified  this  relationship  in  a large  series  of 
retinal  detachment  patients. 

In  1963,  Becker’s  group  evaluated  530  con- 
secutive cases  of  retinal  detachment  utilizing 
tonometry,  tonography,  and  gonioscopy.  Evi- 
dence of  simple  glaucoma  was  found  in  65,  an 
incidence  of  12%.  Of  these,  34  were  secondary 
and  31  were  primary  glaucoma.  They  found  a 
decreased  rate  of  secretion  of  aqueous  in  these 
patients  but,  in  addition,  a decrease  in  the  fa- 
cility of  outflow.  This  suggested  that  glaucoma 
could  be  masked  by  hyposecretion  in  the  oper- 
ated eye,  and  for  this  reason,  the  unaffected 
eye  should  not  be  neglected  as  it  well  could  be 
the  one  damaged  first.  They  concluded  that 
glaucoma  and  retinal  detachment  are  associ- 
ated conditions. 

Smith,  also  in  1963,  stressed  the  importance 
of  closely  evaluating  detachment  patients  both 
preoperatively  and  postoperatively  to  avoid 
missing  an  early  glaucoma. 

All  field  defects  in  glaucomatous  patients 
are  not  due  to  elevated  intraocular  pressure. 
Sarin  reported  two  patients  presenting  with  ele- 
vated tensions  and  loss  of  field.  Both  were 
started  on  glaucoma  therapy.  Five  weeks  later, 
the  pupils  were  dilated  and  the  fundi  were  ex- 
amined, revealing  retinal  detachments.  Sarin 
stressed  the  value  of  a careful  history  and  a 
thorough  funduscopic  examination  in  patients 
with  field  defects.  The  best  opportunity  to  eval- 
uate the  fundus  in  glaucoma  patients  is  at  the 
time  of  initial  examination  and  before  miotic 
therapy  is  started.  Adequate  dilation  of  the  pu- 
pil is  always  awkward  and  time-consuming  in 
patients  who  already  are  receiving  miotics. 

Another  series  was  reported  by  Heurkamp 
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and  Behme  in  1955.  In  this  series  of  847  cases 
of  retinal  detachment,  the  incidence  of  ocular 
hypertension  was  7%.  In  these  patients  the 
break  did  not  involve  the  ora  serrata.  In  the 
same  series  were  158  patients  with  retinal  di- 
alyses. The  incidence  of  elevated  tension  in 
these  patients  was  22%. 

Sebestyen  and  associates  in  1962  reported 
a series  of  160  cases  of  retinal  detachment. 
Nineteen  eyes  showed  narrowing  of  the  angle 
postoperatively,  but  only  7 had  increased  ten- 
sions. Overall,  14  eyes  with  previously  normal 
tensions  showed  increased  pressures.  They  re- 
lated the  incidence  of  glaucoma  to  the  duration 
of  the  detachment.  The  longer  the  detachment, 
the  higher  the  incidence  of  glaucoma.  In  de- 
tachments present  for  less  than  three  months, 
the  incidence  was  4.2%;  for  those  present  for 
two  to  ten  years  the  incidence  was  a staggering 
55%.  Abnormal  pigmentation  of  the  angle  was 
found  to  be  more  important  than  the  develop- 
ment of  peripheral  anterior  synechia  in  predict- 
ing which  patients  would  ultimately  develop  in- 
creased tensions.  This  abnormal  pigmentation 
in  the  chamber  angle  is  a result  of  a long- 
standing, low-grade  uveitis  which  frequently  ac- 
companies a retinal  detachment. 

The  change  in  scleral  rigidity  following  ret- 
inal detachment  surgery  also  should  be  consid- 
ered when  evaluating  these  patients.  In  1969, 
Pemberton’s  studies  proved  that  applanation 
values  were  consistently  higher  than  Schiotz 
tensions  in  postoperative  detachment  patients. 

We  evaluated  593  patients  with  retinal  de- 
tachments seen  between  1962  and  1969.  All 
cases  were  followed  for  at  least  six  months  after 
surgery,  and  all  had  scleral  buckling  procedures 
for  clinical  retinal  detachments.  The  operative 
procedures  varied.  Some  had  scleral  dissections 
and  buried  silicone  implants,  while  others  had 


episcleral  implants.  Both  solid  silicone  implants 
and  Lincoff  sponges  were  used  with  approxi- 
mately 70%  having  an  encircling  silicone  band. 
One  hundred  forty-two  patients  were  excluded 
from  the  series  because  of  inadequate  follow-up 
or  because  preoperative  or  postoperative  ten- 
sion values  were  lacking.  The  final  series  con- 
sisted of  451  cases. 

Patients  were  considered  to  have  ocular  hy- 
pertension if  the  intraocular  tension  was  re- 
peatedly 22  mm  Hg  or  above  during  a minimum 
six  months’  follow-up  period. 

We  have  chosen  the  term  “ocular  hyperten- 
sive” rather  than  “glaucomatous”  to  describe 
these  cases,  since  adequate  evaluation  is  lack- 
ing in  some  cases  for  a definitive  diagnosis  of 
glaucoma. 

Of  the  451  patients,  65  had  sustained  pres- 
sures of  22  mm  Hg  or  above.  This  is  an  inci- 
dence of  14%  ocular  hypertension  in  patients 
with  retinal  detachments.  Of  these  65,  45% 
presented  with  elevated  tensions  in  one  or  both 
eyes  when  initially  seen.  An  additional  6%  of 
the  entire  population  had  elevations  equal  to  or 
above  22  mm  Hg,  but  these  elevations  were 
either  transient  or  the  patient  was  lost  to  fol- 
low-up, so  that  sustained  elevation  could  not  be 
documented.  This  group  was  excluded  from  our 
reported  incidence  of  14%,  but  we  believe  that 
a portion  of  these  could  be  added,  ultimately 
increasing  the  reported  figure. 

We  believe  that  the  incidence  determined  in 
this  large  series  of  patients  compares  with 
those  of  previous  investigations.  The  consisten- 
cy of  all  investigators  in  this  field  is  undeniable, 
and  should  alert  us  to  the  association  of  intra- 
ocular hypertension  and  retinal  detachment. 

The  authors,  1121  Hermann  Professional  Bldg,  Hous- 
ton, Tex  77025. 
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CONSERWION  SURGERY  OF 
THE  LARYNX  AND  PHARYNX 

JOSEPH  H.  OGURA,  MD 


The  term  “conservation  surgery”  implies  the  use 
of  partial  surgical  techniques  for  vocal  cord,  epi- 
glottis, pyriform  fossa  and  base  of  tongue  lesions. 
Experience  with  this  form  of  surgery  extends  back 
to  1955;  specific  surgical  techniques  and  results 
are  mentioned,  as  are  the  results  when  preopera- 
tive irradiation  is  used. 


CONSERVATION  SURGERY  is  the  term  applied 
to  surgery  which  permits  the  preservation  of 
the  sphincteric,  respiratory  and  phonatory  func- 
tions of  the  larynx  and  obviates  the  necessity 
of  a pharyngostoma. 

There  are  three  broad  categories:  Hemilaryn- 
gectomy,  or  partial  laryngectomy,  are  terms  ap- 
plied to  removal  of  the  anterior  commissure, 
the  thyroid  cartilage,  and  one  vocal  cord,  in- 
cluding the  ventricle  and  false  cord.  Arytenoid 
removal  is  an  extension  of  this  excision. 

The  supraglottic  subtotal  laryngectomy  re- 
fers to  extirpative  surgery  for  cancer  of  the 
epiglottis. 

The  partial  laryngopharyngectomy  involves 
removal  of  the  upper  lingual  surface  of  the 
epiglottis,  base  of  the  tongue,  one  pyriform 
fossa,  and  part  of  the  posterior  wall  and  aryte- 
noid cartilage.  This  excisional  surgery  may 
include  the  removal  of  the  epiglottis. 

Extensions  of  this  technique  have  been  de- 
veloped for  resection  of  the  pyriform  fossa  and 
pharyngeal  wall  lesions,  for  lesions  of  the  val- 
leculae  and  base  of  tongue,  and  for  selected 
transglottic  lesions. 

Total  laryngectomy,  in  contrast,  results  in 
the  loss  of  normal  phonation  and  the  creation 
of  a permanent  tracheostomy. 

We  now  have  had  an  opportunity  to  observe 
the  results  of  conservation  surgery  of  the  larynx 
and  pharynx  performed  since  1955.  Tumors  of 
the  cord  can  be  spared  in  many  instances  by 


hemilaryngectomy;  tumors  of  the  epiglottis  and 
false  cords  and  tumors  of  the  pyriform  fossa, 
tumors  of  the  base  of  tongue.  In  addition,  one 
can  spare  the  larynx  with  tumors  of  the  pos- 
terior pharyngeal  wall.  Most  of  these  cancers 
had  been  treated  by  total  laryngectomy. 

The  principles  of  surgery  include  an  elective 
neck  dissection  (in  the  absence  of  positive 
lymph  nodes)  for  supraglottic  subtotal  or  par- 
tial laryngopharyngectomy.  Neck  dissection  is 
not  employed  when  hemilaryngectomy  is  done. 

The  cure  rate  following  hemilaryngectomy  is 
80%,  equal  to  the  rate  achieved  by  irradiation. 
Contraindications  for  radiation  are  principally 
the  presence  of  those  tumors  on  the  vocal 
process,  the  subglottic  area,  and  the  anterior 
commissure.  For  this  reason,  lesions  which  ex- 
tend to  these  areas  and  which  are  more  than 
4 mm  subglottic,  are  treated  by  hemilaryngec- 
tomy rather  than  by  irradiation.  The  cure  rate 
for  epiglottic  lesions  is  78%  and  for  lesions  of 
the  pyriform  fossa,  30%.  The  use  of  preop- 
erative irradiation  in  cases  of  pyriform  fossa 
lesions  has  increased  the  survival  rate  by  an 
additional  20%.  In  epiglottic  lesions,  preopera- 
tive irradiation  is  restricted  to  those  cases  in 
which  nodes  are  present  in  the  neck. 

REFERENCES 

1.  Ogura  JH:  Supraglottic  subtotal  laryngectomy  and  radi- 
cal neck  dissection — one-stage  operation  for  carcinoma  of  the 
epiglottis.  Laryngoscope  68:983,  1958. 

2.  Ogura  JH,  Mallen  RW:  Laryngeal  Diseases,  in:  Ballenger, 
Ballenger,  eds:  Diseases  of  the  Ear,  Nose  and  Throat.  Phila- 
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3.  Ogura  JH,  Biller  HF:  Partial  Laryngectomy  and  Radical 
Neck  Dissection,  in:  Otolaryngology,  New  York,  Harper  & 
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4.  Ogura  JH,  Biller  HF:  Preoperative  irradiation  for  laryn- 
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FEATURING 


45  GUEST  SPEAKERS  - - y’ 

plus  250  special  and  TMA-member  speakers  " 

14  SECTION  PROGRAMS 

Digestive  Diseases,  General  Practice,  Internal 
Medicine,  Nervous  and  Mental  Diseases,  Obstetrics 
and  Gynecology,  Ophthalmology,  Otolaryngology. 
Pathology,  Pediatrics,  Physical  Medicine  and 
Rehabilitation,  Public  Health,  Radiology,  Surgery, 
and  Urology. 
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ADVANCE  REGISTRATION  FORM 
FILL  OUT  BOTH  SIDES  AND  MAIL  TODAY 
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Save  time  and  effort  by  registering  in  advance.  Frrl  ‘ ■y 
out  the  card  at  right  below,  mail  it  to  TMA,  and  your^: 
registration  packet  will  be  v/aiting  for  you.  There  is ; 
no  registration  fee  for  TMA  members. 

A handy  form  for  ordering  tickets  to  the  luncheons, 
the  "Fiesta  Noche  del  Rio"  and  other  events  is 
located  on  the  back  of  this  Advance  Registration  kj 
card.  Save  even  more  time  by  ordering  your  ticket^ii;!j 
now. 
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20  CURBSTONE  CONSULTATIONS 

Person-to-person  conversational  discussions  of 
cases  and  problems  of  general  medical  interest. 

14  CONTINENTAL  BREAKFAST  ROUND  TABLES 

Have  breakfast  with  a guest  speaker  on  Friday  and 
Saturday  mornings.  Enjoy  juice,  coffee,  rolls  while 
the  speaker  makes  a 20-minute  presentation.  Then 
participate  in  the  informal  35  minute  open  forum 
that  will  follow. 

33  SPECIALTY  SOCIETY  PROGRAMS 

9 SPECIAL  SYMPOSIUMS 

175  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 

FORUM  OF  ORIGINAL  RESEARCH 

FILM  PROGRAM 

PHYSICIANS’  AND  WIVES’  ART  EXHIBITION 

SPORTS/ENTERTAINMENT 

Golf,  Tennis,  Skeet  and  Trap,  Boating,  Fraternity 
and  Alumni  Parties,  Class  Reunions,  and  TMA’s 
Fiesta  Noche  del  Rio  featuring  a Mariachi  Band, 
cocktails,  Mexican  hors  d'oeuvres,  dinner, 
entertainment. 
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REQUEST  FOR  HOTEL  OR  MOTEL  RESERVATIONS 


MAKE  YOUR  HOTEL  RESERVATIONS 
NOW! 

Select  your  first,  second  and  third 
choice  of  hotels  and  motels  from  the 
list,  complete  the  housing 
request  form,  and  mail  it  to  the  TMA 
Housing  Bureau.  Preferences  will  be 
honored  as  far  as  possible,  and 
confirmation  of  reservations  will  be 
sent  directly  to  you  from  the  hotel 
or  motel. 


SAN  ANTONIO  HOTELS  AND 
MOTELS 

1 Convention  Center 
Scientific  Sessions  Headquarters 

2 Hilton  Palacio  del  Rio 

Scientific  Sessions  Co-Headquarters 

3 St.  Anthony  Hotel 

Business  Sessions 


4 La  Mansion  Motor  Hotel 
(formerly  La  Posada) 

Auxiliary  Headquarters 

5 Menger  Hotel  and  Motor  Inn 

6 La  Quinta  Motor  Inn 

7 Gunter  Hotel 

8 Crockett  Motor  Inn 

9 El  Tropicano  Motor  Hotel 

10  Holiday  Inn — Downtown 

11  LaVillita  TraveLodge 
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Avoid  the  lines,  the  last  minute  rush, 
and  the  possibility  of  missing  out 
on  the  TMA  functions  listed  below. 
Fill  out  the  advance  ticket  order 
form,  mail  it  to  TMA  with  your  check, 
and  your  tickets  will  be  waiting  for 
you. 

GENERAL  MEETING  LUNCHEON— 

Friday,  May  12,  12:30  p.m.,  Con- 
vention Center.  Featured  speaker  to 
be  announced. 
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GENERAL  MEETING  LUNCHEON— 

Saturday,  May  13,  12:30  p.m..  Con- 
vention Center.  Featured  speaker 
will  be  The  Honorable  John  G. 

Tower,  United  States  Senate, 
Washington,  D.C. 

FIESTA  NOCHE  DEL  RIO— A Satur- 
day night  Fiesta  featuring  a Mariachi 
band,  cocktails,  Mexican  hors 
d'oeuvres,  dinner,  entertainment. 
Saturday,  May  13. 

CONTINENTAL  BREAKFAST  ROUND 
TABLES — Friday,  May  12,  and 
Saturday,  May  13,  8:15-9:30  a.m.. 
Convention  Center.  There  is  no 
charge,  but  attendance  is  limited 
and  tickets  necessary.  Have  juice, 
coffee,  and  rolls  with  a guest 
speaker,  then  participate  in  an 
informal  discussion  period. 
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TICKETS  AND  MAKE 
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45  GUEST  SPEAKERS  plus  250  special  and  TMA-member  speakers 


JACK  R.  ANDERSON,  M.  D. 

New  Orleans,  otolaryngology 

DAVID  G,  ASHBAUGH,  M.  D. 

Denver,  trauma  and  thoracic  surgery 

ALLAN  BEIGEL,  M.  D. 

Tucson,  psychiatry 

HARVEY  BLANK,  M.  D. 

Miami,  dermatology 

RENE  CAILLIET,  M,  D. 

Los  Angeles 

physical  medicine  and  rehabilitation 

RALPH  J.  CAPAROSA,  M.  D. 

Pittsburg,  otolaryngology 

HARLEY  C.  CARLSON,  M.D. 

Rochester,  radiology 

ROY  L.  CLEERE,  M,  D. 

Denver,  public  health 

SHERMAN  S.  COLEMAN,  M.  D. 

Salt  Lake  City,  orthopedic  surgery 

LOUIS  K.  DIAMOND,  M.  D. 

San  Francisco,  pediatrics 

WILLIAM  E.  EASTERLING,  JR.,  M.  D. 
Chapel  Hill,  obstetrics  and  gynecology 

FRANZ  M ENZINGER,  M.  D, 
Washington,  D.  C.,  pathology 

JAMES  R.  GILSON,  M.  D. 

Lombard,  Illinois,  Medical  Director, 
Physicians-On-Call 

LEWIS  GRODSKY,  M.  D. 

San  Francisco,  proctology 


FRANK  L.  IBER,  M.  D. 

Jamaica  Plain,  Massachusetts 
internal  medicine 

JOHN  FIGGIS  JEWETT,  M D. 

Boston,  obstetrics  and  gynecology 

MARGARET  H.  JONES,  M.  D. 

Los  Angeles,  pediatrics 

WILLIAM  E.  LOTTERHOS,  M.  D. 

Jackson,  Mississippi 

Immediate  Past  President 

American  Academy  of  Family  Physicians 

ERIC  W.  MARTIN,  Ph.  D. 

Pearl  River,  New  York,  Director, 

Medical  Communications  Department. 
Lederle  Laboratories 

JAMES  F.  MASTERSON,  JR  , M.  D. 

New  York,  psychiatry 

MALCOLM  A.  McCANNEL,  M.  D. 
Minneapolis,  ophthalmology 

JOHN  H.  MOYER,  III,  M.  D. 

Philadelphia,  internal  medicine 

GERALD  P.  MURPHY,  M.  D. 

Buffalo,  surgery  and  urology 

MARSHALL  J ORLOFF,  M.  D. 

San  Diego,  surgery 

ALAN  D.  PERLMUTTER,  M.  D. 

Detroit,  urology 

E.  JAMES  POTCHEN,  M.  D. 

St.  Louis,  nuclear  medicine 

WALLACE  RUBIN,  M.  D. 

New  Orleans,  otolaryngology 


RICHARD  C.  SCHULTZ,  M.  D. 

Des  Plaines,  Illinois,  plastic  surgery 

THOMAS  E.  SHAFFER,  M,  D, 
Columbus,  adolescent  medicine 

L.  THOMAS  SHEFFIELD,  M.  D. 
Birmingham,  cardiovascular  disease 

HARRY  C.  SHIRKEY,  M.  D. 

New  Orleans,  pediatrics 

BYRON  SMITH,  M D. 

New  York,  ophthalmology 

GENE  H.  STOLLERMAN,  M.  D. 
Memphis,  internal  medicine 

IRVING  R.  TABERSHAW,  M.  D. 
Berkeley,  occupational  medicine 

PHILLIP  THOREK,  M.  D. 

Chicago,  surgery 

HARRY  WOLLMAN,  M.  D. 
Philadelphia,  anesthesiology 

NORMAN  ZAMCHECK,  M D. 

Boston,  gastroenterology 


GENERAL  MEETING 
LUNCHEON  SPEAKER 

THE  HONORABLE  JOHN  G.  TOWER 
United  States  Senate 
Washington,  D.  C. 


CONTINENTAL  BREAKFAST  ROUNDTABLE  PRESENTATIONS 


Friday,  May  12,  8:15-9:30  a.m. 


1.  CUTANEOUS  INFECTIONS 
Harvey  Blank,  M.  D. 

Miami 


2.  COMMON  FOOT  PROBLEMS 
Rene  Cailliet,  M.  D. 

Los  Angeles 


3.  RADIOLOGY  IN  Gl  BLEEDING 
Harley  C.  Carlson,  M.  D. 
Rochester 


4.  KIDNEY  TRANSPLANTATION— CURRENT  PROGRESS 
Gerald  P.  Murphy,  M.  D 
Buffalo 


5.  TODAY’S  PRESSURES  ON  CHILDREN 
Thomas  E.  Shaffer,  M.  D. 

Columbus 


6.  FACIAL  INJURIES  FROM  AUTO  ACCIDENTS 
Richard  C.  Schultz,  M.  D. 

Des  Plaines,  Illinois 


7.  JAUNDICE 

Phillip  Thorek,  M.  D. 
Chicago 


Saturday,  May  13,  8:15-9:30  a.m. 


8.  THE  BAD  SiDE  OF  THE  PILL 
William  E. Easterling,  Jr.,  M,  D. 
Chapel  Hill 


9.  VIRAL  HEPATITIS — CURRENT  CONCEPTS 
Frank  L.  Iber,  M.  D. 

Boston 


10.  CARE  OF  THE  SLOW-LEARNING  TODDLER 
Margaret  H.  Jones,  M.  D. 

Los  Angeles 

11.  TREATMENT  OF  THE  DRUG-TAKING  ADOLESCENT 
James  F.  Masterson,  Jr.,  M D. 

New  York 


12.  RECURRENT  URINARY  INFECTIONS 
Alan  D.  Perlmutter,  M.  D. 

Detroit 


13.  RADIOISOTOPES  AND  CARDIAC  FUNCTION 
E.  James  Potchen,  M.  D. 

St.  Louis 


14.  COLLECTED  OCULOPLASTIC  TECHNIQUES 
Byron  Smith,  M.  D. 

New  York 


(diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionolly  unstoble  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetomines,  use  with  greet  coution  in 
patients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleasant symptoms  with  diefhyipropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  characteristic  of  sympothomimetic  ogents,  it  may 
occasionolly  cause  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cord/b- 
vosculor  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  polpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Alfergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastro/nfestinof  effects  such  os  diarrhea, 
constipation,  nouseo,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  morrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  odverse 
reocfions  have  been  reported  by  physicians.  These  include  comploints  such  as  dry 
mouth,  headoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg,  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL;  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meols.  If  desired,  on  additional  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  1.3325  (2876  ) 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson- Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 


Painful 
night  leg 
cramps... 


unNAehome  bedfellow 
forany  patient- 


including  those  with  arthritis, 
diabetes  a PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  iust  one  tablet 
at  bedtime 


Prescribing  Information  — Composition:  Eoch  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  moy  produce  intestinol  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i.ssoeooso) 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trademark:  Quinamm 


^Merrell  ^ 

Quinamm 

Specific  therapy  for  night  leg  cramps. 


When 

thepatient  is... 

or 

hypertensive 


the  cou0t  syrup  is 


a cough  sedative/expectorant 

Free  of  Vasoconstrictors 


Rely  on  Tolu-Sed  to  be  safe  and  effective  for 
virtually  all  patients.  Ideal  for  the  overweight  or 
diabetic  because  it’s  sugar-free.  And  safe  for  hy- 
pertensives and  diabetics  because  it’s  free  of 
vasoconstrictors.  Pleasant-tasting  and  suitable 
for  children,  too.  When  a cough  syrup  is  indicated, 
remember  Tolu-Sed.  It  brings  relief  and  comfort 
. . , without  bringing  problems. 


Each  5 cc.  teaspoonful  contains 

ALCOHOL  10% 


Codeine  Phosphate  10.83  mg. 

(WARNING:  may  be  habit  forming) 

Chlorpheniramine 

Maleate  1 mg. 

Glyceryl  Guaiacolate  100  mg. 

Chloroform  0.34  min. 


also  available  as  Tolu-Sed  DM  (without  Codeine) 


a© 

First  Texas  Pharmaceuticals,  Inc  oaiias,  Texas  75222 

the  Concern  for  Care 


Comprehensive 

F.  G.  DORSEY,  MD 


Comprehensive  health  care  means  continuous 
preventive  and  curative  medicine,  health 
education,  and  health  maintenance  provided  in  a 
coordinated  fashion  by  a physician  and  his 
colleagues,  with  other  members  of  a health  care 
team  being  available  24  hours  a day, 
every  day.  It  includes  emergency  and  regular 
care  consisting  of  primary  care,  ambulatory  care, 
acute  in-bed  hospital  care,  nursing  home  and 
extended  facility  care,  rehabilitation, 
chronic  care,  and  home  care. 

The  patients,  services,  personnel,  facilities 
and  economic  basis  of  this  care,  along  with 
continuing  supervision  and  coordination  of  the 
care  due  to  the  necessary  fragmentation, 
are  anticipated  in  a comprehensive  care  system. 

Personal  care,  including  supervision, 
assistance  and  protection,  as  well  as  access  to 
social  activities  and  help  if  necessary  in  securing 
health  or  other  services,  is  recognized  as 
non-health-care  for  administrative  and 
actuarial  purposes. 


THE  ACCEPTED  STANDARD  of  effectiveness 
and  quality  of  health  care  is  established  by 
society’s  considered  judgement.  The  public’s 
responsibilities  include  the  current  priorities  to 
maintain  or  improve  the  standard  of  medical 
care  prevailing  in  the  community.  The  diminish- 
ing importance  of  community  rule  as  to  expert 
witness  has  become  evident  in  recent  years  so 
that  “the  community”  may  well  be  the  United 
States. 

Health  is  not  static  and  may  be  evaluated 
differently  by  the  patient,  his  family,  his  close 
associates,  his  neighbors,  strangers,  or  his 
personal  physician.  The  patient’s  wants  and 
needs,  as  well  as  his  opportunities  and  prob- 
lems, greatly  affect  his  health  care. 

There  is  considerable  difference  between 
luxury  health  care  and  adequate  health  care.  It 
is  difficult  to  decide  between  what  is  and  what 
is  not  health  care  for  an  individual,  especially 
one  who  cannot  function  adequately  or  inde- 
pendently. 

The  problem  of  maintaining  supervision  of 
health  of  individual  patients  includes  fragmen- 
tation by  a variety  of  disciplines  too  widely  dif- 
ferent for  one  person  to  be  competent  in  all  of 
them.  The  integrated  and  coordinated  provision 
of  these  services  is  the  essence  of  comprehen- 
sive health  care.  The  managing  physician  does 
not  assume  duties  or  interests  other  than  those 
commonly  accepted  as  medical  and  managerial, 
as  related  to  health,  and  is  well  aware  that  this 
requires  a cooperative  endeavor,  both  medical 
and  nonmedical,  with  easy  accessibility  and  op- 
portunity for  his  patients  to  obtain  the  follow- 
ing: personal  care,  subsistence,  clothing,  trans- 
portation, recreation,  and  facilities  and  services 
for  health  care. 

When  comprehensive  health  care  becomes  a 
system,  it  means  continuous  preventive  and 
curative  medicine,  health  education  and  health 
maintenance  provided  in  a coordinated  fashion 
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health  care 


by  a physician  and  his  colleagues  with  other 
members  of  the  health  care  team  in  a recog- 
nized way;  all  of  the  personnel  and  facilities 
being  available  when  necessary  on  a 24-hour, 
daily  basis.  This  care  consists  of  emergency 
care  (including  transportation),  regular  care 
(non-urgent),  and  “after  regular  hours  care” 
(yet  non-urgent).  Modalities  of  this  care  are: 
primary  care,  ambulatory  care,  acute  in-bed 
hospital  care,  nursing  home  and  extended  care, 
medical  rehabilitation,  chronic  (health)  care, 
and  home  (health)  care. 

Primary  care  includes  preventive  care — 
meaning  all  activities  which  are  designed  to 
prevent  the  occurrence  of  illness  and  injury — 
complemented  by  secondary  prevention — 
meaning  early  detection  of  disease  or  injury 
followed  by  appropriate  intervention.  Periodic 
health  examinations,  which  begin  with  the  ini- 
tial examination  of  the  newborn,  are  the  basis 
of  primary  care.  The  frequency  and  scope  of  the 
examinations  in  infants,  children,  adolescents, 
and  adults  depends  somewhat  upon  how  exten- 
sive these  examinations  have  been  in  prior 
years,  and  what  injuries  and  illnesses  have  oc- 
curred to  the  individual.  Frequently,  the  pur- 
pose and  timing  of  the  evaluations  coincide  with 
the  periodicity  of  the  development  of  the  per- 
son. In  adults,  this  can  be  in  anticipation  of  en- 
trance to  college,  the  military  service,  athletics, 
or  at  the  time  of  marriage,  employment,  or  re- 
tirement. Examinations  are  required  at  other 
times,  such  as  for  health  and  life  insurance,  or 
for  vehicle  driver  or  pilot  licensing,  for  disabil- 
ity evaluation,  or  for  hazardous  work  or  isolated 
living  or  working  arrangements. 

Emergency  care  includes  emergency  trans- 
portation as  well  as  disaster  plans,  with  their 
communications  systems  of  air,  land,  and  sea 
rescue  groups  and  ambulance  services.  This 
care  consists  of  first  aid,  as  well  as  intensive 
care  in  hospitals  with  orderly  progression  to 


intermediary  units  of  hospital  care  when  need- 
ed, as  well  as  regular  hospital  care.  Physicians’ 
offices  and  clinic  facilities  are  used  for  emer- 
gency care  when  appropriate.  Ambulatory  care 
includes  primary  care  in  the  physician's  office 
or  clinic  and  outpatient  evaluation  and  treat- 
ment for  all  services  that  can  be  provided  for 
persons  not  seriously  ill  or  disabled. 

Other  facilities  of  comprehensive  health  care 
include  extended  care  facilities,  skilled  nursing 
homes,  special  hospitals  such  as  cancer  hospi- 
tals, tuberculosis  hospitals,  mental  retardation 
centers,  psychiatric  hospitals,  night  hospitals, 
day  hospitals,  half-way  houses,  and  home  health 
care  using  the  patient’s  living  quarters. 

Treatment  for  long-term  conditions  and  re- 
habilitation is  not  unlike  the  treatment  of  more 
acute  episodes  of  injuries  and  illnesses,  but  it 
places  emphasis  on  the  rehabilitation  concept 
of  care.  That  is,  by  impairment  and  disability 
evaluation,  the  managing  physician  is  part  of 
a team  of  consultants,  including  medical  con- 
sultants, dentists,  social  workers,  vocational 
counselors,  psychologists,  and  various  technol- 
ogists. This  staff  is  primarily  concerned  with 
the  process  of  preventing  loss  or  limitation  of 
function  (or  restoring  function)  to  those 
with  a developing  or  residual  disability.  It  in- 
cludes specific  therapeutic  modalities  to  reduce 
undue  contractures,  to  strengthen  muscle 
groups,  to  mobilize  joints,  extremities  and  the 
trunk,  and  to  restore  loss  or  diminished  posi- 
tional senses  and  reflexes.  It  uses  the  tech- 
niques to  teach  and  restore  the  ability  to  carry 
out  the  basic  activities  a person  performs  in  his 
daily  life,  such  as  bathing,  dressing,  feeding, 
communicating,  writing,  and  toilet  activities.  It 
includes  use  of  devices,  if  necessary,  to  assist 
in  these  activities — examples  being  the  wheel- 
chair, crutch,  cane,  splints,  braces,  artificial 
limbs  and  parts  of  limbs,  and,  if  indicated,  arti- 
ficial power  for  such  devices.  The  function  of 
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COMPREHENSIVE  HEALTH  CARE 


1.  Public  Health;  Including  personnel  in  environmental,  occupational, 
and  epidemiological  fields. 

2.  Educational:  Teachers  in  medical  schools,  public  health  schools, 
nursing  schools,  dental  schools,  technological  schools. 

3.  Research;  Medical  school  research,  research  institutes,  teaching 
hospitals. 

4.  Administrative:  Physicians  working  in  insurance  or  industry. 
Workmen's  Compensation  boards  for  disability  rating,  and  Depart- 
ment of  Health,  Education,  and  Welfare. 

5.  Clinicians:  General  practitioners,  family  physicians,  surgeons, 
internists,  pediatricians,  physiatrists,  psychiatrists,  obstetricians. 

6.  Supporting  Specialists:  Pathologists,  radiologists,  and  the  sub- 
specialties of  the  clinician  and  supporting  specialties. 


1.  Physicians  and  dentists. 

this  team  is  to  administer  active  medical  care 
for  disabling  conditions  for  as  long  as  specific 
medical  treatment  is  required.  After  receiving 
maximum  benefit  from  this  treatment,  the  pa- 
tient may  return  to  work  or  retirement,  enter  a 
nursing  home,  or  go  to  a custodial  living  ar- 
rangement. 

Personnel  for  comprehensive  health  care  in- 
clude physicians  and  dentists  (Figs  1,2),  physi- 
cian's assistants,  nursing  personnel  (registered 
nurses,  licensed  vocational  nurses,  nurses 
aides,  orderlies,  ward  clerks,  and  medical  sec- 
retaries), technologists  (laboratory,  electrocard- 
iographic, electroencephalographic,  electromyo- 
graphic, electronystagmographic,  dental  techni- 
cians, dental  hygienists,  occupational  thera- 
pists, physical  therapists,  otologists,  orthotists, 
oculists,  inhalation  therapists,  medical  recrea- 
tional therapists,  speech  therapists,  podia- 
trists), dietitians,  psychologists,  and  medical 
social  workers.  Chaplains  of  the  various  relig- 
ious faiths  are  considered  an  important  part  of 
the  personnel  for  comprehensive  health  care. 

Patients  are  actually  the  consumers,  and 
their  variations  in  culture,  education,  back- 
ground, and  many  other  characteristics  can 
greatly  affect  health  care.  An  individual’s  own 
attitude,  that  of  his  family  and  closest  associ- 


ates, and  his  anxieties  or  his  indifference  to- 
ward health,  all  have  interplays  with  the  effect- 
iveness of  comprehensive  health  care.  Self- 
treatment, at  least  self-screening  or  appraisal 
(or,  in  the  case  of  children  or  persons  not  re- 
sponsible for  themselves,  appraisal  by  their 
families  or  guardians)  requires  considerable 
health  education. 

Health  education  is  a necessary  part  of  com- 
prehensive health  care  and  includes  instruction 
in  environmental  health,  diet,  exercise,  rest,  and 
over-the-counter  drugs  and  medical  devices.  Of 
course,  control  of  infectious  disease  is  a part  of 
comprehensive  health  care  which  is  greatly  de- 
pendent upon  health  education  as  well  as  envi- 
ronmental and  epidemic  control. 

Effective  health  education  depends  upon  the 
ability  to  convey  the  necessary  health  informa- 
tion persuasively  to  individuals.  This  is  particu- 
larly true  concerning  instructions  about  first  aid 
and  how  to  recognize  injuries  or  illnesses  that 
require  evaluation  and  treatment  by  profession- 
als. The  patient  needs  to  know  his  part  in  com- 
prehensive health  care  and  to  have  an  under- 
standing of  what  is  ideal  and  practical. 

In  considering  systematizing  comprehensive 
health  care,  the  economic  basis  of  this  care 
must  be  understood.  Hospital  prices  are  now 
necessarily  based  on  some  charges  being  much 
less  than  their  proportional  “cost,”  as  com- 
pared with  the  other  services  of  the  hospital. 
The  excess  revenue  from  operating-rooms,  cafe- 
terias for  visitors  and  outpatient  staff,  charges 
for  telephone,  TV,  laboratory  services,  x-ray 
services,  drugs,  and  central  service  supplies, 
as  well  as  occupational  therapy,  physical  ther- 
apy, inhalation  therapy,  etc,  may  be  used  to 
subsidize  the  cost  of  what  is  commonly  thought 
of  as  room  charge.  However,  this  usually  in- 
cludes four  to  six  hours  of  “skilled  nursing 
care”  and  it  is  this  cost  that  is  not  well  under- 
stood by  the  public. 

Perhaps  the  professional  component  (charges 
attributable  to  professional  services)  of  the 
“average  daily  hospital  service  charge”  should 
be  more  clearly  known  by  the  public.  This  com- 
ponent excludes  reasonable  costs  for  manage- 
ment services  by  physicians  of  the  clinical  de- 
partments, as  well  as  the  departments  of  radi- 
ology, clinical  laboratory,  pathology,  and  the 
various  other  medical  professional  services.  It 
also  excludes  resident  and  intern  costs  and  ad- 
ministrative professional  quality  control.  This 
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2.  Medical  specialty  or  general  practice  status,  adapted  from  classifications  listed  by  AMA  Directory 
master  physicians  records  with  additions. 


FR  Family  practice 

GP  General  practice 

GS  General  surgery 

ABS  Surgery,  abdominal 
CDS  Surgery,  cardiovascular 
HMS  Surgery,  head  and  neck 
PDS  Surgery,  pediatric 
PS  Surgery,  plastic 
TS  Surgery,  thoracic 
TRS  Surgery,  traumatic 
CRS  Surgery,  colon  and  rectal 
NS  Surgery,  neurological 
OPS  Surgery,  ophthalmological 
Diseases  of  the  retina 
Pediatric 
Plastic,  ocular 
Glaucoma 
Corneal  disease 

Iritis  and  infectious  diseases  of  the  eye 
Subspecialist  for  poor-sighted  (near  blindness) 
OYS  Surgery,  orthopedic 
Orthopedic,  pediatric 
OTO  Surgery,  otorhinolaryngology 
LAR  Laryngology 
OT  Otology 
RIH  Rhinology 

Bronchoesophagology 
U Urology 

Female  urology  and  gynecology 
AN  Anesthesiology 

Anesthesiology,  pediatric 
OBG  Obstetrics  and  Gynecology 
OBS  Obstetrics 

GYN  Gynecology  (also  see  urology) 

PD  Pediatrics 

PDC  Pediatric  cardiology 
PDA  Pediatric  allergy 
CHP  Child  psychiatry 
PDR  Pediatric  radiology 
PDS  Pediatric  surgery 
CHS  Child  neurology 

Infectious  disease,  pediatric 

Hematology 

Endocrinology 

Gastroenterology 

Rheumatology 

Diabetes 

Ophthalmology 

Orthopedics 

Otorhinolaryngology 

Anesthesiology,  pediatric 

Adolescent  medicine 

IM  Internal  medicine 
A Allergy 

CD  Cardiovascular  diseases 
DIA  Diabetes 
END  Endocrinology 


GE  Gastroenterology 
GER  Geriatrics 
HEM  Hematology 
ID  Infectious  diseases 
NEP  Nephrology 

NM  Nuclear  medicine  (see  radiology) 

0 Oncology 

PUD  Pulmonary  diseases 

PYM  Psychosomatic  (see  psychiatry) 

D Dermatology 
N Neurology  (see  psychiatry) 

NTR  Nutrition 

Adolescent  medicine  (pediatrics) 

PTH  Pathology 

CLP  Pathology,  clinical 
FOP  Pathology,  forensic 
Tissue 

R Radiology 

TR  Radiology,  therapeutic 

DR  Radiology,  diagnostic 

NM  Nuclear  medicine  (see  internal  medicine) 

PDR  Radiology,  pediatric  (see  pediatrics) 

Radiology,  angiology  or  special  procedures 
Radiology,  neuroradiology 

PM  Physical  Medicine 

(also,  PM  & R — Physical  Medicine  and  Rehabilitation) 

A Allergy  (also  see  internal  medicine) 

PDA  (Pediatric  allergy  (see  pediatrics) 

D Dermatology  (see  internal  medicine) 

Psychiatry  and  Neurology 
N Neurology  (see  internal  medicine) 

PYA  Psychoanalysis 

PYM  Psychosomatic  medicine  (see  internal  medicine) 

P Psychiatry 

GPM  General  Preventive  Medicine 

NTR  Nutrition  (see  internal  medicine) 

DM  Occupational  medicine  (IND — Industrial  Medicine) 

PH  Public  Health 

Other  Categories 

ADM  Administrative  Medicine 

AM  Aerospace  Medicine 

Adolescent  Physician  (see  pediatrics  and  internal  medicine) 

Military  Medicine 

Dentist 

General  practitioner 

Pediodontist 

Orthodontist 

Periodontist 

Exodontist 

Dental  Surgeon  (Maxillofacial) 

Prosthodontist 
Public  Health  Dentist 
Oral  Pathologist 
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item  of  hospital  expense  is  that  part  of  “price” 
charged  to  the  patient,  due  to  the  fact  that  phy- 
sicians interpret  ECGs,  x-rays,  electroencephal- 
ograms, nystagmograms,  electromyograms,  and 
pulmonary  function  studies.  Also,  there  is  a 
professional  component  of  laboratory  proce- 
dures that  are  not  managerial  costs,  but  are 
“interpretations.”  This  is  more  clearly  evident 
for  interpretations  of  surgical  tissue  slides,  but 
clinical  laboratory  charges  are  also  included  in 
the  laboratory  fees  in  the  direct  charge  to  the 
patient.  Part  of  these  charges  are  used  to  sup- 
plement the  cost  of  the  daily  rate  charged  for 
the  room. 

In  order  that  the  managing  physician  can  be 
adequately  compensated  \within  the  profession, 
it  must  be  understood  that  his  compensation 
must  be  equal  to  or  greater  than  those  of  other 
physicians.  The  profession  and  public  need  to 
be  aware  that  nonobstetrical  and  nonsurgical 
care  may  have  been  priced  at  lower  than  aver- 
age cost  value,  so  that  if  a general  practitioner 
is  asked  not  to  practice  obstetrics  and  surgery 
and  continues  charging  his  usual  and  custom- 
ary fees  for  the  other  professional  services,  he 
may  not  be  willing  to  continue  the  practice  of 
general  medicine  even  though  he  could  fill  his 
time  with  work.  At  least  his  replacement  as  a 
“managing  physician”  is  not  likely  to  occur  in 
the  magnitude  that  will  be  needed  if  these 
charges  are  his  only  compensation,  especially 
if  he  does  not  receive  the  “professional  compo- 
nent” for  laboratory  procedures  and  x-ray  serv- 
ices. 

Treatment  of  medical  disorders  and  injuries 
frequently  is  less  of  a problem  once  an  accu- 
rate diagnosis  has  been  made  and  the  economic 
and  social  problems,  particularly  those  related 
to  interpersonal  feelings  within  the  family  and 
close  associates,  have  been  recognized.  Thus, 
truly  medical  or  surgical  treatment,  as  well  as 


skilled  nursing  care,  requires  much  less  time  of 
physicians  and  nurses  if  the  socioeconomic 
complications  of  illness  can  be  dealt  with  ef- 
fectively by  other  persons.  Likewise,  the  “medi- 
cal care  cost”  is  much  less  if  subsistence  and 
attendant  care  are  not  classified  (except  when 
the  patient  is  temporarily  confined  because  of 
health)  as  strictly  health  care  cost.  Cost  analy- 
sis might  better  be  appraised  by  actuaries  if  all 
of  the  different  parts  of  health  and  nonhealth 
care  of  people  is  described  and  understood  by 
the  health  industry  and  the  public. 

It  is  fundamental  to  the  understanding  of 
comprehensive  health  care  that  the  prevailing 
or  accepted  standards  of  health  care  be  de- 
scribed. This  requires  a detailed  definition  of 
the  components  of  comprehensive  health  care 
and  health  guidelines  for  each  of  the  stages  of 
man  including  the  developing  fetus,  newborn, 
child,  young  adult,  older  adult,  elderly,  and  the 
very  old  person.  What  is  health  care  and  what 
is  not  health  care,  and  what  is  social  care,  must 
be  clearly  understood  by  the  public. 
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Turner’s  Clinical  & | 
X-Ray  Laboratories 

Medical  Center 

El  Paso,  Texas  | 

Telephone  532-4689 

☆ I 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 


GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D. 
DAVID  LIBMAN,  M.D. 


MoAiin  TC-Ucuf.  and 
Rhodium  QlUUc 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radior 
tion  therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Your  help  is  needed  to  inform 
Texans  about  the  seriousness 


of  venereal  disease. 


get  the  facts  / seek  early  treatment 


The  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
In  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VD  brought  a drop  in  reported  cases 
after  World  War  II.  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VD  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  also  ranked  very  high 
in  the  incidence  of  gonorrhea. 

WHO'S  GETTING  IT?  Over  half  of  all  new  VD  in* 
fections  are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  all  the  venereally  infected  young  adults 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  "free  love."  VO 
Is  not  contracted  from  towels,  dishes,  or  public 
toilets.  It  is  spread  through  intimate  contact,  pri- 
marily sexual  intercourse,  with  someone  who  has  the 
disease. 


Venereal  disease  contin- 
ues to  strengthen  its  posi- 
tion as  the  number  one 
communicable  disease  in 
the  nation  simply  because 
people  are  not  aware  of  the 
seriousness  of  the  VD  prob- 
lem within  their  own  com- 
munities or  of  the  danger- 
ous consequences  of  the 
disease. 

Texas  had  the  highest 
syphilis  rate  in  the  nation 
last  year  and  also  ranked 
very  high  in  the  incidence 
of  gonorrhea. 

As  part  of  an  educational 
program  on  VD,  the  Texas 
Medical  Association  has 
produced  an  informative 
pamphlet  for  free  distribu- 
tion to  the  public.  You  can 
help  by  ordering  this 
pamphlet  and  distributing 
it  in  your  community. 

Particular  attention  needs 
to  be  directed  toward 
young  people.  The  majority 
of  venereal  disease  cases 
in  Texas  are  among  the  15 
to  24  year  old  age  group 
and  our  state  now  is  re- 
porting 10  percent  of  all 
the  venereally  infected 
young  adults  in  the  nation. 

Your  assistance  is  need- 
ed to  help  control  the  se- 
rious spread  of  VD  in 
Texas. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

- FREE  - 
FROM  TMA 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 

Please  send  me copies  of  the  pamphlet, 

“VD  Is  Sex  Pollution." 

Name^ 


Address. 


City state Zi  p 


Volume  68,  January',  1972 


I 

119 


Increase  in  students  means 
increased  need  for  funds 


Nation’s  medical  schools  report  record  enrollment  in  1970-1971 


A record  number  of  39,303  students 
were  enrolled  in  the  nation’s  currently 
operating  medical  schools  in  the  1970- 
1971  school  year,  according  to  the 
71st  annual  report  on  medical  educa- 
tion prepared  under  the  auspices  of 
the  Council  on  Medical  Education  of 
the  American  Medical  Association.  To- 
tal students  enrolled  in  Texas  medical 
schools  was  1,767,  including  the  stu- 
dents at  the  new  University  of  Texas 
Medical  School  at  Houston. 

The  annual  report  noted  that  first- 
year  enrollments  in  1970  increased 
by  947  to  a total  of  11,348.  Total 
enrollment  in  operational  and  develop- 
ing medical  schools  and  in  approved 
schools  of  basic  medical  sciences  came 
to  40,487. 

This  increase  was  achieved  both 
by  opening  new  schools  and  by  ex- 
panding enrollment  at  many  existing 
schools.  The  total  number  of  medical 
schools  in  the  United  States  has 
climbed  from  86  in  1960  to  108  in  the 
fall  of  1971.  The  report  stated  that  at 
least  seven  more  are  expected  to  open 
by  1973,  and  there  is  good  reason  to 
believe  that  120  medical  schools  will 
exist  in  the  US  before  1980. 

The  number  of  graduates  in  the 
class  of  June,  1971,  reached  an  all- 
time  high  of  8,974,  which  was  607 


more  than  in  the  previous  year. 

Enrollment  and  graduate  figures  for 
each  of  the  medical  schools  in  Texas 
were:  The  University  of  Texas  South- 
western Medical  School  at  Dallas,  en- 
rollment— 424,  graduates — 109;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  enrollment — 621,  graduates 
— 133;  Baylor  College  of  Medicine  in 
Houston,  enrollment — 398,  graduates 
— 89;  The  University  of  Texas  Medical 
School  at  San  Antonio,  enrollment — 
305,  graduates — 30.  In  1970-1971, 
The  University  of  Texas  Medical  School 
at  Houston  had  19  first-year  students 
attending  classes  at  other  UT  System 
medical  schools. 

The  report  also  commented  that  cut- 
backs in  federal  funding  have  forced 
many  medical  schools  to  look  else- 
where for  sources  of  support  for  regu- 
lar operating  programs. 

In  loans  and  scholarships,  the  report 
noted  that  57%  of  the  students  in 
publicly  sponsored  medical  schools 
obtained  loans  during  the  year,  while 
55%  in  private  schools  applied  for 
and  received  loans.  However,  9,326 
(50.35%)  students  in  private  schools 
were  awarded  $10,472,421  in  scholar- 
ships, while  only  8,483  (38.6%)  of  the 
students  in  public  schools  were  award- 
ed scholarships  totaling  $6,179,490. 


The  increasing  enrollment  in  medical 
schools  across  the  nation  in  response 
to  the  national  cry  for  more  physicians 
keeps  the  competition  for  student 
loans  and  scholarships  keen,  to  say 
the  least. 

As  school  administrators  and  faculty 
know,  it  isn’t  easy  or  inexpensive  to 
instill  medical  knowledge  and  skills  into 
young  men  and  women.  Rather,  it  is 
a difficult  task,  and  each  step  must  be 
learned  fully  so  that  the  student  will 
eventually  become  a competent  prac- 
ticing physician.  The  teaching  skills, 
scientific  equipment,  and  facilities  re- 
quired to  accomplish  this  task  with 
each  medical  student  don’t  come 
cheap. 

Taxes,  both  state  and  national, 
grants  from  private  and  public  organi- 
zations, and  donations  from  alumni 
and  other  interested  persons  help  de- 
fray the  cost  of  medical  education,  but 
many  students  still  face  a formidable 
task  of  raising  anywhere  from  $2,000 
to  $5,000  each  year  for  tuition,  books, 
laboratory  fees,  and  other  medical 
school  expenses.  This  figure  does  not 
include  the  miscellaneous  costs  in- 
volved in  day-to-day  living. 

More  and  more,  such  students  are 
turning  to  loans  as  a way  of  financing 
their  medical  education.  But,  as  is  so 
often  the  case,  there  is  not  always 
enough  money  to  go  around. 

Situation  at  the  schools 
The  medical  schools  in  Texas  generally 
acknowledge  that  the  demand — and 
the  need — for  money  for  student  loans 
and  scholarships  is  growing. 

This  growth  is,  of  course,  related  to 
the  increase  in  numbers  of  students 
and  to  the  inflation  which  has  beset 
the  country. 

The  University  of  Texas  Medical 
Branch  at  Galveston,  the  state's  larg- 
est school  in  terms  of  enrollment,  re- 
ports that  from  July  1,  1970,  to  June 
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30,  1971,  there  were  462  students  who 
were  attending  school  with  the  aid  of 
loans.  The  actual  number  of  loans  was 
536,  as  some  students  hold  more  than 
one  note  to  repay.  The  total  amount  of 
money  loaned  was  $435,658. 

A total  of  184  students  at  the  Medi- 
cal Branch  received  assistance  from 
scholarships  during  that  same  time  pe- 
riod. They  received  a total  of  $98,200 
in  financial  aid. 

Overall,  this  means  that  students  at 
the  Medical  Branch  were  being  helped 
to  the  tune  of  $533,858  during  1970- 
1971. 

At  The  University  of  Texas  at  San 
Antonio,  now  actually  five  years  old  in 
terms  of  operation,  loans  and  scholar- 
ships also  assist  a sizeable  number  of 
students. 

By  the  fall  of  1970,  309  students 
were  enrolled  in  the  four  classes  at 
UT  San  Antonio.  During  the  year  1970- 
1971,  281  students  applied  for  loans, 
and  266  were  granted  loans.  Again,  the 
actual  total  number  of  loans  was  high- 
er (390)  than  the  number  of  students, 
as  some  students  apply  and  receive 
more  than  one  loan.  The  total  amount 
of  loan  assistance  for  this  time  period 
was  $242,636. 

Scholarships  totaling  $66,541  went 
to  137  UT  San  Antonio  students,  but 
45  students  who  applied  for  scholar- 
ships had  to  be  refused. 

Thomas  L.  Dishberger,  director  of 
admissions  for  the  UT  System’s  newest 
medical  component — The  University  of 
Texas  Medical  School  at  Houston,  said 
that  as  of  Dec.  18,  1971,  twelve  stu- 
dents at  UTMSH  had  applied  for  loans. 
Fortunately,  all  who  have  applied  have 
received  some  assistance  for  a total  of 
$15,900.  Five  students  also  applied  for 
scholarships,  and  again,  all  were  grant- 
ed aid.  Total  amount  of  the  scholar- 
ships was  $6,100. 

According  to  Mr.  Dishberger,  these 
figures  indicate  that  a majority  (20)  of 
the  UTMSH  students  now  on  campus 
did  not  ask  for  loans.  “Most  of  these 
are  first-year  students,  who  can  live  off 
their  savings  for  about  a year,"  he 
noted.  "I  expect  the  number  of  appli- 
cations to  double  or  triple,  when  we 
begin  a new  semester.” 

Mr.  Dishberger  also  pointed  out  that 
in  June,  1972,  the  19  students  who 
are  enrolled  in  UTMSH  but  who  are 
currently  attending  classes  in  other  UT 
System  medical  schools  will  come  to 
the  Houston  campus  and  will  apply  for 
loans  through  UTMSH  instead  of  the 
other  schools  where  they  are  now. 


All  of  these  facts  and  figures  simply 
underscore  the  high  demand  for  loans 
and  scholarships  and  the  urgent  need 
for  additional  money. 

TMA  loans 

At  the  end  of  1971,  the  Texas  Medical 
Association  alone  had  provided  some 
$88,500  in  loans  to  students.  Most  of 
this  money  went  to  students  in  state- 
supported  medical  schools  in  Texas.  A 
total  of  $80,500  was  provided  by  the 
Dr.  S.  E.  Thompson  Fund,  and  $8,000 
came  from  the  Dr.  May  Owen  Trust. 

The  demand  for  loans  was  so  brisk 
during  the  past  year  that  in  June,  the 
TMA  Board  of  Trustees,  who  adminis- 
ter the  Association’s  loan  program, 
were  forced  to  reduce  the  maximum 
amount  of  each  loan  from  $1,000  to 
$500.  The  trustees  had  previously 
voted  to  limit  loans  to  $4,000  to  each 
student  during  his  entire  medical  edu- 
cation. Only  three  applications  for 
loans  from  the  Thompson  Fund  and 
the  Owen  Trust  were  not  approved 
during  1971. 

The  previous  year,  the  trustees  ap- 
proved a record  $104,950  in  loans  for 
medical  education,  including  $93,450 
from  the  Thompson  Fund  and  $11,500 
from  the  Owen  Trust. 

Earlier  during  1970,  interns  and 
residents  were  allowed  to  borrow  from 
the  TMA  funds,  but  the  demand  from 
students  became  so  great  that  in  Sep- 
tember of  that  year,  it  was  necessary 
to  limit  loans  to  medical  students  only. 
This  policy  continues  to  be  in  effect, 
but  trustees  hope  to  reinstate  loans  to 
residents  and  interns  whenever  availa- 
ble monies  are  increased  or  the  de- 
mand from  students  lessens. 

The  latter  situation  is  not  likely.  Stu- 
dents have  been  attracted  to  the  TMA 
funds  because  of  the  low  interest  rate 
of  4%  in  comparison  to  the  higher 
rates  on  money  from  the  AMA-ERF 
(American  Medical  Association  Educa- 
tion and  Research  Foundation)  pro- 
gram, from  banks  and  other  commer- 
cial lending  institutions,  and  from  the 
federal  government.  Too,  with  the  cur- 
rent financial  problems  in  the  US  and 
the  uncertain  future  of  federal  loan 
programs,  an  increase  in  applications 
to  TMA  and  to  other  private  sources 
of  funds  seems  inevitable. 

12  years  of  helping 

TMA  first  began  to  aid  medical  stu- 
dents financially  in  1959  when  money 
from  the  Thompson  Fund  became  avail- 
able. In  June,  1966,  the  assets  of  the 
Owen  Trust  were  placed  in  the  hands 
of  TMA. 


Both  of  the  funds  are  named  for  out- 
standing Texas  physicians  who  have 
shown  great  concern  for  medical  edu- 
cation. The  late  Dr.  Sam  E.  Thompson 
of  Kerrville  was  a former  TMA  Presi- 
dent and  member  emeritus.  Dr.  May 
Owen  of  Fort  Worth  was  the  first 
woman  physician  to  serve  as  President 
of  TMA  in  1960-1961  and  was  among 
the  first  women  to  serve  as  leader  of 
a state  medical  society.  She  is  also  the 
fifth  recipient  of  the  Association’s  Dis- 
tinguished Service  Award. 

In  1970,  two  significant  milestones 
were  reached  by  the  Thompson  Fund. 
The  number  of  loans  granted  under 
that  program  reached  more  than  1,000, 
and  the  amount  loaned  exceeded 
$500,000.  By  the  end  of  that  year,  the 
trustees  approved  the  1,074th  loan 
from  the  fund,  pushing  the  total 
amount  loaned  since  1959  to  $532, 
870. 

As  the  Association  is  also  concerned 
with  the  maldistribution  of  physicians 
and  the  widely-heralded  manpower 
shortage  in  medicine  and  health  fields, 
TMA  is  also  currently  looking  into  the 
possibility  of  securing  funds  for  schol- 
arships for  medical  students  from  rural 
areas  who  would  be  willing  to  return 
to  the  area  to  practice  medicine  after 
obtaining  their  degree  and  training. 

TMA,  of  course,  is  not  the  only  or- 
ganization providing  money  for  deserv- 
ing medical  students.  Many  local  coun- 
ty medical  societies  help  support  area 
medical  students  through  scholarships. 
The  TMA  Auxiliary  and  some  county 
society  Auxiliaries  also  assist  in  pro- 
viding financial  aid.  Other  medical  or- 
ganizations and  foundations  also  help 
by  granting  money  either  to  the  schools 
or  directly  to  the  students  in  the  form 
of  grants,  loans,  and  scholarships. 

Individuals,  too,  can  help.  Many 
physicians,  physician’s  wives,  and  oth- 
ers bequeath  money  in  their  wills  to 
help  medical  schools  and  their  stu- 
dents. Others  who  are  in  favorable 
financial  positions  befriend  individual 
medical  students  or  schools  by  do- 
nating funds,  buying  equipment  for  the 
school,  or  establishing  a trust  fund  to 
be  used  for  loans  or  scholarships.  Con- 
tributions to  already  existing  funds 
that  underwrite  medical  education  are 
also  valuable. 

In  any  event,  help  must  be  forth- 
coming for  medical  schools  and  their 
students  if  the  goal  of  increased  man- 
power and  better  delivery  of  health 
care  services  is  to  be  achieved. 
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Leadership  is  oftentimes  an  elusive 
thing,  but  Texas  physicians  seem  to 
have  found  a wealth  of  the  much- 
sought-after  quality. 

In  the  past  year  or  so,  physicians 
from  Texas  held  not  only  important  po- 
sitions on  local  and  state  levels,  but 
were  also  numbered  among  the  leaders 
of  national  medical  groups  and  organi- 
zations. Many  will  continue  in  their  po- 
sitions during  the  current  year. 

At  last  count,  some  16  national  med- 
ical organizations  had  Texas  MD’s  as 
their  president.  Other  physicians  served 
as  vice-presidents,  trustees,  directors, 
board  chairmen,  committee  and  council 
members,  et  cetera. 

Here’s  a list  of  just  some  Texas  MD 
leaders: 

Association  of  American  Medical  Col- 
leges— Dr.  Charles  C.  Sprague,  dean  of 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  chairman- 
elect. 

American  Society  of  Anesthesiolo- 
gists— Dr.  Marion  T.  Jenkins  of  Dallas, 
president. 

American  College  of  Radiology — Dr. 
Robert  W.  McConnell  of  Dallas,  presi- 
dent. 

American  Association  of  Psychiatric 
Services  for  Children — Dr.  Robert  L. 
Stubblefield  of  Dallas,  president. 

American  Association  for  Study  of 
Liver  Diseases — Dr.  Burton  Combes  of 
Dallas,  president. 

American  Society  of  Plastic  and  Re- 
constructive Surgery — Dr.  Stephen  R. 
Lewis  of  Galveston,  president. 

American  Academy  of  Orthopaedic 
Surgeons — Dr.  John  J.  Hinchey  of  San 
Antonio,  president. 

American  Gastroenterological  Associ- 
ation— Dr.  Nicholas  C.  Hightower  of 
Temple,  president. 

American  Academy  of  Facia!  Plastic 


National  leadership 
provided  by 

1exas  physicians 


and  Reconstructive  Surgery — Dr.  Wil- 
liam K.  Wright  of  Houston,  president. 

American  Association  for  Cancer  Re- 
search— Dr.  Emil  Frei,  III,  of  Houston, 
president. 

American  Society  for  Clinical  Phar- 
macology and  Therapeutics — Dr.  Mon- 
tague Lane  of  Houston,  president. 

American  Association  of  Medical  and 
Health  Museums  (new) — Dr.  George  H. 
Brandau  of  Houston,  president. 

Central  Society  for  Clinical  Research 
— Dr.  Leonard  L.  Madison  of  Dallas, 
president. 

American  Fracture  Association — Dr. 
Robert  B.  Elliott  of  Houston,  president. 

International  Society  of  Clinical  Path- 
ology— Dr.  John  J.  Andujar  of  Fort 
Worth,  president. 

American  College  of  Preventive  Med- 
icine— Dr.  Charles  A.  Berry,  recently 
of  Houston,  president-elect.  (Just  be- 
fore the  end  of  the  year.  Dr.  Berry  left 
his  post  at  the  NASA  Manned  Space- 
craft Center  in  Houston  for  a new  posi- 
tion as  NASA  Director  of  Life  Sciences 
in  Washington,  D.C.) 

Also  Dr.  George  R.  Anderson  (Col., 
USAF)  of  San  Antonio,  vice-president 
for  aerospace  medicine. 

American  Psychiatric  Association — 
Dr.  Perry  C.  Talkington  of  Dallas,  presi- 
dent-elect. 

American  Thoracic  Society — Dr.  Alan 
K.  Pierce  of  Dallas,  president-elect. 

American  College  of  Cardiology — Dr. 
Arthur  C.  Beall,  Jr.,  of  Houston,  vice- 
president. 

American  College  of  Surgeons — Dr. 
Robert  C.  Hickey  of  Houston,  vice-chair- 
man of  the  board  of  governors;  Dr. 
Louis  J.  Girard  of  Houston,  board  of 
governors;  Dr.  William  D.  Seybold  of 
Houston,  board  of  governors;  and  Dr. 
G.  Tom  Shires  of  Dallas,  board  of  re- 


gents. 

American  College  of  Emergency  Phy- 
sicians— Dr.  Ben  E.  Moore  of  Dallas, 
director. 

Industrial  Medical  Association — Dr. 
Neill  K.  Weaver  of  Houston,  director. 

American  Geriatrics  Association — Dr. 
Frederick  G.  Dorsey  of  Houston,  direc- 
tor. 

Planned  Parenthood — World  Popula- 
tion— Dr.  Abel  J.  Leader  of  Houston 
and  Dr.  Dudley  V.  Powell  of  Dallas, 
members  of  the  national  medical  board. 

American  College  of  Chest  Physicians 
— Dr.  Arthur  C.  Beall,  Jr.,  of  Houston, 
chairman  of  the  board  of  regents. 

American  Association  of  Public  Health 
Physicians — Dr.  Ben  M.  Primer,  Sr.,  of 
Austin,  secretary-treasurer. 

American  Board  of  Medical  Special- 
ists— Dr.  Richard  F.  Boyd  of  Dallas, 
(representative,  American  Board  of  Pre- 
ventive Medicine.) 

American  Board  of  Anesthesiology — 
Dr.  Arthur  S.  Keats  of  Houston,  board 
of  directors. 

American  Board  of  Colon  and  Rectal 
Surgery — Dr.  Robert  J.  Rowe  of  Dallas. 

American  Board  of  Dermatology — Dr. 
J.  Bedford  Shelmire,  Sr.,  of  Dallas. 

American  Board  of  Internal  Medicine, 
Subspecialty  of  Cardiovascular  Disease 
— Dr.  Robert  J.  Hall  of  Houston. 

American  Board  of  Orthopaedic  Sur- 
gery— Dr.  Charles  F.  Gregory  of  Dallas, 
president. 

American  Board  of  Pathology — Dr. 
Vernie  A.  Stembridge  of  Dallas. 

American  Board  of  Pediatrics — Dr.  C. 
W.  Daeschner,  Jr.,  of  Galveston. 

American  Board  of  Pediatrics,  Sub- 
specialty of  Pediatric  Cardiology — Dr. 
Dan  G.  McNamara  of  Houston. 

American  Board  of  Physical  Medicine 
and  Rehabilitation — Dr.  Edward  M.  Kru- 
sen  of  Dallas. 
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American  Board  of  Plastic  Surgery — 
Dr.  Stephen  R.  Lewis  of  Galveston. 

American  Board  of  Psychiatry  and 
Neurology — Dr.  Robert  L.  Stubblefield 
of  Dallas. 

American  Board  of  Radiology — Dr. 
Frederick  J.  Bonte  of  Dallas  and  Dr. 
Robert  N.  Cooley  of  Galveston. 

American  Board  of  Surgery — Dr.  G. 
Tom  Shires  of  Dallas. 

Board  of  Thoracic  Surgery  (affiliate 
of  the  American  Board  of  Surgery) — 
Dr.  Donald  L.  Paulson  of  Dallas  and  Dr. 
Denton  A.  Cooley  of  Houston. 

American  Board  of  Urology — Dr.  Rus- 
sell Scott,  Jr.,  of  Houston. 

American  Board  of  Nuclear  Medicine 
(new) — Dr.  Frederick  J.  Bonte  of  Dallas. 

In  addition  to  these  many  organiza- 
tions, a seemingly  endless  list  of  Texas 
physicians  hold  offices  in  the  American 
Medical  Association  and  the  American 
Academy  of  Family  Physicians. 

These  involved  physicians  include 
the  following: 

American  Medical  Association — Dr. 
James  H.  Sammons  of  Baytown,  board 
of  trustees,  director  of  AMA-ERF,  and 
chairman  of  the  Liaison  Committee  to 
the  American  Bar  Association;  Dr.  Ed 
W.  Schmidt  of  Pecos,  Council  on  Rural 
Health;  Dr.  Milford  0.  Rouse  of  Dallas, 
Past  President  of  the  AMA,  Council  on 
Foods  and  Nutrition;  Dr.  Charles  D. 
Bussey  of  Dallas,  chairman.  Council  on 
Scientific  Assembly;  Dr.  Nicholas  C. 
Hightower  of  Temple,  Council  on  Sci- 
entific Assembly;  Dr.  Russell  L.  Deter 
of  El  Paso,  Council  on  Alcoholism  and 
Drug  Dependence;  Dr.  Robert  Mayo 
Tenery  of  Waxahachie,  vice-chairman. 
Council  on  Constitution  and  Bylaws; 
Dr.  John  S.  Chapman  of  Dallas,  chair- 
man of  the  Council  on  Environmental 
and  Public  Health,  and  chief  editor  of 
Archives  of  Environmenal  Health]  Dr. 


James  H.  Sterner  of  Houston,  Council 
on  Environmental  and  Public  Health; 
Dr.  Harvey  Renger  of  Hallettsville, 
Council  on  Legislation;  Dr.  Charles  Max 
Cole  of  Dallas,  Council  on  Long-Range 
Planning  and  Development;  Dr.  Milton 
V.  Davis  of  Dallas,  Council  on  National 
Security;  Dr.  Joseph  M.  White,  Jr.,  of 
Galveston,  Council  on  Medical  Educa- 
tion and  Liaison  Committee  on  Medical 
Education;  Dr.  Robert  L.  Stubblefield, 
Council  on  Mental  Health  and  Resi- 
dency Review  Committee  for  Psychiatry 
and  Neurology  (representative,  Ameri- 
can Board  of  Psychiatry  and  Neurol- 
ogy). 

Dr.  Robert  B.  White  of  Galveston, 
Residency  Review  Committee  for  Psy- 
chiatry and  Neurology  (representative, 
Council  on  Medical  Education);  Dr. 
Stanley  W.  Olson  of  San  Antonio, 
Advisory  Committee  on  Continuing 
Medical  Education;  Dr.  J.  Fred  Mullins 
of  Galveston,  Residency  Review  Com- 
mittee for  Dermatology  (representative, 
American  Board  of  Dermatology);  Dr. 
Joseph  N.  Seitchik  of  San  Antonio,  Res- 
idency Review  Committee  for  Obstet- 
rics-Gynecology (representative,  Ameri- 
can College  of  Obstetricians  and  Gyne- 
cologists); Dr.  Bobby  R.  Alford  of  Hous- 
ton, Residency  Review  Committee  for 
Otolaryngology  (representative.  Council 
on  Medical  Education)  and  chief  editor 
of  Archives  of  Otolaryngology]  Dr.  E. 
Stanley  Crawrford  of  San  Antonio,  Resi- 
dency Review  Committee  for  Pediatrics 
(representative,  American  Board  of  Pe- 
diatrics); Dr.  C.  W.  Daeschner,  Jr.,  of 
Galveston,  Residency  Review  Commit- 
tee for  Pediatrics  (representative,  Amer- 
ican Board  of  Pediatrics);  Dr.  Oscar  O. 
Selke,  Jr.,  of  Houston,  Residency  Re- 
view Committee  for  Physical  Medicine 
and  Rehabilitation;  (representative, 
Council  on  Medical  Education);  Dr. 


Stephen  R.  Lewis  of  Galveston,  Resi- 
dency Review  Committee  for  Plastic 
Surgery  (representative,  American 
Board  of  Plastic  Surgery)  and  alternate 
on  the  Interspecialty  Committee  (rep- 
resentative, American  Society  of  Plastic 
and  Reconstructive  Surgery);  Dr.  Rob- 
ert N.  Cooley  of  Galveston,  Residency 
Review  Committee  for  Radiology  (rep- 
resentative, American  Board  of  Radiol- 
ogy); Dr.  James  D.  Murphy  of  Fort 
Worth,  Residency  Review  Committee 
for  Family  Practice  (representative, 
American  Academy  of  Family  Physi- 
cians); Dr.  George  R.  Anderson  (Col., 
USAF)  of  San  Antonio,  Residency  Re- 
view Committee  for  Preventive  Medi- 
cin  (representative,  American  Board  of 
Preventive  Medicine)  and  vice-chairman 
of  the  Section  on  Preventive  Medicine. 

Dr.  Joseph  T.  Painter  of  Houston, 
delegate.  Section  on  Internal  Medicine; 
Dr.  Robert  F.  Peterson  of  Temple,  sec- 
retary, Section  on  Pathology;  Dr.  Walter 
C.  Barnes  of  San  Antonio,  representa- 
tive for  scientific  exhibits.  Section  on 
Preventive  Medicine;  Dr.  John  R.  Calver- 
ley  of  Galveston,  assistant  secretary. 
Section  on  Psychiatry  and  Neurology; 
Dr.  Robert  A.  Murray  of  Temple,  chair- 
man, Section  on  Orthopaedic  Surgery, 
Interspecialty  Committee,  and  National 
Joint  Practice  Committee. 

Dr.  Charles  E.  Gibbs  of  San  Antonio, 
Committee  on  Maternal  and  Child  Care; 
Dr.  Melvin  L.  Thornton  of  San  Antonio, 
Committee  on  Medical  Aspects  of 
Sports;  Dr.  Max  E.  Johnson  of  San  An- 
tonio, Committee  on  Nursing;  Dr.  Jack 
P.  Abbott  of  Houston,  Committee  on 
Transfusion  and  Transplantation;  Dr. 
Floyd  A.  Norman  of  Dallas,  Committee 
on  Community  Health  Care;  Dr.  John 
H.  Bohmfalk  of  San  Antonio,  Committee 
on  Health  Care  Financing;  Dr.  Mario  E. 
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Ramirez  of  Roma,  Committee  on  Health 
Care  of  the  Poor;  Dr.  Charles  A.  Berry, 
formerly  of  Houston  (now  in  Washing- 
ton, D.C.),  Committee  on  Aerospace 
Medicine. 

Dr.  Robert  L.  Donald  of  Houston, 
Commission  on  Emergency  Medical 
Services;  Dr.  Charles  A.  Rockwood,  Jr., 
of  San  Antonio,  Commission  on  Emer- 
gency Medicai  Services  (representative, 
American  Academy  of  Orthopaedic  Sur- 
gery); Dr.  Don  Michael  Benson  (USAF) 
of  Fort  Worth,  alternate.  Commission 
on  Emergency  Medical  Services  (repre- 
sentative, American  Society  of  Anes- 
thesiologists). 

Dr.  John  D.  Nelson  of  Dallas,  edi- 
torial board,  American  Journal  of  Dis- 
eases of  Children;  and  Dr.  Robert  E. 
Fechner  of  Houston,  editorial  board. 
Archives  of  Otolaryngology. 

Two  non-physicians  who  served  with 
AMA  bodies  last  year  are  Dr.  Richard 

D.  Remington  (Ph.D.)  of  The  University 
of  Texas  School  of  Public  Health  in 
Houston,  a member  of  the  Committee 
for  Research  on  Tobacco  and  Health 
(AMA-ERF),  and  Dr.  James  F.  Jerger 
(Ph.D.)  of  Baylor  College  of  Medicine 
in  Houston,  who  was  on  the  editorial 
board  of  Archives  of  Otolaryngology. 

Last,  but  not  least,  are  the  mem- 
bers of  the  Texas  Medical  Association's 
Delegation  to  the  AMA:  delegates — Dr. 
N.  L.  Barker  of  Paris,  Dr.  G.  W.  Cleve- 
land of  Austin,  Dr.  Charles  Max  Cole 
of  Dallas,  Dr.  Robert  D.  Moreton  of 
Houston,  Dr.  Haden  E.  McKay,  Jr.,  of 
Humble,  Dr.  James  D.  Murphy  of  Fort 
Worth,  Dr.  Joe  T.  Nelson  of  Weather- 
ford, Dr.  Harvey  Renger  of  Halletts- 
ville,  and  Dr.  Walter  Walthall  of  San  An- 
tonio, and  alternate  delegates — Dr.  G. 

V.  Brindley,  Jr.,  of  Temple,  Dr.  Merle 

W.  Delmer  of  San  Antonio,  Dr.  Mylie 

E.  Durham,  Jr.,  of  Houston,  Dr.  J. 


L.  Jackson,  III,  of  Wichita  Falls,  Dr. 
Braswell  Locker  of  Brownwood,  Dr.  J. 
E.  Miller  of  Dallas,  Dr.  Sam  A.  Nixon  of 
Floresville,  Dr.  James  K.  Peden  of 
Dallas,  and  Dr.  Stanley  E.  Thompson 
of  Richmond. 

American  Academy  of  Family  Physi- 
cians— Dr.  James  H.  Sammons  of  Bay- 
town,  Commission  on  Legislation  and 
Public  Policy;  Dr.  James  D.  Murphy  of 
Fort  Worth,  AMA  Residency  Review 
Committee  for  General  Practice  (repre- 
sentative, AAFP);  Dr.  Silas  W.  Grant  of 
Hillsboro,  Finance  Committee:  Dr.  Juan 
A.  Dieck  of  Harlingen,  State  Chapter 
Editors’  Committee;  Dr.  Donald  M. 
Gready  of  Houston,  Texas  Academy  of 
Family  Physicians’  delegate  to  AAFP 
and  member  of  the  Publication  Com- 
mittee; Dr.  Sam  A.  Nixon  of  Floresville, 
TAFP  alternate  delegate  to  AAFP  and 
member  of  the  Commission  on  Envir- 
onmental Medicine;  Dr.  Haden  E.  Mc- 
Kay, Jr.,  of  Humble,  TAFP  delegate  to 
AAFP;  and  Dr.  Durwood  E.  Neal  of  Fort 
Worth,  TAFP  alternate  delegate  to 
AAFP. 

No  doubt,  there  are  others — un- 
known to  Texas  Medicine — who  labor 
vigorously  for  other  organizations. 

All  of  the  listed — and  the  unknown — 
leaders  in  Texas  medicine  deserve  a 
salute  for  their  efforts  and  the  time 
they  have  chosen  to  devote  to  the 
furtherance  of  scientific  knowledge  and 
of  the  medical  profession. 
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KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET 


AC  (713)  526-2671 


HOUSTON,  TEXAS  77025 


INTERNAL  MEDICINE 

Endocrine  and  Metabolie 
Diseasee 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D.. 
F.A.C.P. 

Joy  Mackay  M.D. 

Phillips  Kay  Campion,  M.D. 

Pulmonary  Dieeasee 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentliff  M.D., 
F.A.C.P. 

Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke,  M.D. 

General  Medicine  and  Oncology 

Carlos  F.  Taboada,  M.D. 

ESihu  N.  Root,  M.D. 

•Military  Service 


Nephrology 

Francis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 
Jerome  B.  Bart,  M.D. 
Infectious  Diseases 
Stuart  Rises  M.D., 

F.A.C.P. 

Allergy 

Thomas  R.  Woehler,  M.D. 
Occupational  Health  Services 
Paul  E.  Wright  M.D., 

M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 

F.A.C.Pr.M. 

Richard  M.  Fenno  M.D,, 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  I.  Karstens,  M.D. 

F.A.C.Pr.M. 

Frank  A.  Goss,  M.D. 

Nicholas  H.  Nauert,  Jr.,  M.D. 
F.A.C.P. 

GENERAL  & THORACIC 
StJRGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D., 
F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 
William  A.  Johnson,  III, 
M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
•Ricardo  Daichman,  M.D. 
Manuel  C.  Ramirez,  M.D. 


PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

PATHOLOGY 

Robert  A.  Jordan,  Ph.D., 
M.D..  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 


SPEECH  PATHOLOGY  AND 
AUDIOLOGY 
Donna  R.  Fox,  Ph.D. 

Jane  Porter,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Psychiatry 

Albert  Owers,  M.D. 
Pulmonary  IHseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  FJV.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Vailiant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 
Cardiology 

David  K.  Brooks,  Ph.D.,  M.D 
F.A.C.C. 

Efrain  Garcia,  M.D., 
F.A.C.P. 

Social  Service 

Mary  E.  'IS^eeler,  Ph.D. 

SPECIAL  FACILI'HES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
I,aboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

Electronystagmography 

ADMINISTRATOR 
James  A.  Bakken 
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Receiving  the  Distinguished  Service 
Award  of  the  Texas  Pediatric  Society 
was  Dr.  Max  R.  Woodward  of  Sher- 
man. Dr.  Woodward  was  presented  the 
award  at  the  annual  meeting  of  the 
society.  The  award  has  been  given  only 
11  times  in  the  past  40  years. 

Dr.  Joseph  T.  Painter,  chairman  of  the 
TMA  Council  on  Tax-Financed  Health 
Care  Programs,  is  one  of  two  physi- 
cians appointed  to  the  new  18-member 
Committee  on  Health  Education  estab- 
lished by  President  Richard  M.  Nixon. 

Dr.  Painter,  a Houston  internist,  is 
also  an  AMA  alternate  delegate. 

Lufkin  general  practitioner  Dr.  B.  H. 
McVicker  is  one  of  nine  men  appointed 
by  Texas  Gov.  Preston  Smith  to  serve 
on  the  first  board  of  regents  of  Tyler 
State  College. 

The  school,  which  was  created  by 
the  1971  Legislature,  will  offer  upper 
level  courses  and  is  designed  to  be  an 
institution  where  students  graduating 
from  area  junior  colleges  may  complete 
their  education. 

Leading  the  Texas  Pediatric  Society  in 
1972  will  be  Dr.  Jack  F.  McKemie  of 
Corpus  Christi.  Assisting  him  will  be 
Drs.  Stephen  G.  Maddox,  Jr.,  of  Fort 
Worth,  president-elect;  Laurance  N. 
Nickey  of  El  Paso,  vice-president;  Pat 
A.  Cato  of  Austin,  secretary;  and 
George  M.  Waddill,  Jr.,  of  Amarillo, 
treasurer. 

Dr.  Sheldon  W.  Joseph  of  Houston 
was  elected  new  chairman  of  District  1. 
Other  chairmen  include  Drs.  Melvin  G. 
Russell,  Dallas,  District  2;  P.  Clift 
Price,  Austin,  District  3;  and  John  M. 
Pickett,  Amarillo,  District  4. 

Chosen  as  one  of  100  members  of  the 
new  Institute  of  Medicine  of  the  Na- 
tional Academy  of  Sciences  was  the 
chairman  of  Baylor  College  of  Medi- 
cine’s rehabilitation  department.  Dr. 
William  A.  Spencer.  Dr.  Spencer  is  also 
director  of  the  Texas  Institute  for 
Rehabilitation  and  Research,  based  in 
Houston. 

The  new  institute  is  composed  of 
physicians,  engineers,  economists,  law- 
yers, and  behavioral  scientists.  It  is 
intended  to  be  a voice  in  medicine  and 
health  speaking  to  major  health  issues 
confronting  the  nation. 


New  president  of  the  Texas  Society  of 
Internal  Medicine  is  Dr.  Thomas  M. 
Runge  of  Austin.  Dr.  Runge  assumed 
the  office  at  the  recent  annual  meeting 
of  the  society  in  San  Antonio. 

Dr.  Richard  D.  Haines  of  Temple  was 
named  president-elect  of  the  society. 
He  will  assume  the  presidency  in 
December,  1972. 

Newly  elected  to  the  TSIM  board  of 
directors  were  Drs.  Nathan  Galloway  of 
Odessa,  E.  R.  Hayes  of  Dallas,  Sydney 
Schiffer  of  San  Antonio,  and  David  E. 
Streitmatter  of  Dallas. 

Dean  of  The  University  of  Texas  Med- 
ical School  at  Houston,  Dr,  Cheves 
McCord  Smythe,  announced  recently 
the  appointment  of  Dr.  Louis  A.  Fail- 
lace  to  the  faculty  of  the  medical 
school. 

Dr.  Faillace,  formerly  the  director  of 
the  psychiatric  service  at  Baltimore 
(Md.)  City  Hospitals  and  associate  pro- 
fessor of  psychiatry  at  Johns  Hopkins 
University  School  of  Medicine,  will  be 
professor  and  director  of  the  program 
in  psychiatry  at  the  medical  school. 

He  will  also  serve  as  chief  of  the 
psychiatric  service  at  Hermann  Hospi- 
tal, according  to  Col.  Dan  G.  Kadro- 
vach,  director  of  the  hospital. 

The  21st  recipient  of  the  Tarrant 
County  Medical  Society’s  Gold-Headed 
Cane  Award  is  Dr.  Emory  Davenport. 
An  internist.  Dr.  Davenport  has  been  in 
practice  in  Fort  Worth  since  1946.  He 
is  a past  president  of  Tarrant  County 
Medical  Society  and  has  served  on 
numerous  committees  in  the  many 
professional  associations  of  which  he 
is  a member. 

Associate  councilors  representing  Tex- 
as to  the  Southern  Medical  Association 
are  Drs.  Charles  Max  Cole  of  Dallas; 
N.  C.  Hightower,  Jr.,  of  Temple, 
Charles  T.  Meadows  of  Abilene;  W.  H. 
Neil  of  Fort  Worth,  and  James  H.  Sam- 
mons of  Baytown.  Councilor  for  Texas 
is  Dr.  Phillip  W.  Voltz,  Jr.,  of  San 
Antonio. 

Dr.  Montague  Lane  of  Houston  was 
named  a 1971  distinguished  alumnus 
of  Chicago  Medical  School  in  Illinois. 
Dr.  Lane  is  a professor  of  pharmacol- 
ogy and  medicine  and  head  of  the 
division  of  oncology  at  Baylor  College 
of  Medicine. 


Dr,  Jonathan  W.  Uhr,  immunologist  at 
the  New  York  University  School  of 
Medicine,  will  join  the 
team  of  immunology 
experts  at  The  Univer- 
sity of  Texas  South- 
western Medical  School 
at  Dallas  next  fall. 

Dr.  Uhr  is  slated  to 
become  professor  and 
chairman  of  the  depart- 
ment of  microbiology  and  professor  of 
internal  medicine  on  Sept.  1,  1972. 

The  immunologist,  who  has  been 
director  of  the  Irvington  House  Insti- 
tute for  Rheumatic  Fever  and  Allied 
Diseases  at  the  New  York  medical 
school  for  the  past  10  years,  will  suc- 
ceed Dr.  S.  Edward  Sulkin  as  chairman 
of  the  microbiology  department. 

Dr.  Sulkin  had  asked  to  be  relieved 
of  his  administrative  responsibilities  in 
order  to  devote  more  time  to  research, 
said  Dr.  Charles  C.  Sprague,  dean  of 
Southwestern. 

Dr.  F.  A.  Bashour,  codirector  of  the 
cardiopulmonary  department  at  Metho- 
dist Hospital  of  Dallas,  was  awarded 
the  ‘‘Order  of  Cedars”  honor  by  the 
Lebanese  government.  Presenting  the 
award  for  ‘‘outstanding  service  to  hu- 
manity in  the  field  of  medicine”  was 
the  country’s  minister  of  health,  Emile 
Bittar. 

Dr.  Bashour  is  a native  of  Tarabulus 
(Tripoli),  Lebanon. 

Wichita  Falls  radiologist  Dr.  David  H. 
Allen  is  serving  on  the  Nominating 
Committee  of  the  American  College  of 
Radiology.  Dr.  Allen  and  committee 
members  will  nominate  a president, 
vice-president,  and  three  chancellors 
for  three-year  terms  with  the  college. 
The  committee  will  complete  its  work 
and  will  announce  the  names  of  nomi- 
nees via  the  ACR  Bulletin  at  least  one 
month  before  the  ACR  annual  meeting, 
which  is  set  for  April  3-8,  1972,  in 
Miami  Beach,  Fla. 

New  officers  of  the  Panhandle  District 
Medical  Society  include  Dr.  A.  B. 
Goldston,  Amarillo  surgeon,  president: 
Dr.  James  L.  Robins,  Plainview  gen- 
eral practitioner,  vice-president;  Dr. 
Lewis  M.  Kimbell,  II,  Borger  patholo- 
gist, vice-president;  and  Dr.  John  V. 
Denko,  Amarillo  pathologist,  secretary- 
treasurer. 
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PAMPHLETS 


Elected  to  the  American  Society  for 
Clinical  Investigation  was  Dr.  Wadi  N. 
Suki,  associate  professor  of  medicine 
and  chief  of  the  renal  section  of  the 
department  of  medicine  at  Baylor  Col- 
lege of  Medicine  in  Houston.  Only  60 
young  men  who  have  accomplished 
meritorious  original  investigations  in 
clinical  or  allied  sciences  are  inducted 
into  the  society  each  year. 

Dr.  Suki  was  also  recently  elected  to 
the  executive  committee  of  the  Coun- 
cil on  the  Kidney  in  Cardiovascular 
Disease  of  the  American  Heart  Associ- 
ation. 

Outstanding  ex-student  of  The  Univer- 
sity of  Texas  at  El  Paso  for  1971  was 
Dr.  Raymond  A.  Gardea,  a native  El 
Pasoan.  Dr.  Gardea  is  the  22nd  ex- 
student to  receive  the  honor.  The  gen- 
eral practitioner  was  graduated  from 
UT  El  Paso  (then  Texas  Western  Col- 
lege) in  1951. 

San  Antonio  physicians  elected  to 
serve  on  the  advisory  committee  for 
medical  and  scientific  matters  of  the 
South  Central  Texas  Chapter  of  the 
Arthritis  Foundation  include  Drs.  Er- 
skine  M.  Caperton,  Timothy  Harring- 
ton, Karl  H.  Hempel,  Alfred  Miller, 
Robert  H.  Persellin,  C.  A.  Rockwood, 
Jr.,  and  David  R.  Sacks. 

Dr.  Joseph  E.  Gardner  and  Dr.  E.  P. 
Williams,  III,  both  of  Corpus  Christi, 
have  been  named  temporary  officers 
in  the  newly  created  Coastal  Bend 
Health  Planning  Council.  The  council, 
created  by  the  Coastal  Bend  Regional 
Planning  Commission,  was  established 
to  assist  the  commission  by  recom- 
mending policies  and  priorities  for 
comprehensive  health  planning  in  the 
Coastal  Bend  area. 

Houston  specialist  in  pulmonary  dis- 
orders, Dr.  Paul  Michael  Stevens,  was 
honored  recently  as  a Pulmonary  Aca- 
demic Scholar  by  the  National  Heart 
and  Lung  Institute. 

Dr.  Paul  N.  Renton  has  been  named 
medical  advisory  chairman  of  the 
Wichita  Falls  Area  Chapter  of  the  Na- 
tional Multiple  Sclerosis  Society.  Dr. 
Renton,  a neurological  surgeon  who 
has  been  in  practice  in  Wichita  Falls 
since  1961,  succeeds  Dr.  Alva  Eugene 
Jackson,  Jr.,  who  moved  to  Dallas. 


1971-1972  officers  of  the  American 
Cancer  Society,  Texas  Division,  Inc., 
are  Dr.  Robert  B.  Caraway,  Jr.,  of 
Wharton,  president,  and  Dr.  Lester  L. 
Hoaglin  of  Houston,  vice-president.  Dr. 
Caraway  also  serves  as  chairman  of 
the  group’s  Plans  and  Evaluations 
Committee,  while  Dr.  Hoaglin  heads 
the  Medical  and  Scientific  Committee. 
Both  physicians  are  also  on  the  divi- 
sion’s executive  committee. 

Other  MD’s  on  the  executive  com- 
mittee include:  Drs.  B.  L.  Aronoff  and 
Zelig  H.  Lieberman,  Dallas;  J.  Bradley 
Aust,  San  Antonio;  Charles  F.  Pelphrey, 
John  F.  Thomas,  and  Grover  L.  Bynum, 
Jr.,  immediate  past  president,  Austin; 
Sheridan  S.  Evans,  McAllen;  E.  Jack- 
son  Giles,  Corpus  Christi;  Robert  C. 
Hickey  and  Edward  Hinds,  Houston; 
James  R.  Morgan,  who  also  serves  as 
chairman  of  the  Unit  Certification 
Committee,  El  Paso;  George  Jack 
Pruitt,  Lufkin;  Edward  B.  Rowe,  Gal- 
veston; Charles  H.  Todd,  Jr.,  Beau- 
mont; and  Charles  H.  Wilson,  also 
chairman  of  the  Public  Education  Com- 
mittee, Wichita  Falls.  Dr.  J.  Harold 
Cheek  of  Dallas  serves  as  chairman  of 
the  Service  and  Rehabilitation  Com- 
mittee. 

Dr.  Harry  S.  Lipscomb  of  Baylor  Col- 
lege of  Medicine  in  Houston  has  been 
elected  to  the  board  of  directors  of 
Project  Concern,  an  international  med- 
ical service  organization. 

Dr.  Donald  J.  Fernbach,  professor  of 
pediatrics  at  Baylor  College  of  Medi- 
cine in  Houston,  has  been  appointed 
to  the  Committee  on  Neoplastic  Dis- 
ease of  the  American  Academy  of 
Pediatrics. 

Elected  president  and  president-elect, 
respectively,  of  the  Texas  Heart  Asso- 
ciation, Inc.,  were  Houston  internists 

Dr.  Sidney  Schnur  and  Dr.  F.  W. 
Wilson. 

Another  Houston  physician,  Dr.  Paul 
V.  Ledbetter,  was  given  a special 
award  by  the  association  created  just 
to  salute  him  for  his  many  years  of 
service  for  and  contributions  to  the 
American  Heart  Association.  The  state 
chapter  also  plans  to  give  a new  award 
named  for  Dr.  Ledbetter  in  future 
years  to  a professional  volunteer  who 
helps  foster  scientific  progress  in  heart 
research. 


The  American  Medical  Association’s 
Council  on  Health  Manpower  has  pub- 
lished a new  booklet  on  physician’s 
assistants  for  the  benefit  of  the  public. 

Entitled  Informational  Bulletin  on 
Physician’s  Assistants,  the  booklet  dis- 
cusses the  current  status  of  the  PA 
concept,  provides  information  on  48 
pilot  programs  in  operation,  and  gives 
additional  sources  of  information. 

Copies  of  the  bulletin  or  a progress 
report  called  The  Physician’s  Assistant — 
A Progress  Report  may  be  obtained  by 
writing  the  Department  of  Health  Man- 
power, American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago,  III. 
60610. 

Joining  the  physician  in  providing 
health  care  for  today’s  athletes  is  the 
athletic  trainer.  A specialist  in  his  field, 
the  trainer  usually  has  a college  de- 
gree in  health  education,  physical  ed- 
ucation or  science;  special  prepara- 
tion in  physical  therapy;  and  mem- 
bership in  his  own  professional  organ- 
ization, along  with  stringent  require- 
ments of  education  and  supervised 
practical  experience. 

Unfortunately,  however,  there  are 
not  enough  of  these  specialists  for 
every  school  and  college.  Many  train- 
ers in  high  schools  and  in  some  small 
colleges  have  little  or  no  formal  prep- 
aration for  their  job,  and  some  have 
inadequate  knowledge  of  the  health 
needs  of  their  charges. 

To  aid  these  willing,  but  sometimes 
unprepared,  trainers,  the  American 
Medical  Association  has  published  a 
book.  Fundamentals  of  Athletic  Train- 
ing. The  book  presents  guidelines  for 
organization  and  administration  of  an 
athletic  program  and  principles  of  phys- 
ical fitness,  nutrition,  communicable 
disease  control,  and  physical  condition- 
ing. Also  included  is  information  about 
selection,  fitting,  and  maintenance  of 
protective  equipment,  taping,  and  first 
aid  and  a discussion  of  the  functions 
of  various  personnel  in  sports  medi- 
cine. 

Preparation  of  the  booklet  was  a 
joint  venture  of  the  National  Athletic 
Trainers  Association,  the  Athletic  Insti- 
tute, and  the  AMA  Medical  Aspects  of 
Sports’  Committee. 

Copies  of  the  paperback  book  are 
available  for  $2  each  from  the  AMA, 
535  N.  Dearborn  St.,  Chicago,  111. 
60610. 
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Money  matters  were  emphasized  in  the 
Texas  State  Journal  of  Medicine  of  50 
years  ago.  Included  among  the  pages 
of  the  January,  1922,  journal  were  the 
following  items  concerning  the  doctor’s 
dollars. 

Inquiries  from  the  US  Public 
Health  Service  and  an  indemnity  com- 
pany to  the  office  of  the  state  associa- 
tion revealed  that  the  state  executive 
secretary  had  no  recent  data  on  medi- 
cal fees  in  Texas. 

So,  to  correct  the  situation,  the 
association  mailed  out  135  question- 
naires and  “after  so  long  a time  and 
with  some  urging,”  50  were  returned, 
complete  with  all  the  necessary  infor- 
mation. 

From  these  50  replies  came  a few 
statistics:  (1)  the  charge  for  a day  visit 
was  $3  in  the  majority  of  cases,  while 
the  fee  for  a night  visit  was  anywhere 
from  50  cents  above  the  day  visit  cost 
to  $6  (most  night  calls  were  about  $4 
to  $5,  said  the  journal);  (2)  physicians 
charged  50  cents  to  $1.50  per  mile 
when  they  traveled  into  the  country 
during  the  day  on  a visit,  with  the 
usual  rate  being  $1  per  mile;  (3)  for 
nighttime  calls  in  the  country,  MD’s 
charged  a minimum  of  $1  per  mile  up 
to  a maximum  of  $2  per  mile;  (4) 
obstetrical  fees  varied  from  $15  to 
$50,  with  most  communities  recogniz- 
ing $25  plus  additional  “overtime”  as 
a fair  fee;  (5)  patients  of  50  years  ago 
generally  paid  $1  to  $2  for  an  office 
visit  and  prescription,  with  the  maxi- 
mum charge  being  $5;  (6)  life  insur- 
ance examinations  cost  $5  for  old  line 
companies  and  $1  to  $5  for  fraternal 
companies;  and  (7)  surgical  fees  var- 
ied widely — minor  operations  cost  any- 
where from  $2  to  $75,  while  those  con- 
sidered to  be  major  procedures  ran 
from  $25  (the  smallest)  to  $1,000  (the 
maximum). 

From  these  data,  journal  writers 
figured  that  the  average  income  for 
the  practicing  physician  in  Texas,  “in- 
cluding specialists  and  general  practi- 
tioners,” was  just  over  $3,800  per 
year.  They  added,  however,  that  this 
figure — like  others  estimated  as  the 
average  income  of  MD’s — was  highly 
speculative  and  that  only  an  expensive, 
time-consuming  study  could  gain  ac- 
curate data  on  which  to  figure  average 
income. 

Added  the  journal,  “The  claim  has 
been  made  that  the  average  income  of 


the  doctor  is  below  $500,  taking  the 
whole  number  into  consideration.  If 
this  be  true,  it  would  seem  that  we 
are  doing  very  well  in  Texas,  if  our  own 
figures  can  be  depended  upon — like 
the  man  who  if  he  could  get  some 
meat  would  have  a sandwich  if  he 
could  get  some  bread.” 

Another  item  dealt  with  collec- 
tion of  doctors’  fees.  The  journal  advo- 
cated that  the  doctor  and  his  office 
staff  give  “consistent  attention  to  the 
mailing  of  accounts  and  decent  follow- 
up requests  for  payment,”  rather  than 
turning  the  matter  over  to  a collection 
agency.  They  noted  that  some  agen- 
cies were  effective,  yet  gentle,  in  col- 
lecting accounts,  while  others  simply 
harassed  patients  into  paying. 

“Great  caution  should  be  exercised 
in  selecting  the  agency.  It  will  not  do 
always  to  take  the  word  of  the  solici- 
tor,” warned  journal  writers. 

The  journal  also  discussed  at- 
tempts to  limit  medical  fees  and  point- 
ed out  that  the  patient  rarely  thinks 
of  all  the  investment,  overhead,  and 
such  that  goes  into  the  practice  of 
medicine. 

Fretting  over  the  financial  discrimina- 
tion between  the  physician  and  others, 
one  physician  in  Medical  World  wrote 
an  obstetrical  bill  for  his  plumber 
using,  although  in  a somewhat  modi- 
fied fashion,  the  plumber’s  language. 

The  journal  added,  “A  mechanical 
engineer  will  get  from  $50  to  $500  for 
looking  over  a manufacturing  plant 
and  telling  the  manufacturer  what  to 
do  to  get  the  maximum  amount  of 
efficiency  and  profit  therefrom,  and 
without  a murmur.  A physician  would 
have  a sweet  time  getting  $100  for 
telling  that  same  manufacturer  how  to 
get  the  most  efficiency  out  of  himself 
and  his  subordinates,  from  a physical 
standpoint.” 

Discussing  dues,  the  journal  re- 
ported that  Kaufman  County  Medical 
Society  was  the  first  to  submit  its  dues 
report  for  1922.  The  journal  encour- 
aged other  county  societies  to  follow 
that  society’s  lead. 

Somewhat  of  an  afterthought  on  the 
subject  was  added:  “The  membership 
card  this  year  is  green  which  has  no 
reference  to  the  Irish  situation,  and  it 
will  look  good  and  feel  better  in  the 
pocketbook. 

“Get  a green  card.” 
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Barrington,  John  Rowan  Wilson,  303 

pp..  Garden  City,  N.  Y.,  Doubleday  & 

Co.,  Inc.,  1971,  $6.95. 

JOHN  ROWAN  WILSON  has  created  a 
very  good  novel  which  will  be  of  in- 
terest to  the  increasing  number  of  phy- 
sicians who  are  attracted  to  service  in 
international  health. 

Historically,  physicians  have  a long 
and  consistent  tradition  of  trying  to 
maintain  an  idealistic  view  of  their 
functions  and  their  role  as  healers.  The 
ethical  principles  of  the  medical  pro- 
fession were  long  ago  embodied  in  the 
Oath  of  Hippocrates,  the  Prayer  of 
Maimonides,  and  in  India,  in  the  oath 
prescribed  by  Susruta  from  traditional 
rituals  which  originated  well  before  the 
1st  Century  A.D. 

The  struggles  and  recurring  prob- 
lems experienced  by  such  international 
medical  “heroes”  as  Dr.  Albert  Schweit- 
zer, Dr.  Gordon  Seagrave,  and  Dr.  Tom 
Dooley  were  well  researched  by  the 
author  and  are  evident  in  the  life  of 
Dr.  Edward  Barrington,  the  book’s  chief 
character. 

An  evaluation  of  the  contributions  of 
medical  foundations  is  interwoven  in 
the  book.  Consideration  is  given  to 
the  motto  of  such  foundations — “to 
promote  the  well-being  of  mankind 
throughout  the  world” — and  to  the 
questions,  “What  is  their  purpose?,” 
“How  important  is  their  contribution?,” 
“Has  the  purpose  been  achieved?,”  and 
“What  does  the  experience  foretell  for 
things  to  come?” 

The  reader  is  made  fully  aware  of 
the  difficult  ethical  adjustments  re- 
quired to  produce  changes  in  a society 
where  health  problems  grow  out  of 
poverty,  ignorance,  bad  nutrition,  poor 
housing,  and  other  social  ills. 

The  author’s  vision  of  medical  health 
care  and  human  interrelation  described 
in  fiction  helps  the  reader  be  fully 
sympathetic  with  Dr.  Barrington,  who 
is  blessed  with  an  abundance  of  will, 
energy,  style,  shrewdness,  good  inten- 
tions, and  shortcomings. 

The  demise  of  Dr.  Barrington  in  a 
civil  war  in  a developing  African  nation 
is  a symbol  of  our  times. 

The  book  is  obviously  written  by  a 
man  who  conveys  a special  knowledge, 
insight,  and  understanding  in  the  field 
of  international  service. 

Dr.  Wilson’s  novel,  Barrington,  pre- 


sents a challenge  to  those  interested 
in  health  care  and  its  involvement  with 
the  peoples  of  the  world. 

KURT  LEKISCH,  M.D. 

Austin. 

Outpatient  Hemorrhoidectomy:  Liga- 
tion Treatment,  Peter  F.  Eastman, 
142  pp.,  illus..  Flushing,  N.Y.,  Medi- 
cal Examination  Publishing  Co.,  Inc., 
1970. 

REPEATING  OVER  AND  OVER  what 
others  have  found,  lack  of  editorial 
advice,  and  poor  proofreading  cause 
this  book  to  suffer  badly. 

In  fact,  readers  used  to  the  usual 
standards  of  American  medical  texts 
may  be  so  antagonized  by  the  unjusti- 
fied bulkiness  of  the  book  and  its  poor 
execution  that  they  may  reject  the 
method  it  recommends.  This  would  be 
a pity  because  ligation  treatment  of 
hemorrhoids  is  an  excellent,  relatively 
safe,  and  inexpensive  method  which 
can  cure  and/or  relieve  patients. 

The  first  chapter  of  the  book  gives 
the  historical  background  of  hemor- 
rhoid ligation  in  great  detail,  much  of 
which  is  irrelevant.  It  fails  to  stress 
Dr.  Paul  Blaisdell’s  outstanding  role  in 
the  development  of  the  ligation  treat- 
ment of  hemorrhoids,  and  it  does  not 
point  out  that  later  designs  of  hemor- 
rhoid ligators  are  insignificant  modifi- 
cations of  Blaisdell’s  instrument. 

This  chapter  also  states  that  Dr.  J. 
Barron  adopted  Glover’s  method  of 
ligating  the  umbilical  cord  of  newborn 
infants  to  hemorrhoid  ligation.  The 
author  obviously  meant  L.  C.  Gravlee, 
not  Glover,  and  what  Barron  actually 
adopted  was  Gravlee’s  loader  rather 
than  his  method.  It  also  fails  to  men- 
tion that  Blaisdell  has  been  using  rub- 
ber bands  for  years,  but  of  late  has 
switched  to  catgut  slip  knots.  The  be- 
ginning chapter  is  full  of  misprints, 
misspellings,  and  quoting  mistakes,  as 
is  the  rest  of  the  book. 

The  second  chapter,  “Instruments 
and  Records,”  consists  of  19  pages. 
Thirteen  of  these  pages  are  photo- 
graphs of  instruments  and  equipment, 
nearly  all  of  which  are  well-known  to 
anyone  who  has  dealt  with  hemor- 
rhoids. In  addition,  many  of  the  illus- 
trations are  rather  poor  quality,  which 
makes  one  wonder  why  the  author 
calls  his  photographer  “extraordinary.” 


This  criticism  applies  even  more  to 
photographs  presented  later  in  the 
book. 

One  of  the  more  worthwhile  contri- 
butions of  the  book  is  also  found  in 
chapter  2.  Dr.  Eastman  gives  in  full  the 
text  of  a brochure  he  gives  his  patients 
entitled,  “After  the  Treatment.” 

The  third  chapter  deals  with  the 
selection  and  preparation  of  patients 
for  hemorrhoid  ligation.  This  38-page 
chapter  includes  23  pages  of  photo- 
graphs, a good  many  of  which  contrib- 
ute little  to  the  book  or  the  reader. 
The  discussion  of  selection  of  patients 
is  embellished  by  case  reports;  ligation 
was  found  valuable  in  all  of  the  cases. 
Contraindications  such  as  associated 
anorectal  disease  (e.g.,  fissures)  are 
discussed,  and  three  groups  of  pa- 
tients considered  emotionally  unfit  for 
ligation  are  enumerated.  The  chapter 
concludes  with  a discussion  on  the 
preparation  of  the  patient,  including 
emotional  preparation. 

Chapter  4 describes  technique  and 
complications.  Of  the  33  pages  in  this 
chapter,  15  are  photographs.  Most  of 
these  illustrations  are  fairly  instructive; 
the  best  ones  were  taken  in  the  autop- 
sy room. 

As  all  authors  have  done  before.  Dr. 
Eastman  emphasized  that  the  dentate 
line  separates  the  sensitive  skin  from 
the  insensitive  mucosa.  He  describes 
his  technique  in  distinguishing  the  two 
in  great  detail.  Possibly,  the  inexperi- 
enced may  get  one  or  two  helpful  hints 
from  this  discussion.  He  strangely  does 
not  mention  that  one  may  test  the  pro- 
posed site  of  ligation  by  a gentle  pinch 
with  a suitable  instrument  to  distin- 
guish nerve-supplied  from  non-nerve- 
supplied  tissue.  A number  of  possible 
complications,  the  most  important  of 
which  is  bleeding,  are  illustrated  by 
case  reports. 

The  final  chapter  deals  with  results. 
Dr.  Eastman  reports  how  the  medical 
group  he  works  with  has  gradually 
accepted  ligation  treatment  of  hemor- 
rhoids. He  reports  on  2,029  outpatient 
hemorrhoid  ligations  in  731  patients 
done  over  five  years  and  lists  compli- 
cations and  results,  as  gleaned  from 
questionnaires  he  sent  to  the  first  51 
patients  a few  weeks  after  treatment. 
A total  of  92%  of  the  patients  were 
sufficiently  pleased  with  the  results  to 
say  they  would  undergo  the  treatment 
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again  if  necessary,  and  only  8%  said 
they  would  not. 

In  summary,  the  author  would  have 
done  better  to  write  a paper  on  the 
development  of  the  method  in  his 
hands  or  by  his  group  and  on  his 
results,  together  with  a few  remarks  on 
his  own  experiences  and  technique. 

HEINRICH  LAMM,  M.D. 

Harlingen. 

The  Gynecology  of  Childhood  and  Ado- 
lescence, John  W.  Huffman,  574  pp., 
illus.,  Philadelphia,  W.  B.  Saunders 
Co.,  1968,  $19.50. 

THIS  BOOK  IS  ONE  of  the  most  com- 
plete textbooks  on  childhood  and  ado- 
lescent gynecology  that  the  reviewer 
has  seen  lately.  It  should  be  in  the  per- 
sonal library  of  pediatricians,  gynecolo- 
gists, and  general  practice  physicians, 
where  they  can  refer  to  it  when  young 
patients  come  in  for  diagnosis  and 
treatment  of  gynecological  problems. 
Every  gynecological  clinic  should  have 
a copy  also  for  reference  purposes. 

The  embryology  of  the  female  sex 
organs  is  presented  first,  so  that  the 
physician  may  recognize  normal  and 
abnormal  structures  as  he  examines 
his  young  patients.  Anomalies  can  be 
understood  more  easily  if  the  physician 
is  aware  of  the  embryology. 

Premenarchal  growth  and  develop- 
ment is  the  book’s  next  topic  of  dis- 
cussion, and  from  there,  the  book 
moves  on  to  explore  genital  physiology. 
Examination  of  the  newborn  and  of  the 
premenarchal  child  is  covered  next. 
Perineal  and  vulva  infections,  as  well 
as  dermatological  disorders,  are  dis- 
cussed in  detail. 

Chapter  9,  “Premenarchal  Vulvovag- 
initis,” presents  a discussion  on  vulvo- 
vaginitis, a problem  that  this  reviewer 
has  been  concerned  with  for  more  than 
30  years.  The  reviewer  feels  that  the 
extensive  use  of  medication  advocated 
in  this  chapter  is  unnecessary.  He  be- 
lieves that  daily  cleansing  and  plain 
stilbestrol-vitamin  therapy  are  more  ef- 
fective methods  of  dealing  with  vulvo- 
vaginitis. 

Abnormalities  and  injuries,  as  well  as 
tumors,  are  discussed  next.  Isosexual 
precocity  and  incomplete  isosexual  pre- 
cocity are  explained.  Gonadal  dysgene- 
sis syndrome  and  ambiguous  genitalia 
(virilism)  are  also  described  well. 

The  ovarian  cycle  as  found  in  the 


adult  is  discussed,  with  particular  ref- 
erence to  the  examination  of  a child 
for  abnormal  conditions.  The  author 
provides  a great  deal  of  information  on 
amenorrhea,  as  this  is  usually  the  first 
type  of  gynecological  problem  present- 
ed. The  reviewer  feels  that  the  author 
can  be  criticized  for  using  corticoster- 
oids and  wedge  resection  of  ovaries  to 
treat  menstrual  disorders.  The  reviewer 
feels  that  it  is  preferable  to  institute  a 
stilbestrol-vitamin  treatment. 

Chapter  23,  on  dysfunctional  uterine 
bleeding,  is  another  part  of  the  book 
that  the  reviewer  cannot  agree  with. 
The  reviewer  feels  that  this  chapter  is 
incorrect  in  advocating  the  use  of  pro- 
gesterone and  progestins  for  this  con- 
dition. Progestational  agents  are  too 
toxic,  while  there  is  no  toxicity  from 
stilbestrol — even  when  administered  in 
large  doses. 

Dysmenorrhea  and  leukorrhea  in 
young  patients  are  also  discussed,  and 
the  reviewer  again  finds  that,  in  his 
opinion,  the  best  course  of  treatment 
for  such  problems  is  stilbestrol  and 
the  B-complex  vitamin. 

The  final  two  chapters  of  the  book 
deal  with  sex  and  with  juvenile  and 
adolescent  pregnancies,  respectively. 
These  two  topics  are  not  often  dis- 
cussed in  a textbook,  but  in  the  present 
day,  the  reviewer  feels  that  such  topics 
must  be  fully  covered  if  physicians  are 
to  be  fully  informed  about  gynecologi- 
cal problems  of  children  and  adoles- 
cents. 

KARL  JOHN  KARNAKY,  M.D. 

Houston. 
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Books 

AMA  Committee  on  Rating  of  Mental 
and  Physical  Impairment:  Guides  to 
the  Evaluation  of  Permanent  Impair- 
ment, AMA,  1971. 

Babson,  S.  G.,  and  Benson,  R.  C.:  Man- 
agement of  High-Risk  Pregnancy 
and  Intensive  Care  of  the  Neonate, 
ed.  2,  The  C.  V.  Mosby  Co.,  1971. 
Burian,  H.  M.,  Dunlap,  E.  A.,  Dyer, 
J.  A.,  et  al.:  Symposium  on  Strabis- 
mus, Transactions  of  the  New  Or- 
leans Academy  of  Ophthalmology, 
The  C.  V.  Mosby  Co.,  1971. 

Chalmers,  J.  A.:  The  Ventouse,  The 
Obstetric  Vacuum  Extractor,  Year 
Book  Medical  Publishers,  1971. 
Conley,  J.:  Concepts  in  Head  and  Neck 


Surgery,  Grune  & Stratton,  1970. 
Dorsey,  J.  M.:  Psychology  of  Lan- 
guage: A Local  Habitation  and  A 
Name,  Center  for  Health  Education, 
1971. 

Duffy,  B.  J.,  Jr.,  and  Wallace,  Sister 
M.  J.:  Biological  and  Medical  As- 
pects of  Contraception,  University  of 
Notre  Dame  Press,  1969. 

Efron,  E.:  The  News  Twisters,  Nash 
Publishing,  1971. 

Elkerbout,  F.,  Thomas,  P.,  and  Zwavel- 
ing.  A.,  eds.:  Cancer  Chemotherapy, 
Boerhaave  Series,  William  & Wilkins, 
1971. 

Fink,  B.  R.,  ed.:  Toxicity  of  Anesthetics, 
Proceedings  of  a Research  Symposi- 
um Held  in  Seattle  May  12-13,  1967, 
Williams  & Wilkins  Co.,  1968. 
Fitzpatrick,  T.  B.,  Arndt,  K.  A.,  Clark, 
W.  H.,  Jr.,  et  al.,  eds.:  Dermatology 
in  General  Medicine,  McGraw-Hill, 
1971. 

Grabb,  W.  C.,  Rosenstein,  S.  W.,  and 
Bzoch,  K.  R.,  eds.:  Cleft  Lip  and 
Palate,  Surgical,  Dental  and  Speech 
Aspects,  Little,  Brown  and  Co.,  1971. 
Hinsie,  L.  E.,  and  Campbell,  R.  J.,  eds.: 
Psychiatric  Dictionary,  ed.  4,  Oxford 
University  Press,  1970. 

Kelley,  D.:  With  Scalpel  and  Scope:  A 
History  of  Scott  and  White,  Texian 
Press,  1970. 

Luna,  C.:  The  UTU  Handbook  of  Trans- 
portation in  America,  Popular  Li- 
brary, 1971. 

Marble,  A.,  White,  P.,  Bradley,  R.  F., 
and  Krall,  L.  P.,  eds.:  Joslin’s  Dia- 
betes Mellitus,  ed.  11,  Lea  & Febi- 
ger,  1971. 

Martin,  E.  W.:  Hazards  of  Medication, 
A Manual  on  Drug  Interactions,  In- 
compatibilities, Contraindications,  and 
Adverse  Effects,  J.  B.  Lippincott  Co., 
1971. 

May,  H.:  Plastic  and  Reconstructive 
Surgeiy,  ed.  3,  F.  A.  Davis  Co., 
1971. 

Sherman,  J.  A.:  On  the  Psychology  of 
Women:  A Survey  of  Empirical  Stud- 
ies, Charles  C Thomas,  1971. 

Medical  Department,  United  States 
Army:  Special  Fields,  vol.  IX  in  Pre- 
ventive Medicine  in  World  War  H, 
Government  Printing  Office,  1969. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Memorial 
Library,  1801  N.  Lamar  Blvd.,  Austin  78701. 
Guidelines  for  book  reviewers  are  available 
from  the  Library. 
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DR.  TOM 


DR.  MARTINCHECK  DR.  ODOM 


DR.  SCHULTZ 


DR.  J.  C.  TOM,  JR. 

Mount  Vernon  general  practitioner  Dr. 
John  Calvin  Tom,  Jr.,  died  Nov.  13, 
1971,  in  Franklin  County  Hospital  after 
a sudden  illness.  He  was  56. 

Dr.  Tom,  a native  of  Runge,  was  a 
1936  graduate  of  Texas  A&M  University 
at  College  Station  and  a 1940  graduate 
of  Baylor  College  of  Medicine,  then  lo- 
cated in  Dallas.  He  served  an  intern- 
ship from  1940  to  1941  at  Baylor  Uni- 
versity Medical  Center  in  Dallas  and 
accepted  a residency  at  All  Saints  Epis- 
copal Hospital  in  Fort  Worth  upon  com- 
pletion of  his  internship. 

Following  his  residency.  Dr.  Tom  re- 
mained in  Fort  Worth,  specializing  in 
industrial  medicine.  He  served  as  medi- 
cal director  of  Consolidated  Vultee  Air- 
craft Corporation  during  and  after 
World  War  II.  Dr.  Tom  also  practiced 
for  a brief  time  in  Mount  Pleasant  be- 
fore establishing  a general  practice  in 
Mount  Vernon  15  years  ago. 

He  was  a member  of  American  Medi- 
cal Association,  Texas  Medical  Associa- 
tion, and  American  Academy  of  Family 
Physicians.  He  had  served  as  county 
health  officer  for  Franklin  County  and 
was  chief  of  staff  of  Franklin  County 
Hospital.  A former  president  of  Camp- 
Morris-Titus  Counties  Medical  Society, 
Dr.  Tom  was  physician  for  the  Mount 
Vernon  High  School  football  team. 

Surviving  the  physician  are  his  wife. 
Marguerite  Gothard  Tom;  a son,  John 
Calvin  Tom,  III,  of  Austin;  and  two 
daughters,  Anne  Larkin  and  Deborah 
Kaye  Tom,  both  of  Mount  Vernon. 

DR,  L.  A.  MARTINCHECK 

Houston  general  surgeon  Dr.  Louis 
Andrew  Martincheck,  42,  died  Oct  11 
1971. 

Dr.  Martincheck,  a native  of  Avella, 
Pa.,  was  graduated  from  West  Liberty 
State  College  in  West  Liberty,  W.  Va., 
in  1954  with  a BS  degree.  In  1957,  he 
was  awarded  an  MS  degree  from  the 
University  of  Houston.  He  then  enrolled 
in  Jefferson  Medical  College,  Thomas 
Jefferson  University,  in  Philadelphia, 
Pa.  In  1964,  he  was  presented  with 
his  MD  degree. 

An  internship  at  Ben  Taub  General 
Hospital  in  Houston  followed  his  grad- 
uation from  medical  school.  He  then 
served  as  a resident  in  surgery  at  Her- 
mann Hospital,  also  located  in  Hous- 


ton. While  a resident  at  the  hospital, 
he  won  the  George  Waldron  Surgical 
Award. 

Dr.  Martincheck  was  a member 
of  Texas  Medical  Association,  Harris 
County  Medical  Society,  and  the  Amer- 
ican Society  of  Abdominal  Surgeons. 
He  was  also  a candidate  for  certifica- 
tion by  the  American  Board  of  Surgery. 

Survivors  include  his  wife,  Caryl 
Elizabeth  Martincheck;  two  sons,  Louis 
Andrew  Martincheck,  Jr.,  and  David 
Joe  Martincheck,  both  of  Houston;  a 
daughter,  Christine  Caryl  Martincheck 
of  Houston;  a brother,  John  Martin- 
check, Jr.,  of  Avella,  Pa.;  and  five  sis- 
ters, Mrs.  Eustina  Nunn  and  Mrs.  Polly 
Debelak,  both  of  Avella,  Pa.,  Mrs.  Emma 
Daniels  of  Cleveland,  Ohio,  and  Mrs. 
Mary  Puskarich  and  Mrs.  Helen  Harris, 
both  of  Burgettstown,  Pa. 

DR.  J.  A.  ODOM 

Dr.  James  Anderson  Odom,  retired 
Memphis  general  practitioner,  died  in 
a Childress  nursing  home  on  Nov.  1, 
1971.  He  had  been  a patient  there 
since  June. 

Dr.  Odom  received  his  MD  degree 
from  The  University  of  Texas  Medical 
Branch  at  Galveston  in  1909.  Prior  to 
his  enrollment  in  medical  school.  Dr. 
Odom  and  his  wife,  the  late  Willie  Bell 
Nichols,  had  farmed  in  Bell  County  for 
some  three  years. 

A native  of  Rogers,  Dr.  Odom  in- 
terned at  St.  Mary’s  Hospital  in  Gal- 
veston and  later  took  postgraduate 
work  at  the  University  of  Michigan 
Medical  School  at  Ann  Arbor. 

In  1916,  after  several  years  of  prac- 
tice in  his  hometown  of  Rogers  and  in 
Buckholts,  Dr.  Odom  moved  to  Chil- 
dress, and  in  1919,  he  opened  offices 
in  Memphis.  Here  he  specialized  in 
eye,  ear,  nose,  and  throat  practice 
until  1930.  At  that  time,  he  re-entered 
general  practice  and  opened  his  first 
hospital.  He  later  entered  into  a part- 
nership with  Dr.  O.  R.  Goodall  in  the 
operation  of  the  Odom-Goodall  Hospi- 
tal. Several  years  later,  he  sold  his  in- 
terest in  the  hospital  to  Dr.  Goodall 
and  opened  his  own  clinic,  which  was 
later  expanded  into  the  Odom  Clinic- 
Hospital.  Dr.  Odom  operated  the  hos- 
pital until  1964,  when  the  Hall  County 
Hospital  was  constructed;  the  clinic 
was  in  operation  until  Dr.  Odom's 


retirement  in  1970. 

The  physician  was  an  honorary  mem- 
ber of  Texas  Medical  Association  and 
American  Medical  Association.  He  was 
a past  president  of  the  old  Childress- 
Collingsworth-Donley-Hall  Counties  Med- 
ical Society  and  the  Panhandle  District 
Medical  Society.  A member  of  the 
American  Academy  of  Family  Physi- 
cians, Dr.  Odom  had  served  as  county 
health  officer  and  was  with  the  local 
Selective  Service  Board  during  World 
War  II.  He  was  also  a member  of  the 
Greenbelt  (Armstrong-Donley-Childress- 
Collingsworth-Hall-Wheeler)  Counties 
Medical  Society. 

Active  in  civic  affairs.  Dr.  Odom  is 
survived  by  a daughter,  Mrs.  Versa 
Hale  of  Lubbock;  two  sons.  Coy  Lee 
Odom  of  Portales,  N.M.,  and  Adrian 
Odom  of  Memphis;  two  sisters,  Mrs. 
Lola  Sparks  of  Memphis  and  Mrs.  Vera 
Brown  of  Gainesville;  one  brother,  C.  C. 
Odom  of  Temple;  four  grandchildren; 
and  five  great-grandchildren. 

DR.  J.  F.  SCHULTZ 

Dr.  Jacob  F.  Schultz,  Houston  oph- 
thalmologist, died  at  his  home  on  Nov. 
2,  1971.  He  was  66. 

A native  of  Milford,  Neb.,  Dr.  Schultz 
spent  his  boyhood  in  Blair,  Neb.  He 
was  graduated  from  the  University  of 
Nebraska  at  Lincoln  in  1926,  and  was 
a 1933  graduate  of  the  University 
of  Nebraska  College  of  Medicine  in 
Omaha.  He  served  a two-year  intern- 
ship at  the  University  of  Iowa  Hospitals 
in  Iowa  City,  and  immediately  there- 
after entered  specialty  training  there. 
He  completed  a three-year  residency 
in  ophthalmology  in  1937  and  was  cer- 
tified by  the  American  Board  of  Oph- 
thalmology that  year.  He  then  entered 
the  practice  of  ophthalmology  in  Hous- 
ton with  the  late  Dr.  Everett  L.  Goar. 
He  was  associate  clinical  professor  of 
ophthalmology  at  Baylor  College  of 
Medicine. 

During  World  War  II,  Dr.  Schultz  was 
in  the  Army  Medical  Corps  and  served 
mainly  with  the  Army  Air  Force.  He 
was  stationed  at  Randolph  Air  Force 
Base  from  1942  to  1944,  and  later  at 
Fort  Rucker,  Ala.,  and  Fort  Banning, 
Ga.  He  held  the  rank  of  lieutenant 
colonel  at  the  time  of  his  discharge  in 
1945. 

Dr.  Schultz  was  a member  of  Nu 
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Sigma  Nu  medical  fraternity.  He  was 
also  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Associ- 
ation, Harris  County  Medical  Society, 
Association  for  Research  in  Ophthal- 
mology, Southern  Medical  Association, 
and  Pan  American  Association  of  Oph- 
thalmology. He  was  also  a distin- 
guished member  and  past  president  of 
the  Houston  Ophthalmological  Society 
and  the  Texas  Society  of  Ophthalmol- 
ogy and  Otolaryngology.  He  was  a fel- 
low of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology  and 
the  American  College  of  Surgeons. 

Survivors  of  the  ophthalmologist  in- 
clude his  wife,  Rhea  Freidell  Schultz; 
and  three  sisters,  Lillian  Schultz  and 
Pearl  Schultz,  both  of  Fremont,  Neb., 
and  Mrs.  Viola  Schultz  Douglas  of  Cort- 
land, Neb. 

DR.  M.  A.  BERRY 

Dr.  Marvin  Albert  Berry,  31,  died  sud- 
denly on  Sept.  8,  1971. 

Dr.  Berry,  a native  of  Pampa,  had 
moved  from  a teaching  position  at 
John  Peter  Smith  Hospital  in  Fort 
Worth  to  a private  practice  in  Lubbock 
in  May.  He  was  a 1962  graduate  of 
West  Texas  State  University  in  Canyon, 
and  he  received  his  MD  degree  from 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  in  1965. 

From  1965  to  1966,  Dr.  Berry  held 
an  internship  at  John  Peter  Smith  Hos- 
pital in  Fort  Worth.  Upon  completion 
of  the  internship,  he  stayed  with  the 
hospital  for  a one-year  residency  in 
general  practice.  Dr.  Berry  was  in  pri- 
vate practice  in  Pampa  for  a year;  he 
then  served  as  director  of  the  depart- 
ment of  general  practice  at  John  Peter 
Smith  Hospital  until  May,  when  he 
moved  to  Lubbock. 

In  Lubbock,  Dr.  Berry  was  a member 
of  the  staff  at  Methodist  Hospital  and 
at  St.  Mary  of  the  Plains  Hospital.  He 
was  also  a charter  member  and  diplo- 
mate  of  the  American  Board  of  Family 
Practice  and  the  American  College  of 
Emergency  Physicians.  Dr.  Berry  also 
held  membership  in  the  American 
Academy  of  Family  Physicians,  Texas 
Academy  of  Family  Physicians,  Ameri- 
can Medical  Association,  Texas  Medical 
Association,  and  Tarrant  County  Medi- 
cal Society.  Dr.  Berry  had  been  selected 
for  inclusion  in  Who’s  Who  in  the  South 


and  Southwest. 

Surviving  the  physician  are  his  wife, 
Kathleen  Knox  Berry;  his  parents,  Mr. 
and  Mrs.  Albert  E.  Berry  of  Pampa;  and 
a brother,  Don  Wayne  Berry,  MD,  of 
Jackson,  Miss.  An  only  child,  Robb 
Marvin  Berry,  was  born  on  Dec.  8, 
1971,  after  Dr.  Berry’s  death. 

DR.  J.  W.  GIESSEL 

Dr.  Julius  Wilhelm  Giessel,  a native  of 
Berlin,  Germany,  died  on  Oct.  13,  1971, 
at  the  age  of  73.  Dr.  Giessel  had  been 
in  general  practice  in  Houston  for  the 
past  26  years. 

Dr.  Giessel  was  educated  in  his 
home  country  and  was  graduated  with 
an  MD  degree  from  Friedrich-Wilhelms- 
Universitat  Medizihische  Fakultat  in 
Berlin  in  1922.  He  then  practiced  in 
Germany  until  1936,  when  he  came  to 
Houston  for  an  internship  at  St.  Joseph 
Hospital.  In  1937,  he  moved  to  Eagle 
Lake  and  opened  a practice  there.  He 
returned  to  Houston  to  practice  in 
1945. 

From  1942  to  1945,  Dr.  Giessel 
served  in  the  US  Army  Medical  Corps. 
He  was  discharged  in  1945  with  the 
rank  of  major. 

Dr.  Giessel  was  a member  of  Texas 
Medical  Association,  American  Medical 
Association,  Harris  County  Medical  So- 
ciety, American  Academy  of  Family 
Physicians,  and  the  Postgraduate  Med- 
ical Assembly  of  South  Texas. 

He  is  survived  by  his  wife,  Charlotte 
Hahio  Giessel,  MD;  two  sons,  William 
U.  Giessel,  MD,  and  Henry  Giessel, 
both  of  Houston;  a sister,  Mrs.  Use 
Patzwald  of  Berlin,  Germany;  a brother, 
Kurt  Giessel,  DDS,  of  Luneburg,  Ger- 
many; eight  grandchildren;  and  one 
great-grandchild. 

DR.  W.  R.  KLINGENSMITH,  SR. 

Amarillo  physician  Dr.  William  R. 
Klingensmith,  Sr.,  82,  died  Nov.  8, 
1971,  at  High  Plains  Baptist  Hospital 
in  Amarillo.  Cause  of  death  was  meta- 
static carcinoma. 

Born  in  Bentonville,  Ark.,  Dr.  Kling- 
ensmith attended  the  University  of 
Arkansas  in  Fayetteville  and  was  grad- 
uated with  his  MD  degree  from  Jeffer- 
son Medical  College,  Thomas  Jefferson 
University,  in  Philadelphia,  Pa.,  in 
1913.  Postgraduate  training  included 
an  internship  at  New  York  University 


Post-Graduate  Medical  School  in  New 
York  City  and  additional  work  at  Lenox 
Hill  Hospital,  New  York  City;  Graduate 
Army  Medical  College,  Washington, 
D.  C.;  and  Harvard  University  Medical 
School,  Boston,  Mass. 

Dr.  Klingensmith  had  twice  served 
as  president  of  the  Potter-Randall 
Counties  Medical  Society.  At  the  time 
of  his  death,  he  was  a member  of 
American  Diabetes  Association,  Ameri- 
can Medical  Association,  American 
Heart  Association,  Texas  Affiliate,  Inc., 
and  American  College  of  Surgeons.  He 
was  also  an  honorary  member  of  Texas 
Medical  Association. 

Surviving  the  physician  are  his  wife, 
Lucille  Harris  Klingensmith;  a son,  Wil- 
liam R.  Klingensmith,  Jr.,  MD,  of  Ama- 
rillo; a daughter,  Mrs.  Mary  Pangburn 
of  Amarillo;  a sister,  Mrs.  Caroline 
Gardner  of  Austin;  and  six  grandchil- 
dren. 

DR.  B.  F.  JENNESS 

Retired  physician  Dr.  Burt  Franklin  Jen- 
ness  of  El  Paso  died  Oct.  13,  1971, 
in  a local  nursing  home.  He  was  95. 

A native  of  Pittsfield,  N.H.,  Dr.  Jen- 
ness  was  an  1899  graduate  of  Dart- 
mouth Medical  School  in  Hanover, 
N.H.  He  had  also  attended  the  Uni- 
versity of  Southern  California  in  Los 
Angeles  and  Boston  (Mass.)  University. 
Upon  graduation  from  medical  school, 
he  served  an  internship  at  Massachu- 
setts State  Hospital  in  Tewksbury.  He 
also  worked  in  the  Surgical  Outpatient 
Service  at  Boston  City  Hospital.  He  re- 
ceived residency  training  in  several 
Naval  hospitals  while  on  duty  with  the 
US  Navy  from  1902  to  1914.  Dr.  Jen- 
ness  also  served  with  the  Navy  during 
World  War  I as  an  assistant  surgeon 
and  retired  with  the  rank  of  lieutenant 
commander. 

He  joined  the  faculty  of  The  Uni- 
versity of  Texas  at  El  Paso,  then  the 
College  of  Mines,  in  1917  and  was  an 
instructor  in  the  mining  and  biology 
departments  until  1949.  He  was  direc- 
tor of  the  University  Health  Service  at 
UT  El  Paso  from  1935  until  his  retire- 
ment in  1957,  when  he  was  named 
director  emeritus. 

Dr.  Jenness  was  the  author  of  nu- 
merous newspaper  articles  and  had 
published  five  books  of  poetry.  He  also 
wrote  the  lyrics  to  the  songs,  “Men 
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0’  Mines”  and  “El  Paso  Is  Calling  You, 
Calling  You,”  and  designed  several 
medical-surgical  instruments. 

He  was  a member  of  American  Med- 
ical Association  and  El  Paso  County 
Medical  Society.  In  1968,  he  was  elect- 
ed to  honorary  membership  in  Texas 
Medical  Association. 

Dr.  Jenness  is  survived  by  his  wife, 
Roseva  Loring  Jenness. 

DR.  L.  F.  JOHNSON 

Dr.  Laurence  Frank  Johnson,  68,  died 
Nov.  14,  1971,  in  Hendrick  Memorial 
Hospital  following  a lengthy  illness. 

Dr.  Johnson  was  a native  of  Martin- 
dale.  He  had  been  in  practice  in  Abilene 
since  1928  as  a surgeon  and  general 
practitioner. 

The  physician  attended  Southwestern 
University  in  Georgetown  and  The  Uni- 
versity of  Texas  at  Austin  before  enroll- 
ing in  1923  in  Baylor  College  of  Medi- 
cine, then  located  in  Dallas.  He  was 
awarded  his  MD  degree  in  1927. 

Dr.  Johnson  had  served  as  president 
of  the  Taylor-Jones  Counties  Medical 
Society  in  1944  and  was  elected  to  in- 
active membership  in  Texas  Medical 
Association  following  his  retirement  in 
1971.  He  was  also  a member  of  Ameri- 
can Medical  Association. 

Survivors  include  his  wife,  Velma 
Walker  Johnson;  a daughter,  Mrs.  Kay 
Ramirez  of  Abilene;  a son,  Laurence 
Frank  Johnson,  Jr.,  of  Longview;  and 
five  grandchildren. 

DR.  H.  T.  NESBIT 

Dallas  pediatrician  Dr.  Harold  Thomp- 
son Nesbit  died  Sept.  9,  1971,  in  Dal- 
las. He  was  77. 

The  Iowa  native  was  graduated  from 
the  University  of  Minnesota  in  Minne- 
apolis in  1918.  In  1922,  he  received 
his  MD  degree  from  the  University  of 
Minnesota  College  of  Medical  Sciences 
in  Minneapolis.  Following  his  gradua- 
tion, Dr.  Nesbit  held  two  one-year  in- 
ternships in  Minneapolis — one  at  the 
University  of  Minnesota  Hospitals  and 
one  at  Minneapolis  General  Hospital. 
Dr.  Nesbit  also  took  two  years  of  resi- 
dency training  in  pediatrics  at  Mayo 
Clinic  in  Rochester,  Minn.  He  did  three 
additional  years  of  postgraduate  work 
at  the  University  of  Minnesota  College 
of  Medical  Sciences. 

From  1924  to  1929,  he  served  as  an 
instructor  in  pediatrics  at  the  Minne- 
sota medical  school.  In  1929,  he  moved 
to  Dallas  as  an  assistant  in  pediatrics 
at  Baylor  College  of  Medicine.  By  1939, 


he  had  risen  to  the  position  of  assistant 
professor  in  pediatrics.  Then  in  1943, 
Dr.  Nesbit  joined  the  faculty  of  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas  as  an  associate 
professor  of  pediatrics.  He  left  that  po- 
sition in  1955,  but  remained  a consul- 
tant and  emeritus  professor  of  pediat- 
rics to  the  medical  school. 

Dr.  Nesbit  was  director  of  the  Dallas 
Child  Guidance  Clinic  and  the  Baby 
Welfare  Association.  During  the  admin- 
istration of  President  Herbert  Hoover, 
he  served  as  chairman  of  the  Texas 
delegation  to  the  White  House  Confer- 
ence for  Health  and  Protection  of  Chil- 
dren. He  was  an  honorary  member  of 
Dallas  County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  In  1947,  he  served 
as  secretary  of  the  TMA  Section  on 
Pediatrics.  He  also  was  a member  of 
the  American  Academy  of  Pediatrics 
and  the  Texas  Pediatric  Society.  A for- 
mer president  of  the  Dallas  Pediatric 
Society,  he  was  certified  by  the  Ameri- 
can Board  of  Pediatrics  in  1934. 

A veteran  of  World  War  I,  Dr.  Nesbit 
was  coauthor  of  a textbook  on  pediat- 
rics and  had  published  several  journal 
articles  in  his  field. 

Dr.  Nesbit  is  survived  by  two  daugh- 
ters, Mrs.  Sally  Mordaunt  of  St.  Paul, 
Minn.,  and  Mrs.  Susan  Miller  of  San 
Miguel  de  Allende,  Mexico;  two  broth- 
ers, Wallace  G.  Nesbit  of  Fort  Lauder- 
dale, Fla.,  and  Mark  E.  Nesbit,  MD,  of 
Madison,  Wis.;  a sister,  Mrs.  Joy  A. 
Urice  of  Pleasantville,  N.Y.;  and  three 
grandchildren. 

DR.  H.  W.  DIETRICH 

El  Paso  internist  Dr.  Hervey  William 
Dietrich  died  in  a local  hospital  on 
Dec.  1,  1971.  The  61-year-old  physi- 
cian had  been  in  practice  in  El  Paso 
since  1945. 

Dr.  Dietrich,  a native  of  Superior, 
Wis.,  attended  the  University  of  Wis- 
consin in  Madison  and  was  graduated 
with  a BA  degree  in  1935.  In  1939, 
he  was  awarded  his  MD  degree  from 
the  University  of  Wisconsin  Medical 
School,  also  located  in  Madison.  Fol- 
lowing his  graduation,  he  accepted  a 
one-year  internship  at  Ohio  Valley  Gen- 
eral Hospital  in  Wheeling,  W.  Va.  He 
later  took  postgraduate  work  at  the 
University  of  Pennsylvania  Graduate 
School  of  Medicine  in  Philadelphia  and 
at  the  Mayo  Clinic  in  Rochester,  Minn. 

From  1941  to  1945,  Dr.  Dietrich 
served  in  the  US  Army  Medical  Corps, 


attaining  the  rank  of  lieutenant  colonel. 
While  in  the  Army,  he  was  assigned  to 
the  1st  Cavalry  Division  and  served  as 
a line  officer  and  horseman  with  the 
combat  unit.  In  1963,  he  was  chapter 
president  and  chairman  of  the  annual 
reunion  of  the  1st  Cavalry  Division 
Association. 

Following  World  War  II,  he  returned 
to  Texas  to  set  up  a private  practice 
in  El  Paso.  In  El  Paso,  he  served  on 
the  medical  staffs  of  several  hospitals. 
From  November,  1967,  to  November, 
1968,  he  was  chief  of  staff  at  Provi- 
dence Memorial  Hospital.  He  also 
served  on  various  boards  at  Hotel  Dieu 
Sisters’  Hospital,  and  at  William  Beau- 
mont General  Hospital,  he  was  active 
in  caring  for  veterans  with  his  medical 
unit.  During  1969,  Dr.  Dietrich  served 
as  a member  of  the  Joint  Commission 
on  Accreditation  of  Hospitals. 

He  was  a member  of  American  Medi- 
cal Association,  Southern  Medical  As- 
sociation, Texas  Medical  Association, 
and  El  Paso  County  Medical  Society. 

Dr.  Dietrich  is  survived  by  his  wife, 
Evelyn  Alexander  Dietrich;  three  sis- 
ters, Mrs.  Dayis  D.  Way  of  Highlands, 
N.C.,  Mrs.  Dorothea  D.  Hartzo  of  Aiken, 
S.C.,  and  Mrs.  Dolores  D.  Dw/yer  of 
Madison,  Wis. 

DR.  T.  M.  MORRIS 

Longtime  Hill  County  physician  Dr. 
Thomas  Margemon  Morris  died  in  a 
Hillsboro  nursing  home  on  Oct.  12, 
1971,  at  the  age  of  89. 

Dr.  Morris  had  been  in  practice  in 
Mount  Calm  and  Hubbard  from  1907 
to  1967,  when  he  retired.  He  was  a 
1903  graduate  of  Baylor  University  in 
Waco  and  was  awarded  his  MD  degree 
in  1907  from  The  University  of  Texas 
Medical  Branch  at  Galveston. 

Dr.  Morris  took  postgraduate  work 
in  pediatrics  at  Washington  University 
School  of  Medicine  in  St.  Louis,  Mo., 
and  at  Sarah  Morris  Hospital  for  Chil- 
dren in  Chicago,  III.  He  also  served  as 
house  doctor  for  Bradford  Memorial 
Hospital  for  Babies  in  Dallas  for  six 
months  and  was  local  surgeon  for  St. 
Louis  Southwestern  Railroad. 

A native  of  Mexia,  Dr.  Morris  was  a 
member  of  American  Medical  Associa- 
tion and  Hill  County  Medical  Society. 
In  1968,  he  was  elected  to  honorary 
membership  in  Texas  Medical  Associa- 
tion. 

Surviving  the  physician  are  two  sis- 
ters, Mrs.  Mozelle  Harrell  of  Hillsboro 
and  Mrs.  Laulette  Hockaday  of  Graham. 
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Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.O.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 
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WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

I^arry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


VECTORCARDIOGRAPHY 
A WORKSHOP 

APRIL  5-7,  1972 

This  is  an  advanced  course  in  vectorcardiography  for  physicians 
who  already  have  a basic  understanding  of  electrocardiography 
and  vectorcardiography  and  wish  a close  exposure  to  the  values 
and  limitations  of  vectorcordiography. 

An  intensive  three  day  program  will  cover  the  field  of  vectorcardi- 
ography and  related  areas.  Major  emphasis  will  be  placed  on 
theoretical  and  practical  applications  of  the  technique  as  related 
to  the  patient's  diagnostic  problems.  Half  of  the  program  will  be 
dedicated  to  individual  analysis  of  routine  vectorcardiograms  by 
the  participants  under  the  orientation  of  the  guest  and  local 
faculty. 

Presented  by:  The  American  College  of  Cardiology  and  Institute 
for  Cardiovascular  Diseases,  Good  Samaritan  Hospital,  Phoenix, 
Arizona 

At:  Mountain  Shadows  Resort  Hotel,  Scottsdale,  Arizona 

Program  Director:  Alberto  Benchimol,  M.  D.,  Director,  Institute  for 
Cardiovascular  Diseases,  Good  Samaritan  Hospital 

Guest  Speaker:  Ronald  H.  Selvester,  M.D.,  Professor  of  Medicine, 
University  of  Southern  California  School  of  Medicine,  Los  Angeles, 
California;  Chief  of  Cardiology  and  Director  of  Biomathematics 
and  ECG  Research  Group,  Rancho  Los  Amigos  Hospital,  Downey, 
California 

For  Information  Concerning  the  Program,  Write:  Miss  Mary  Anne 
Mclnerny,  Director,  Dept,  of  Continuing  Education  Programs,  Amer- 
ican College  of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Mary- 
land 20014 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains;  methenamine.  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


WILLIAM  P.  POYTHRESS  & CO 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


MPANY,  INC. 


RICHMOND,  VIRGINIA  2321  7 


IN 

IN 


ASTHMA 

EMPHYSEMA 


optional 

therapy 
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All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylhne; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage;  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tableapoonful,  4 
times  daily.  All  doses  should  be  followed  with  3^  to  full  glass 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 

or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 

contraindicated  or  not  tolerated 

MUDRANE  GG-2 
A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  thefuture 
of  the  cancer  patient— 
with  the  quality  o^  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 


The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
\he  quality  of  survival. 

American  Cancer  Societyjz; 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

Cn  belladonna  alkaloids — for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  ma\-  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renirl  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


MEDICAL  ARTS  CLINIC  of  Corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E,  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  1.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Doufrias  E.  Bibby,  M.D..  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehest^.  M.D..  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 


General  Surgery : 

L.  L.  Travis,  M.D, 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery ; 

E.  L.  Mahon,  Jr.,  M.D. 

Urology : 

H.  F.  Rives,  M.D. 


STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Ax-mstrong,  M.D. 

Pathology : 

Harbert  Davenpoi’t,  Jr.,  M.D. 


Obstetrics  and  Gynecology  : 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes  : 
L.  W.  Ralston,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 
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lexas 

Physicians’  Directory 


Allergy 

Clinics 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamln,  M.D.,  F.A.A.P.,  DIplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Rnks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  0.  Knight,  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.D.,  Internal  Medicine  O.  Sterling  Gillis,  III,  M.O., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.O., 

Chas.  F.  Engelking,  M.D.,  Internal  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Pathology — 

R.  A.  Morse,  M.D.,  Internal  Medicine  '-'“y**  Hershberger,Tf.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics  9°,"®“'*“"*.!"  Radiology— 

D Uitntar  u PI  cii-CTAn.  John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  FJV.C.A.,  FJVJUV. 

Richard  H.  Jackson,  M.D.,  F.A.CJIV. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

D.  W.  Waddell,  M.D. 

Suita  444,  Hermann  Professional  Building 

6410  Fannin  St,  Houston,  Texas  77025,  526-8931 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomats  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

0.  M.  (Jack)  Phillips,  M.D. 

RADIOLOGY— CONSULTANTS 
CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  U Asper  Victor  E.  McCall,  M.D. 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChristI,  Texas,  882-3487 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  9244231 

THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  ChristI,  Texas  78404 

Telephone  884-3861 

GYNEWLOGY  OPHTHALMOLOGY 

J.  H.  Thomas,  M.D.  L.  David  Wright,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE  FAMILY  MEDICINE 

G.  A.  Reeves,  M.D.  Travis  B.  Phelps,  M.D. 

Pruett  Moore,  Jr.,  M.D.  T.  D.  Harvey,  M.D.,  A.B.F.P. 

Salvador  Ortiz,  M.D.  H.R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

SURGERY  c,  _ - ORTHOPEDICS 

’ C.  M.  Yanez,  M.D.,  F.A.C.S. 

(Consultant)  UROLOGY 

Doi^ld  E.  Jackson,  M.D.,  F.A.C.S.  j_  [j_  Stephenson,  M.D. 

(Consultant)  ADMINISTRATOR 

RADIOLOGY  B.  J.  Clark 

Crysup  Sory,  M.D.  DIRECTOR  OF  NURSES 

Clinic  - Pat  Parker 

Hospital  • Mrs.  Joyce  Pettit 

ANNUAL  SESSION 

SAN  ANTONIO 

MAY  11-14  1972 

TEXAS  MEDICAL  ASSOCIATION 

SEAT  BELTS  SAVE  LIVES— 

BUT  ONLY  IF  YOU  USE  THEM 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  FJV.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.O.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D,,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Olsch,  M.D.,  D,A.B.S.,  F.A.C.S,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Interna!  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabln,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  O.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kclle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A.  Harris,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 

G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D..,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.B.  Allensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Grlfnn,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 


B.  B.  Trotter,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst  Clinic  Manager 


Internal  Medicine  and  Diagnosis 

ALLERGY 


Arthur  I.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 

H.  Leland  Kaplan.  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Baisaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vandersllce 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cjrtology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorlmer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  ^4-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St,  Suite  500,  Lubbock,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatolo^,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 

C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 

ROBERTA.  GRUMMON,  M.D. 

American  Board  of  Surgery 

American  Board  of  Colon  & Rectal  Surgery 

Colon  & Rectal  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Eye,  Ear,  Nose,  Throat 

Dermatology 

DRS.  CANON,  WATKINS.  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falis,  Texas 

■ ||l  MEMORIAL  LIBRARY 

■ 1 1 1 TEXAS  MEDICAL  ASSOCIATION 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSiVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 
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Family  & General  Practice 

BURT  B.  SMITH.  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Dlplomate  American  Board  of  Family  Practice 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

IRWIN  KURTZ,  M.D. 

DIplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D,.  F.A.C.P. 

Consultations  In  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  FJV.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

_ — educational  program  on  VD,  TMA  has  produced  an  informative  leaflet  for 
CAY  I distribution.  Help  the  public  get  the  facts  so  they  will  seek  early  treatment.  Send 

W 19  9CA  |i/wllU^lwll  • your  order  to:  Public  Relations  Division,  Texas  Medical  Association,  1801  North  Lamar 

Blvd.,  Austin,  Texas  78701. 
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Neurological  Surgery 

Neurology 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Olplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CURK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Hariy  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Frankiin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis 
cussion  of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  111.  60610. 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Femdale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS'  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Bivd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 

Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  0.  Box  6374,  Corpus  ChrlstI,  Texas  78411 

512  853-7319 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 

DIplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

*Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  915  533-7465 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

L.  LEE  LANKFORD,  M.D. 

Dlplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
’Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell.  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

Watch  out  for  the  other  guyl 

DRIVE  DEFENSIVELY 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

•X-  Conference  on  Legislation,  Jan.  22,  1972,  Austin 
105th  Annual  Session,  May  11-14,  1972,  San  Antonio 
■X-  Conference  on  Medical  Practice,  Sept.  23,  1972,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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TEXAS  MEDICINE 


Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroldology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Otolaryngology 

800  Hfth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  MD. 

DIplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Anduiar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

Pharmaceutical  advertising  in 

TEXAS  MEDICINE  keeps  you  informed 
and  pays  for  publishing  costs. 

When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad 
in  your  journal. 

John  H.  Childers,  M.D.  W.  L Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 
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Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  3364)446 

^ysicaj  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

JAMES  H.  PENOFF,  M.D. 

Olplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Olplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  BIwd.,  Dallas,  Texas  75235,  637-4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D,,  F.A.C.S. 

Olplomate  American  Board  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Olplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Olplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Olplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904V2  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

TOplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

CARL  R.  COERS,  ill,  M.D.,  F.A.C.S. 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Present  your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  “Information  for  Authors.” 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TE)CAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


WM.  OTHO  GILLEAN,  JR.,  M.D 

Practice  Limited  to 

General  Psychiatry 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


*Bernard  J.  Dolenz,  M.D. 

’Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
’Diplomates  American  Board  of  Psychiatry  and  Neurology 


140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 

practice  limited  to 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACKG.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

’Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Section  of  Neurology 
’Gerald  Ratinov,  M.D. 

’Robert  M.  Gordon,  M.D. 

’Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.AB.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


’Diplomats,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses 
Send  old  and  new  address  to: 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Thoracic  Surgery 

Urology 

Donald  U Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

CHARLES  T.  MEADOWS,  M.D. 

Olplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Awenue,  Dallas,  Texas  75246 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Awe.,  Dallas,  Texas  75246,  826-5184 

THE  UROLOGY  CLINIC 

1415  Pennsylwania  Awe.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

DIplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  M^.  Bldg.,  6011  Harry  Hines  Biwd.,  Dallas,  Texas  75235 
Telephone  637-4833 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

5^12  Uniwersity  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

ALLAN  L.  GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  pf  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Awe.,  Fort  Worth,  Texas,  332-7879 

MARVIN  GREER  RAPE,  M.D. 

DIplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Awe.,  Fort  Worth,  Texas,  332-5791 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

HECTOR  A.  ESCAMILLA,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  BIwd.,  Houston,  Texas,  681-0343 

TEXAS  MEDICINE 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

regularly  lists  highlights  of  more  than  100 

Doctor's  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 
information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “COMING 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

MEETINGS”  section. 

1972  TMA  Annual  Session 

May  11-14  San  Antonio 
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TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group, 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3830  South 
Lancaster  Road,  Dallas,  Texas  76216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitels,  48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2611. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236.  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
workng  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8165,  379-8166,  Newton, 
Texas. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas,  "rhe 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  ITie  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator, P.  O.  Box  28.  Dallas,  Texas. 


WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  76601. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10.  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


IN’TERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  salary 
and  incentive.  Excellent  fringe  benefits  including  retirement  plan.  New 
modern  building  with  fully  equipped  x-ray  and  laboratory  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Association,  P.O.  Box  1409,  Texarkana.  Arkansas-Texas  76601. 
Telephone  AC  214,  792-7161. 


GENERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join 
eighteen  man  multi-specialty  group  in  the  Southwest.  Attractive  starting 
salary  and  incentive.  Excellent  fringe  benefits  including  retirement  plan. 
New  modern  building  with  fully  equipped  x-ray  and  laboratory  facilities. 
’Two  accredil^  hospitals  with  recent  additions.  Please  reply  to  Collom  & 
Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas 
76601.  Telephone  AC  214,  792-7161. 


WANTED:  GENERAL  PRACTmONER  OR  INTERNIST  on  staff  of 
San  Angelo  ^Center.  Base  annual  salary  $21,600,  40  hour  work  week  with 
ample  vacation  time,  other  fringe  benefits.  Excellent  community  to  live. 
Near  San  Angelo,  Texas.  Contact  Medical  Director,  San  Angelo  Center, 
Carlsbad,  Texas  76934. 


AN  OB-GYN,  UNDER  40  YEARS  OF  AGE,  is  wanted  to  join  a four- 
doctor  OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  part- 
nership. Contact  Midland’s  Women’s  Clinic,  2009  West  Wall,  Midland, 
Texas  79701. 


GENERAL  PRACTITIONER  NEEDED  in  Beaumont,  Texas.  City  of 
120,000  servicing  400,000  to  600,000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,600  per  month  with  60% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new, 
fully  equipped  clinic.  Presently  have  5-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 


WANTED:  GENERAL  PRACTITIONER.  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Annual  salary  $21,600  to  $28,000, 
depending  on  training  and  experience.  40  hour  work  week  with  ample 
vacation  time,  other  fringe  benefits.  Excellent  community  to  live.  Near 
Dallas,  Fort  Worth.  Contact  Medical  Director,  Denton  State  School.  Box 
368,  Denton.  Texas  76201. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 
78761. 


STAFF  PHYSICIANS  NEEDED  for  school  for  the  retarded.  Progres- 
sive 2,000  resident  state  institution.  Eligibility  for  Texas  license  required. 
Paid  vacation,  paid  sick  leave,  group  insurance,  retirement  plan  and  13 
paid  holidays.  Send  resume  to  John  E.  Muller,  Personnel  Officer,  Austin 
State  School,  P.O.  Box  1269,  Austin.  Texas  78767. 


INDUSTRIAL  MEDICAL  AND  SURGICAL  CLINICS  located  in  Dallas, 
Texas,  at  426  Medical  Arts  Building,  1719  Pacific  Avenue  and  360  Locke 
Medical  Building,  6011  Harry  Hines  Blvd.,  and  opening  a clinic  at  the 
new  Dallas-Fort  Worth  Regional  Airport  in  Arlington,  Texas,  has  posi- 
tions available  for  interested  physicians.  Contact  Harry  Carter,  Admin- 
istrator, Cook  Clinic.  360  Locke  Medical  Building,  Dallas,  Texas  76236. 
Telephone  AC  214-638-2730. 


EMERGENCY  ROOM  PHYSICIAN  IN  TEXAS.  Position  available  now 
and  July  1,  1972.  Earnings  average  $60,000  a year.  Guarantee  according 
to  position.  Locations  in  Wichita  Falls,  Houston,  San  Antonio,  and  Beau- 
mont. Call  1-612-732-9247  collect  anytime.  Apply  Ad-337,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  NEEDED  IN  JUNCTION,  TEXAS.  Com- 
pletely equipped  office  available  for  immediate  occupancy.  Modem  18-bed 
well  equipped  hospital.  Junction  city  population  2,800.  Kimble  County 
population  4,600.  Kimble  County  Hospital  serves  entire  county.  Excellent 
school  system,  friendly  small  town,  stable  ranching  community,  multiple 
recreational  facilities  available.  Pleeise  reply  to  Ad-339,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIA’TRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  44  year 
old  physician  in  established  pediatric  practice  in  Austin.  Willing  to  con- 
sider any  mutually  agreeable  affiliation,  ranging  from  office  sharing  to 
full  partnership.  Please  reply  to  Ad-342,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


ASSOCIATE  PATHOLOGIST  WANTED  for  386-bed  hospital,  good 
community,  fine  medical  staff,  automated,  computerized  laboratory  with 
12  ASCP  technologists.  Salary  first  year,  then  percentage  in  partnership. 
Very  good  future  opportunity.  Please  reply  to  L.  L.  Duncan,  M.D.,  1000 
Pine,  Texarkana,  Texas  76601.  Telephone  AC  214-793-4122. 


$3,000.00  MONTHLY  COLLECTIONS  GUARANTEED  from  the  first 
month.  General  family  practices  and  some  specialty  practices  available  in 
Dallas,  Houston  and  Baytown.  Practically  no  practice  expense.  Good 
schools  for  your  children.  Maximum  leisure  time  with  family.  Not  an  em- 
ployment agency.  No  cost  to  physicians.  Sanford  Smith,  Director  of  Phy- 
sician and  Personnel  Planning,  Hospital  Affiliates,  Inc.,  P.O.  Box  9836. 
Houston,  Texas  77016.  713/463-6324. 


INTERNIST  OR  GENERAL  PRACTITIONER— for  staff  of  70-bed 
medical  service  in  130-bed  Veterans  Administration  Hospital.  Starting 
salary  to  $24,286,  depending  on  qualifications.  Excellent  fringe  benefits. 
Nondiscrimination  in  employment.  Write  or  call  collect:  David  C.  Lindsey. 
M.D.,  Director,  VA  Hospital.  Amarillo,  Texas  79106.  Telephone  806- 
365-9704. 


RADIOLOGIST  FOR  ASSOCIA'TION  with  board  man  in  diagnosis, 
therapy.  Lower  Rio  Grande  Valley.  Office  and  hospital  practice.  160  beds. 
Trading  area  population  160,000.  Annual  film  examinations  16.000.  Board 
certification  or  eligibility  for  fourth  year  required.  Starting  salary,  then 
early  full  partnership.  Biography  with  first  letter  to  Ad-352,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXPERIENCED  ANESTHESIOLOGIST.  Needed  for  suburban  Houston 
hospital.  Fee  for  service.  Private  practice  with  staff  membership.  Needed 
for  hospital  bed  expansion.  Please  reply  to  Ad-353,  Texas  Medicine.  1801 
North  Lamar  Blvd.,  Austin.  Texas  78701. 


NEEDED — TURNED  ON  CHRISTIAN  GP  to  associate  with  busy  GP 
who  desires  to  spend  more  time  in  Rio  Grande  River  Ministry  and  British 
Honduras  with  Amigos  Internationales.  North  Central  "Texas,  population 
25,000.  Two  fully  accredited  hospitals.  200  beds,  staff  privileges  deter- 
mined by  training  and  experience.  Salary  open.  Reply  Ad-351,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CLASSIFIED  AD  RATES  & DATA;  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  eontact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  BOARD  ELIGIBLE  OR  CERTIFIED  PSYCHIATRIST  as 
medical  director  of  hospital  outpatient  clinic  and  director  of  outreach 
sei^ices.  Salary  $27,000  with  additional  $1,000  for  certification.  Hospitali- 
zation and  life  insurance  partly  paid  by  employer.  Excellent  vacation, 
holiday  and  sick  leave.  JCAH  hospital,  excellent  staff,  and  opportunities 
provide  a challenge.  Write  Superintendent,  Preston  E.  Harrison.  M.D., 
P.O.  Box  231,  Big  Spring,  Texas  79720. 


GP  ASSOCIATE  WANTED.  Four  active  practitioners  ages  30-43. 
Begin  July  1,  1972.  Full  privileges  commission  hospitals.  $2,000  monthly 
guarantee  plus  sharing — 1st  year  potential  $35,000  net.  Replace  associate, 
residency  bound  in  18  months.  500,000  North  Central  Texas  city.  Consider 
if  group  advantages,  above  average  income  with  desire  of  general — 
general  practice  with  rotating  calls  nights  and  weekends.  1-817-534-6616 
or  write  Ad-356,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


TWO  PHYSICIANS  NEEDED  IN  MATADOR  (Texas)  due  to  recent 
death  of  long  established  family  physician  and  surgeon.  Excellent  schools, 
ideal  living  conditions.  Completely  modern  hospital.  County  seat  town, 
center  of  territory  comprised  of  several  counties  with  a population  of 
7,000  to  8,000.  Matador  is  the  typical  cattle  country  town,  for  over  70 
years  headquarters  of  the  famous  Matador  Ranch.  Good  hunting  and 
fishing  in  immediate  area,  with  two  golf  courses  30  minutes  away.  This 
opening  will  bear  closest  investigation.  For  further  information  contact 
R.  M.  Stanley,  Secretary,  Community  Associates,  Drawer  S,  Matador, 
Texas  79244.  or  call  817-347-2603  day,  817-347-2706  night. 


DALLAS.  TEXAS— ADMITTING  PHYSICIAN.  Salary  range  $25,000. 
Good  fringe  benefits,  retirement,  health  and  life  insurance.  40-hour  week. 
Pleasant  working  surroundings,  excellent  I’ecreational  opportunities. 
Dallas  VA  Hospital.  Contact  J.  T.  Archer,  Jr.,  M.D.,  4500  South  Lan- 
caster Road,  Dallas.  Texas  75216,  214-371-1321,  Ext.  375. 


DALLAS.  TEXAS— PSYCHIATRIST.  Salary  range  $25,000.  Good  fringe 
benefits,  retirement,  health  and  life  insurance.  40-hour  week.  Pleasant 
working  surroundings,  excellent  recreational  opportunities.  Dallas  VA 
Hospital.  Contact  J.  T.  Archer.  Jr.,  M.D.,  4500  South  Lancaster  Road, 
Dallas,  Texas  75216,  214-371-1321,  Ext.  375. 


PSYCHIATRIST : Board  certified  or  eligible  with  Texas  license  or 
eligible  for  reciprocity,  for  2700-bed  modem  state  hospital.  Salary 
$24,000,  plus  additional  for  board  certification.  Apply  Luis  M.  Cowley, 
M.D.,  Superintendent,  Ten-ell  State  Hospital,  Terrell,  Texas  75160.  An 
equal  opportunity  employer. 


PHYSICIANS:  Texas  license  or  eligible  for  reciprocity,  for  2700-bed 
modern  state  hospital.  Salary  $21,500,  plus  possibility  of  additional  com- 
pensation in  three  to  six  months.  Apply  Luis  M.  Cowley,  M.D.,  Super- 
intendent, Terrell  State  Hospital,  Terrell,  Texas  75160.  An  equal  oppor- 
tunity employer. 


STAFF  PHYSICIANS  NEEDED  for  state  hospital.  Progressive  1,000 
resident  state  institution.  Eligibility  for  Texas  license  required.  Paid 
vacation,  sick  leave,  holidays,  good  retirement  plan,  free  group  insurance. 
Please  contact  Luther  W.  Ross,  M.D.,  Superintendent,  Kerrville  State 
Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78028  or  phone  512-257-3211. 


FRANKLIN  COUNTY,  MT.  VERNON,  TEXAS  NEEDS  two  general 
practitioners,  group  or  solo.  New  clinic.  Medicare  approved  hospital,  con- 
sultants. $2,500  a month  guarantee.  100  miles  east  1-30  from  Dallas.  Good 
schools,  churches  and  recreation  facilities.  Call  214-537-2022,  4025  or  2261. 
Write  P.O.  Box  477,  Mt.  Vernon,  Texas  75457. 


Situations  Wanted 


YOUNG  MD  INTERESTED  in  obtaining  weekend  and  weeknight 
emergency  room  or  similar  work.  Presently  in  service.  Have  Texas 
license.  Weeknight  work  must  be  in  Austin-San  Antonio  area.  Would 
consider  weekend  work  anywhere  in  Texas  if  remuneration  would  allow. 
Have  several  other  MD  friends  interested  in  same.  Is  possible  could  give 
coverage  every  weekend.  Reply  to  Ad-347,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  37  year  old  Ob/Gyn  five  years  in  practice  wishes 
to  relocate  in  Texas  and  associate  with  another  Ob/Gyn  or  group.  Tulane 
University  medical  graduate.  Internship  Confederate  Memorial  Medical 
Center,  Shreveport,  Louisiana.  Residency  Baltimore  City  Hospitals  and 
Scott  and  White  Memorial  Hospital,  Temple,  Texas.  Please  reply  to 
Ad-354,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON,  34,  board  eligible,  one  year  of  oncology.  Mili- 
tary obligation  completed.  Licensed  in  Texas.  Available  July,  1972.  Please 
reply  to  Ad-357,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


OB/GYN,  33  year  old,  university  trained,  subspecialty  in  reproductive 
endocrinology,  military  obligation  and  part  I of  boards  completed.  Seek- 
ing association  leading  to  partnei-ship  with  one  or  more  Ob/Gyn’s.  Prefer 
East  Texas  metropolitan  area.  Available  July  1972.  Please  reply  to 
Ad-357,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MD  EXPERIENCED  IN  FAMILY  PRACTICE,  insurance,  industrial 
and  institutional  work  wishes  location.  Assistantship,  locum  tenens,  col- 
lege infirmary  or  institutional,  insurance,  industrial.  Good  references. 
Does  not  drink  or  smoke,  good  health,  good  reason  for  wishing  change. 
Please  reply  to  Ad-358,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


For  Sale  or  For  Rent 


INTERNAL  MEDICINE,  well-established  practice  in  Houston,  near 
Texas  Medical  Center,  available  because  of  retirement,  preferably  before, 
but  not  later  than  April  1,  1972.  Asking  $4,200  for  equipment,  etc.  Phone 
713-623-2232  between  6 p.m.-9  p.m,  on  week-days. 


MEMORIAL  CITY  MEDICAL  CENTER— HOUSTON,  TEXAS.  Medical 
and  dental  space  available  in  new  120  suite  professional  building  connected 
to  a new  160  bed  general  hospital  in  the  Spring  Branch-Memorial  area  of 
West  Houston,  Texas.  A 60  bed  addition  to  the  hospital  is  planned  for 
1972.  For  information,  contact  Memorial  City  General  Hospital,  920  Frost- 
wood  Drive,  Houston,  Texas  77024,  office  of  the  director.  Telephone  AC 
713  464-1881. 


GENERAL  PRACTICE  FOR  SALE.  Records  intact.  Doctor  deceased, 
sixteen  years  established  practice.  New  clinic  used  four  months,  fully 
equipped.  Population  2,000:  drawing  area,  10,000.  Excellent  county 
hospital.  Reciprocal  time  off.  Ten  minutes.  Lake  Cypress  Springs,  golf, 
boating,  fishing,  hunting.  Contact  Mrs.  Calvin  Tom,  Box  484,  Mt.  Vemoa, 
Texas  76457.  Phone  214-637-4028. 


PRACTICE  FOR  SALE:  Leaving  my  office  and  general  practice  of 
medicine  (without  obstetrics)  January  31,  1972.  Located  in  Abilene,  office 
is  complete  with  lab,  x-ray  and  excellent  personnel.  Building  is  included 
or  optional.  Excellent  class  A practice  with  95  percent  collections.  Ccmld 
be  continued  intact.  For  further  information  contact  W.  R.  Sibley,  Jr., 
M.D.,  3662  North  6th,  Abilene,  Texas  79603. 


Thinking  about  a new  practice  opportunity? 


Lef  Us  Help  You! 

The  TMA 

Physicians’  Placement  Service 

will  circulate  your  biographical  sketch 
and  job  preferences  to  communities 
and  to  medical  groups 
looking  for  associates. 

No  service  fee  is  involved.  Just  write  or  call: 

Physicians’  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
(Phone:  AC  512  - 477-6704) 


154 


TEXAS  MEDICINE 


Advertising  Directory 


American  College  of  Cardiology 
Vectorcardiography — 

A Workshop  136 


Arch  Laboratories 

Dicarbosil  6 


Beaumont  Neurological  Center  67 


Beverly  Hills  Hospital  and  Clinic  135 


Bristol  Laboratories 

Versapen-K  59 


Burroughs  Wellcome  Company 


Empirin  Compound 

with  Codeine  31 

Campbell  Soup  Company  87 

Casualty  Indemnity  Exchange 

Malpractice  Insurance  7 

Dallas  Medical  & Surgical  Clinic 
and  Hospital  2nd  Cover 

Devereux  Schools  42 

First  Texas  Pharmaceuticals,  Inc. 
Tolu-Sed  113 

C.  B.  Fleet  Co.,  Inc. 

Fleet  Enema  15 

Geigy  Pharmaceuticals 

DBI-TD  32 

Mead  Johnson  Laboratories 

Vasodilan  28-29 

Kelsey-Seybold  Clinic  125 

Eli  Lilly  and  Company 

V-Cillin  K,  Pediatric  62 

The  Martin  X-Ray  and 

Radium  Clinic  119 


Medical  Arts  Clinic  of  Corsicana  142 


The  Medical  Protective  Company 

Professional  Liability 
Insurance  125 


Medicenter  of  America 

Recuperative  Care  16 


Merrell-National  Laboratories 

Quinamm 

112 

Tepanil  Ten-tab 

111 

The  New  Orleans  Graduate 
Medical  Assembly 

35th  Annual  Meeting 

67 

Ortho  Pharmaceutical  Corporation 

Sporostacin 

3 

William  P.  Poythress  & 
Company,  Inc. 

Mudranes 

138 

Trocinate 

90 

Uro-Phosphate 

137 

T.  Rowe  Price 

Growth  Stock  Fund,  Inc. 

6 

Professional  Services 

Incorporated 

Tax  and  Money  Management  37 

The  Prudential  Insurance 
Company  of  America 

TMA  Group  Insurance  Plan 

11 

Radiology  Associates  of 

Fort  Worth 

142 

Roche  Laboratories 

Efudex 

60-61 

Gantanol 

12-13 

Librax 

72-73 

Valium 

1 

Rocom 

Medical  Management 
System 

38-39 

Scherer  Company 

Medical  and  Scientific 
Supplies 

129 

Scott  and  White  Clinic  Back  Cover 

G.  D.  Searle  & Company 

Lomotil  88-89 


Starlite  Village  Clinic  136 


Stuart  Pharmaceuticals  Division  of 
Atlas  Chemical  Industries,  Inc. 

Kinesed  140-141 


Surgical  Mechanical  Research,  Inc. 
Medical  and  Dental 
Equipment  37 


Texas  Medical  Association 

Annual  Session  30,  107-110,  136 


Physicians’  Placement 
Service  154 

Scandinavian  Adventure  2 

Venereal  Disease  Program  119 

Timberlawn  Psychiatric 

Hospital  Back  Cover 

Torbett,  Hutchings,  Smith 

Memorial  Hospital  2nd  Cover 

Travis  Clinic  Foundation  and 

Travis  Clinic  Association  142 

Turner’s  Clinical  & X-Ray 

Laboratories  119 

The  Upjohn  Company 

Cleocin  68-70 

Lincocin  20-22 

Orinase  40-41 

Trobicin  156-3rd  Cover 

USV  Pharmaceutical  Corp. 

Meltrol-50  19 

Villa  Rosa 

Psychiatric  Care  23 

Wallace  Pharmaceuticals 

Miltown  6 

Wichita  Falls  Clinic-Hospital  136 


Physicians’  Directory  143-152 


Classified  Advertisements  153-154 


ADVERTISING  RATES  & DATA:  Avail- 
able on  request  from  the  Advertising 
Director,  Texas  Medicine.  Advertising 
plates  should  be  sent  directly  to  the 
printer.  Space  reservations,  copy  and 
proofs  should  be  sent  to  the  Adver- 
tising Director.  Represented  nation- 
ally by  the  State  Medical  Journal 
Advertising  Bureau,  Inc.,  1010  Lake 
Street,  Oak  Park,  III.  60301. 

ADVERTISING  & BUSINESS  OF- 
FICES: Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin 
78701;  Telephone:  512-477-6704. 

PRINTING  OFFICES:  Texas  Medicine, 
c/o  Stafford-Lowdon  Company,  1114 
West  Daggett,  Fort  Worth  76104. 


Volume  68,  January,  1972 


155 


In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  meg/ ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male'’’ 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®]972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials;  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo* 
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©orbftt,  utrijings,  ilHpmorial  hospital 

AnJi  ®1|0  ®nrli0tt  Clintr 

306  Coleman  Street  iHarlin,  ©exas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.D.,  F.A.C.S. 
Cecil  A.  McRee.  M.D. 


INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr.,  M.D. 
James  S.  Bussell.  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 
S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 

Howard  0.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


DENTISTRY 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes.  M.D.,  D.A.B.D. 

Administrator : 

.1.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  fonns  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwfiod,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology. D.A  B.  Internal  Medicine  & Gastroenterology 
P.  E.  T>uecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*Wm.  H.  Putts.  B.A.,  F.A.C.P..  Internal  Medicine 
♦Ozro  T.  Woods,  M.D.,  Surgery.  Emphasizing  Tumors 
*Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bonrland,  Jr..  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade.  D.D.S.,  Dental  Surgery 
lialcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  BourJand.  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O,.  Ophthalmology 
♦Adam  D.  Green,  M.D..  Surgery 

Morris  E.  Magers,  M.D.,  internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr..  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods.  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatology 
Landon  W.  Stewart,  M.D.,  Internal  Medicine 
William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 
Richard  B.  Dulany,  M.D.,  Urology 
William  F.  Walton,  D.D.S. , General  Dentistry 

E.  Nelson  Forsyth,  Jr.,  M.D.,  Gastroenterology  & Interna! 
Medicine 

George  D.  Blake,  D.D.S.,  General  Dentistry 
Lucinda  A.  Melichar,  M.D.,  General  Medicine 
Cloyce  L.  Stetson,  Jr.,  M.D.,  Internal  Medicine 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 
C-  PI.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


♦Inactive  status 


anxiety: 
a time  bomb 


Unless  “defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 
25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsines.., 
ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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INTRODUCING 

A1ellrol-50 

the  new  USV  brand  of 
phenformin  HCI 

Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 
also  Meltroi-lOO^” 

(100  mg.  timed-disintegration  capsules) 
Meltrol-25™(25  mg.  tablets) 


USV  PHARMACEUTICAL  CORP.Juckahoe,N.Y.  10707 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently, 

Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note: 

Carefully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  for  patients 
already  taking  sulfonamides.  Increasing  frequency  of 
resistant  organisms  currently  is  a limitation  of  the 
usefulness  of  antibacterial  agents.  Blood  levels  should 
be  measured  in  patients  receiving  sulfonamides  for 
serious  infections,  since  there  may  be  wide  variations 
with  identical  doses;  1 2 to  15  mg/ 1 00  ml  is  considered 
optimal  for  serious  infections;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse 
reactions  occur  more  frequently  above  this  level. 

Contraindications:  Children  below  age  12; 
sulfonamide  hypersensitivity;  pregnancy  at  term  and 
during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCl 
component. 

Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not  been 
thoroughly  investigated.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported;  clinical  signs 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  indications  ot  serious  blood  disorders. 
Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  should  be  performed 
frequently  during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  latter, 
hemolysis,  a frequently  dose-related  reaction,  may 
occur.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias: 
agranulocytosis,  aplastic  anemia,  thrombo- 
cytopenia, leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  anorexia, 
pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  and  miscellaneous  reactions:  drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due  to 
certain  chemical  similarities  with  some  goitrogens, 
diuretics  (acetazolamide  and  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and 
hypoglycemia.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infection  is  4 tablets  initially, 
then  2 tablets  morning  and  evening.  If  pain  persists 
beyond  seven  days,  causes  other  than  infection  should 
be  sought.  After  relief  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCl)  will  color  the  urine  soon 
after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCl, 
bottles  of  1 00  and  500. 


Azc 


Each  tablet  contains  100  mg  phenazopyridine  H 


for  dramatic 
relief  from  symptoms 


within  minutes 


Artist’s  rendition  of  inflamed 
mucosa  of  the  bladder  wall 


Qantanol 

lid  0.5  Cm  siilfaiiiethoxazolc. 

for  effective 
antibacterial  action 
within  hours 


Rapid  relief  of  discomfort 

The  patient  needs  prompt  relief  of 
urinary  bladder  pain  and  the  physician  needs 
to  initiate  early  antibacterial  action  to  figbt 
the  infection.  This  is  where  the  basic  therapy 
of  dual-action  Azo  Gantanol®  can  help. . . 
the  analgesic  action  of  Azo  (phenazopyridine 
HCI)  for  prompt  relief  from  bladder  pain 
and  the  effective  action  of  Gantanol® 
(sulfamethoxazole)  to  control  the  bladder 
infection. 

Antibacterial  hlood/iirine 
levels  in  from  2 to  3 hours 

With  the  initial  2-Gm  dose,  the  analgesic 
action  of  the  Azo  component  starts 
immediately  to  relieve  the  symptoms 
associated  with  an  infected  and  inflamed 
bladder.  In  from  2 to  3 hours,  as  effective 
antibacterial  blood  and  urine  levels  are 
reached,  the  Gantanol  action  begins  to 
control  the  bacteria  most  often  implicated  in 
acute  infections  of  the  bladder . . . susceptible 
E.  coli  as  well  as  susceptible  strains  of 
Klebsiella-Aerohacter,  Staph,  aureus. 

Proteus  mirahilis,  and,  less  frequently, 

P.  vulgaris.  The  usual  precautions  in 
sulfonamide  therapy,  including  maintenance 
of  adequate  fluid  intake,  should  be  observed. 
The  most  common  side  effects  are  nausea, 
vomiting  and  diarrhea. 


Artist’s  rendition  of  £.  coli 


12  hours  of  therapy  with 
every  dose 

.Subsequent  h.i.d.  doses  of  1 Gm, 
morning  and  evening,  maintain  effective 
antibacterial  coverage  on  a round-the-clock 
basis.  With  every  dose,  Azo  Gantanol  helps 
relieve  the  symptoms  of  cystitis  w'hile  it 
fights  the  infection. 


In  acute  painful 
nonohstructed  cystitis 

Azo  Gantanol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  1 00  mg  phenazopyridine  HCI. 

basic  therapy 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J  07110 


CONFERENCE  FOCUSES  ON  POLITICAL  ISSUES  IN  MEDICINE 


Directions  for  medicine  and  politics  in 
the  future  was  the  theme  of  the  1972 
Conference  on  Legislation  of  the  Texas 
Medical  Association  held  Jan.  23  at 
the  Joe  C.  Thompson  Conference  Cen- 
ter in  Austin. 

Three  guest  speakers,  in  addition  to 
a panel  of  the  executive  staff  of  the 
American  Medical  Association  and  a 
panel  of  Texas  physicians,  made  excel- 
lent presentations  to  a crowded  room 
of  TMA  members. 

Association  President  Dr.  James  H. 
Sammons  of  Baytown  opened  the  con- 
ference with  a welcoming  address  and 
some  comments  on  1972  as  a year  of 
opportunity  and  challenge  for  medi- 
cine. 

Politics  in  1972 

Neal  R.  Peirce  of  Washington,  D.C., 
associate  editor  of  The  National  Jour- 
nal, published  by  the  Center  for  Politi- 
cal Research,  outlined  for  conference 
participants  his  views  on  the  upcoming 
national  elections.  He  commented  that 
the  election  will  be  decided  primarily 
by  the  vote  in  the  10  most  heavily 
populated,  pivotal  states,  of  which 
Texas  is  one.  He  noted  that  most  of 
these  states  appear  to  have  a Demo- 
cratic bias,  but  he  told  his  audience 
to  remember  that  6 out  of  10  Nixon 
voters  lived  in  these  “megastates.” 

As  a political  analyst,  Peirce  referred 
to  Texas  politics  as  “fascinating.” 
“The  political  life  of  Texas  is  directed 
by  a single  monied  establishment. 
There  is  no  other  state  of  the  Union 
where  the  control  is  so  direct  or  unam- 
biguous, and  so  commonly  accepted,” 
he  said.  His  answer  to  whether  this 

The  associate  editor  of  The  National 
Journal,  Neal  R.  Peirce  of  Washington, 
D.C.,  analyzed  the  current  political 
situation  in  the  country  and  in  Texas. 
He  also  gave  his  predictions  about 
what  will  happen  at  the  polls  in  1972. 


situation  will  remain  in  the  1970’s  was 
“both  yes  and  no.” 

The  reason  for  this  “yes  and  no” 
answer,  said  Peirce,  is  that  one  can 
detect  stirrings  of  a new  era  in  the 
state.  He  noted  that  the  first  minimum 
wage  law  passed  in  the  state’s  history 
in  1960  applied  to  farm  workers  as 
well  as  those  in  industry.  "The  state 
elected  its  first  Mexican-American  Con- 
gressmen and  will  soon  send  its  first 
Negro  to  the  US  House,”  he  added. 
"And  then,”  he  commented,  "closed, 
conservative  Dallas  chose  as  mayor  a 
man  worth  $100  million  (no  surprise) 
but  then  he  launched  perhaps  the 
United  States’  most  advanced  program 
to  involve  ordinary  citizens  in  long-term 
planning  of  their  city  (a  fantastic  sur- 
prise).” 

These  stirrings,  he  noted,  are  repre- 
sentative of  the  renewed  competition 
for  influence  in  Texas,  although  “no 
one  expects  the  citadels  of  wealth  and 
power  to  topple.”  His  conclusion  was 
that  “Texas’  dispossessed  millions  will 
increasingly  demand  a say  about  their 
lives  and  their  society  and  will  be 
heard  more.”  “In  short,”  he  said,  “Tex- 
as will  have  a more  open  society  than 
at  any  time  since  the  days  of  her 
infancy.” 

As  for  specific  political  leanings  in 
Texas  in  the  1972  elections,  Peirce 
believes  that  the  business-industrial- 
banking establishment  will  be  for 
Nixon,  deciding  that  his  reelection  is 
in  its  best  interest,  and  that  the  Presi- 
dent will  have  a solid  chance  to  “re- 
verse the  narrow  edge  by  which  he 
lost  Texas  in  1968.” 

National  health  insurance 
Democratic  Rep.  Omar  Burleson  of 
Anson  then  reviewed  proposals  on 
national  health  insurance.  A member 
of  the  House  Ways  and  Means  Com- 
mittee, Rep.  Burleson  said  that  "a 
whole  raft  of  bills”  had  been  intro- 
duced concerning  national  health  in- 
surance, and  that  of  these,  four  bills 
are  prominent. 

He  cited  the  Kennedy-Griffiths  pro- 
posal, the  Administration’s  bill,  AMA’s 
Medicredit,  and  a health  care  bill  in- 
troduced by  Rep.  Burleson  himself. 

Rep.  Burleson  said  that  the  lat- 
ter three  bills  have  “many  common 
points”  and  that  if  a bill  is  passed,  he 
feels  it  will  probably  be  “a  blending 
of  the  three.” 

The  legislator  said  he  “hadn’t  seen 
anything  yet”  that  he  considered  a 
crisis  in  the  health  industry,  and  he 
guessed  that  no  comprehensive  health 
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Members  of  the  AMA  executive  staff  added  information  on  current  national  legislative  issues  to  the  conference. 
Panel  participants  were  (from  left  to  right):  Paul  R.  M.  Donelan,  William  J.  Colley,  Wayne  W.  Bradley,  Harry  N. 
Peterson,  and  panel  moderator  Dr.  Joseph  T.  Ainsworth,  chairman  of  the  TMA  Council  on  Medical  Jurisprudence. 


insurance  bill  will  be  passed  during 
the  present  session  of  Congress. 

Instead,  he  said,  “I  may  be  wrong, 
but  I'm  guessing  we  may  have  some 
kind  of  catastrophic  bill  passed  this 
session.” 

HMD’s  and  medicine’s  position 

In  addition  to  the  presentations  of 
Peirce  and  Rep.  Burleson,  Clinton  S. 
McGill  of  Portland,  Ore.,  vice-chairman 
of  the  AMA’s  Committee  on  Private 
Practice,  spoke  on  “Health  Mainte- 
nance Organizations — Philosophy  and 
Policy  Positions  of  Medicine.”  Dr.  Mc- 
Gill discussed  the  development  of 
group  practice  in  a general  way  and 
then  went  on  to  review  health  mainte- 
nance organizations  in  detail.  Dr.  Mc- 
Gill reviewed  the  positions  of  the  Nixon 
Administration,  the  Kennedy-Griffiths 
bill,  and  organized  medicine  toward 
HMD’s. 

Briefly  stated.  Dr.  McGill  said,  “it  is 
the  position  of  organized  medicine  that 
the  HMO  concept  might  be  a success- 
ful means  of  delivering  health  care 
under  certain  circumstances.” 

Middle  right:  Dr.  Joseph  T.  Painter 
(left),  Dr.  Mario  Ramirez  (center),  and 
TMA  Vice-President  Dr.  Ed  Schmidt 
(right)  appear  to  enjoy  getting 
ready  for  their  presentation  on  a 
panel  entitled  “The  Role  of  the  Texas 
Medical  Association  In 
Representing  Its  Members.’’  Dr. 

Schmidt  served  as  panel  moderator. 

Opposite:  Guest  speaker  Dr.  Clinton 
McGill  (left)  visits  with  TMA 
Councilor  Dr.  Haden  McKay,  Jr. 

(center),  and  President-Elect 
Dr.  Braswell  Locker  (right)  before  he 
mounts  the  platform  to  discuss  a 
new  concept  in  health  care — 
the  health  maintenance  organization. 


Rep.  Omar  Burleson  was  the  center  of  attention  with  his  speech  on 
national  health  insurance  and  possibilities  for  passage  this  year.  He  is 
shown  here  talking  with  Dr.  R.  C.  Jordan  (left),  chief  of  the  Medical  Care 
Administration  Services  Section  of  the  Texas  State  Department  of  Health, 
and  TMA  Trustee  Dr.  C.  W.  Yates  (right). 
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NEWS 


Dr.  Jack  B.  Lee,  Speaker  of  the  TMA 
House  of  Delegates,  presided  over 
the  traditional  Orientation  Program. 


However,  he  added,  “we  do  not  feel 
it  has  yet  been  tested  sufficiently 
enough  to  justify  blanket  authorization 
as  suggested  in  the  Kennedy-Griffiths 
bill  or  priority  financing  as  is  being 
requested  by  President  Nixon.”  He 
noted  that  organized  medicine  prefers 
to  encourage  a pluralistic  approach  to 
delivery  of  health  care,  rather  than  the 
single  concept  of  the  HMO. 

National  and  state  legislative  issues 
Two  panel  presentations  were  also 
made  at  the  conference.  Members  of 
the  executive  staff  of  the  American 
Medical  Association — Harry  N.  Peter- 
son, secretary  of  the  AMA  Council  on 
Legislation;  Wayne  W.  Bradley,  assist- 
ant director  of  the  AMA’s  Washington 
Office;  William  J.  Colley,  director  of 
the  AMA  Congressional  Relations  De- 
partment; and  Paul  R.  M.  Donelan, 
director  of  the  AMA  Governmental 
Relations  Department — spoke  on  “Med- 


Dr. Charles  B.  Dryden,  Jr.,  chairman  of  the  TMA  Board  of  Councilors 
explains  the  important  duties  performed  by  that  board  to  an  orientee. 


ical  and  Health  Legislative  Issues  Be- 
fore Congress  in  1972.”  They  discussed 
the  Social  Security  amendments  pro- 
posed in  H.R.  1;  the  Uniform  Services 
University  of  the  Health  Sciences 
called  for  in  H.R.  2;  drug  legislation; 
the  vetoed  child  care  bill;  sickle  cell 
anemia  and  kidney  treatment  bills;  and 
how  the  wage-price  stabilization  pro- 
gram and  Phase  II  regulations  will  af- 
fect physicians. 

Another  panel,  composed  of  Texas 
physicians,  reviewed  the  role  of  the 
Association  in  representing  members 
of  TMA.  Dr.  Joseph  T.  Painter  of  Hous- 
ton, chairman  of  the  TMA  Council  on 
Tax-Financed  Health  Care  Programs, 
discussed  advancing  the  concept  of 
Current  Procedural  Terminology.  An- 
other member  of  the  Council — Dr. 
Dewey  W.  Johnston  of  Fort  Worth — 
spoke  on  the  Association's  role  in  rep- 
resenting physicians  in  relationships 
with  fiscal  intermediaries. 


Dr.  Mario  E.  Ramirez  of  Roma  ad- 
dressed the  audience  on  the  Medicaid 
Program  in  Texas  and  its  associated 
problems  and  issues.  He  is  also  a 
member  of  the  Council  on  Tax-Fi- 
nanced Health  Care  Programs.  General 
counsel  for  the  Association,  Philip  R. 
Overton,  outlined  recent  challenges  to 
the  Medical  Practice  Act  of  Texas  for 
physicians. 

Award,  wine  tasting  were  highlights 
A highlight  of  the  conference  was  the 
presentation  of  the  Texas  Medical 
Association's  Distinguished  Service 
Award  to  Dr.  J.  E.  Miller  of  Dallas. 

The  conference  ended  Saturday 
evening  with  a wine  tasting  party, 
cosponsored  by  TMA  and  the  California 
Wine  Institute,  where  some  450  physi- 
cians and  their  spouses  enjoyed  samp- 
ling a variety  of  fine  wines. 

Total  registration  for  the  conference 
was  572. 


TMA  President-Elect  Dr.  Braswell 
Locker  (right)  presents  award  to 
Dallas  radiologist  Dr.  J.  E.  Miller  (left). 


A familiar  sight  around  the  Association,  Immediate  Past  President  Dr. 
Walther  Walthall  (right)  stops  for  a chat  before  he  leaves  the  Orientation 
Program  where  he  spoke  on  working  with  allied  health  personnel. 
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IF  YOU  HAVE  ALREADY  ENROLLED  YOUR  EMPLOYEES  FOR  THE 
TMA’S  MEDICAL  EXPENSE  INSURANCE  PLAN,  WHY  NOT  MAKE 
AN  IMPORTANT  ADDITION  TO  THEIR  BENEFITS  PROGRAM  BY 
ADDING  GROUP  LIFE  INSURANCE. 

Here  Are  The  Advantages: 

• LIFE  AND  HEALTH  INSURANCE  BENEFITS 
ATTRACT  AND  RETAIN  GOOD  EMPLOYEES 

• LOW  GROUP  RATES 

• A FULL  TIME  INSURANCE  SERVICE  OFFICE 
ALWAYS  AVAILABLE  TO  SERVE  YOU 

For  Information  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 
PHONE  - 512/476-6551 

Underwritten  By 

Pnidential 


SOMETIMES  EMPLOYEE  LIFE  AND 
HEALTH  INSURANCE  IS  A MUST! 


Volume  68 February,  2972 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  meg/ ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male''' 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials;  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo- 
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IFobkin' 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  75-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

^Data  compiled  from  reports  of  14  investigators.  ''''*Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  “criteria  for  cure”  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
(failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  le^a-s 


globin,'  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

V- 

Dosage  and  administration;  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Mo/e  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial. treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Femole  — single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  lor  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology;  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml^at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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BOARD  REVIEWS  ASPECTS  OF 
TAX-FINANCED  HEALTH  PLANS 

Guidelines  and  criteria  for  effectively 
understanding  and  dealing  with  health 
care  programs  which  are  financed  by 
taxpayers  were  among  major  topics 
considered  by  the  Texas  Medical  Asso- 
ciation’s Executive  Board  on  Jan.  23. 

The  Association’s  interim  policymak- 
ing body  met  at  the  Headquarters 
Building  in  Austin  during  the  1972 
Conference  on  Legislation. 

Informational  program  on  CRT 
Acting  upon  recommendations  made 
by  the  Association’s  new  Council  on 
Tax-Financed  Health  Care  Programs, 
the  Board  approved  the  initiation  of  an 
educational  program  to  provide  physi- 
cians with  practical  knowledge  on  the 
American  Medical  Association’s  Cur- 
rent Procedural  Terminology.  The  Tex- 
as Medical  Association’s  House  of 
Delegates  endorsed  CPT  in  May,  1971, 
as  a universal  system  of  coding  and 
nomenclature  for  description  of  medi- 
cal services.  The  AMA,  which  prepared 
Current  Procedural  Terminology,  has 
endorsed  its  use  for  several  years. 
TMA  has  asked  Blue  Cross-Blue  Shield 
of  Texas  to  consider  adapting  CPT  to 
its  programs. 

Determination  of  custodial  care 
Recommendations  were  also  made  by 
the  Board  on  in-hospital  custodial  care 
under  federal  health  care  programs.  Dr. 
Joseph  T.  Painter,  chairman  of  the 
Council  on  Tax-Financed  Health  Care 
Programs,  reported  that  when  a local 
hospital  utilization  review  committee 
composed  of  practicing  physicians  de- 
termines a patient’s  care  to  be  custo- 
dial, ‘‘program  responsibility  for  pay- 
ment of  physician  and  hospital  charges 
ceases.” 

To  assist  the  local  hospital  utiliza- 
tion review  committee  in  determining 
when  a custodial  care  situation  exists, 
the  Executive  Board  recommended: 

1.  That  a single  set  of  criteria  be 
developed  for  use  in  determining  in- 
hospital  length-of-stay  review  for  custo- 
dial care  under  all  federal  programs. 

2.  That  the  authority  for  evaluation 
and  interpretation  of  the  applicability 
of  in-hospital  custodial  care  review  cri- 
teria be  retained  by  the  local  hospital 
utilization  review  committee  which  is 
composed  of  practicing  physicians. 
Physical  examination  of  children 
under  Medicaid 

The  Executive  Board  authorized  the 
development  of  a standard  physical 
examination  form  for  use  by  physi- 
cians performing  screening  examina- 


TMA President  Dr.  James  H.  Sammons  (right),  presiding  officer 
of  the  Association’s  Executive  Board,  visits  with  past  AMA  President, 
Dr.  Milford  0.  Rouse. 


tions  of  children  under  age  six.  Such 
examinations  are  required  under  new 
federal  regulations  for  states  partici- 
pating in  Medicaid,  Title  XIX  of  the 
Social  Security  Act.  The  new  regula- 
tions will  require  early  and  periodic 
screening,  diagnosis,  and  treatment  of 
individuals  under  six  years  of  age  after 
Feb.  7,  1972.  In  1973,  the  program 
will  be  extended  to  individuals  under 
age  21  who  are  participating  in  the 
state’s  Medicaid  program. 

The  following  requirements  were  ap- 
proved to  assure  the  quality  of  the 
examination  and  the  data  generated. 

1.  Each  child  should  be  accompa- 
nied by  parent,  guardian,  or  person 
responsible  for  the  care  of  the  child. 

2.  Examinations  must  be  done  on 
an  individual  basis,  by  appointment, 
and  not  en  masse. 

3.  Historical  data,  vital  measure- 
ments, and  vital  signs,  if  possible, 
must  be  completed  prior  to  the  exami- 
nation for  review  by  the  physician. 

4.  The  physician  must  complete  the 
physical  examination  form. 

After  development  of  the  standard 
examination  form,  the  Texas  Medical 
Association  will  submit  the  form  to  the 
Department  of  Public  Welfare. 

Representatives  of  the  Texas  Acad- 
emy of  Family  Physicians  and  the 
Texas  Pediatric  Society  also  are  to  be 
consulted  prior  to  the  initiation  of  the 
program. 

Therapeutic  drug  categories  for 
Vendor  Drug  Program 
The  Council  on  Tax-Financed  Health 
Care  Programs  was  authorized  to  de- 


velop a list  of  therapeutic  drug  cate- 
gories for  long-term  drug  therapy 
under  the  Vendor  Drug  Program.  This 
is  to  be  referred  to  the  Department  of 
Public  Welfare  for  consideration  in  the 
program. 

The  Board  recommended  basing  the 
mechanism  for  authorizing  payment 
for  medications  ‘‘over  and  above”  the 
three  basic  prescriptions  permitted  the 
welfare  patient  upon  the  principle  of  a 
therapeutic  drug  category  list.  Under 
such  a system,  a prescription  in  a cat- 
egory could  be  automatically  approved 
for  payment  and  the  recipient  could 
be  identified  as  one  requiring  long- 
term therapy. 

“Daily  Visit"  vs.  “Per  Visit” 

Upon  recommendation  from  Blue 
Cross-Blue  Shield  of  Texas,  the  Execu- 
tive Board  concurred  that  the  “daily 
visit”  coding  and  terminology  for  in- 
hospital  care  should  be  deleted  and 
that  the  “per  visit”  concept  should  be 
adopted  as  the  mode  of  billing  for  in- 
hospital  professional  services. 

National  Health  Services  Corps 
Guidelines  for  county  medical  societies 
to  follow  regarding  National  Health 
Service  Corps  assignees  were  also 
adopted. 

These  specify  that  the  physician 
must  be  licensed  to  practice  medicine 
by  the  Texas  State  Board  of  Medical 
Examiners,  eligible  for  membership  in 
the  county  and  state  societies,  and  the 
assignment  of  a physician  to  a com- 
munity must  be  acceptable  to  physi- 
cians and  the  county  medical  society. 
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It  was  also  specified  that  the  physi- 
cian must  comply  fully  with  the  Medi- 
cal Practice  Act  of  the  State  of  Texas. 

Further,  it  was  felt  that  representa- 
tives of  the  National  Health  Service 
Corps  should  consult  with  the  Texas 
Medical  Association  and  other  appro- 
priate agencies  on  ethical  and  legal 
aspects  of  the  program. 

Finally,  the  Executive  Board  stated 
that  assignees  to  the  Corps  must  ac- 
cept supervision  of  their  professional 
competence  by  the  local  county  medi- 
cal society  and  hospital  staff  require- 
ments as  any  new  physician  entering 
a community.  Guidelines  were  also  ap- 
proved for  physician  supervision  of  the 
NHSC  assignee. 

Education  and  nursing 
In  the  areas  of  medical  education,  the 
Executive  Board  called  upon  the  na- 
tional Bureau  of  the  Budget  to  release 
all  funds  appropriated  by  Congress  for 
medical  school  development  so  that 
expansion  of  ongoing  programs  can 
be  continued.  The  Board  strongly  sup- 
ported state  legislation  for  funding  of 
medical  education  in  Texas  and  spe- 
cifically emphasized  the  importance  of 
continuing  financial  support  of  Texas 
students  at  Baylor  College  of  Medicine. 

The  American  Medical  Association’s 
Position  Statement  on  Medicine  and 
Nursing  in  the  1970’s  was  adopted  by 
the  Executive  Board  with  amendments 
to  two  sections  of  the  report.  The 
Board  concurred  that  nurses  should 
participate  on  medical  staff  commit- 
tees relating  to  improving  of  patient 
care,  review  of  nursing  utilization,  in- 
fection control,  and  the  like.  The  AMA 
statement  had  not  specified  “nursing” 
utilization.  The  Board  modified  the 
AMA  statement  also  to  indicate  that 
the  professional  nurse  may  share  au- 
thority with  the  physician  on  the  medi- 
cal care  delivery  team.  The  AMA  state- 
ment had  used  the  word  “should.” 
Phase  II  economic  guidelines 
Upon  instruction  of  the  Executive 
Board,  Texas  physicians  have  received 
material  relating  to  the  government’s 
Phase  II  economic  guidelines.  As  a ser- 
vice to  members  of  the  Texas  Medical 
Association,  a sign  which  physicians 
may  wish  to  post  in  their  office  or  clin- 
ic was  distributed  by  mail  on  Jan.  28. 

Phase  II  economic  guidelines  require 
that  physicians  maintain  at  their  offi- 
ces or  clinics  a schedule  showing  base 
prices  for  principal  services.  Each 
office  must  post  a sign  in  a prominent 
place  stating  the  availability  of  the 
schedule.  The  5-inch  by  8-inch  sign 


distributed  to  TMA  members  was  pre- 
pared by  the  Texas  Medical  Associa- 
tion on  the  basis  of  interpretation  of 
present  rules  and  regulations  and 
after  consultation  with  the  Washington 
office  of  the  American  Medical  Associa- 
tion. The  sign  states:  “In  compliance 
with  Price  Commission  Regulations,  a 
list  of  professional  charges  for  princi- 
pal services  is  maintained  and  availa- 
ble for  inspection  on  request  of  pa- 
tients.” Additional  information  on  the 
guidelines  appeared  in  the  TMA  Bulle- 
tin, which  accompanied  the  card. 
Methadone  maintenance  guidelines 
In  other  action  during  the  Jan.  23 
meeting,  the  Board  approved  revised 
guidelines  on  methadone  maintenance 
programs  to  comply  with  the  State 
Department  of  Health  protocol  imple- 
menting H.B.  139  passed  by  the  Texas 
Legislature  in  1971: 

1.  Synthetic  narcotic  drugs,  includ- 
ing methadone,  used  for  maintenance 
programs  or  for  withdrawal  over  a 
period  of  more  than  six  weeks  should 
be  administered  as  a research  program 
only. 

2.  No  program  should  be  under- 
taken unless  licensed  by  the  State 
Department  of  Health  after  written 
comment  by  the  local  county  medical 
society.  (A  copy  of  this  comment  will 
be  forwarded  to  the  executive  secre- 
tary of  the  Texas  Medical  Association.) 

3.  Local  hospital  facilities  should  be 
available  for  emergency  care,  primary 
evaluation,  and  follow-up  care. 

4.  The  patient  should  have  medical 
and  psychiatric  evaluation  before  the 
treatment  is  established. 

5.  A competent  staff  must  be  in 
attendance  for  supervision  of  socio- 
logical and  rehabilitation  efforts. 

ASSOCIATION  GAINS  340  NEW 
MEMBERS  FOR  TOTAL  OF  11,132 

An  increase  of  340  members  during 
1971  has  pushed  the  total  member- 
ship of  the  Texas  Medical  Association 
to  11,132. 

This  gain  means  that  membership 
in  the  Association  has  increased  by 
more  than  1,000  during  the  past  five 
years.  On  the  basis  of  this  trend,  mem- 
bership in  TMA  should  reach  12,000 
by  1975 — or  possibly  even  by  the  end 
of  1974. 

Proportionately,  the  greatest  gain 
during  1971  was  in  the  intern  and 
resident  membership  category.  The 
Association  now  lists  293  intern  and 
resident  physicians  as  members,  the 
highest  number  in  many  years. 


TMA  officers  and  members  of  the 
Association’s  Headquarters  staff  believe 
that  the  increase  in  intern  and  resident 
members  is  due  directly  to  the  cam- 
paign staged  during  the  year  to  en- 
courage members  of  hospital  house 
staffs  to  join  the  Association.  They 
noted  that  while  this  gain  is  good,  just 
a little  more  than  13%  of  the  2,200 
interns  and  residents  in  Texas  hospi- 
tals belong  to  the  county  and  state 
medical  organizations. 

One  membership  study  performed 
during  1970  brought  forth  some  inter- 
esting statistics.  The  study  indicated 
that  slightly  more  than  10%  (or 
1,540)  of  the  physicians  in  Texas  are 
graduates  of  foreign  medical  schools, 
and  most  have  been  educated  in  Mex- 
ico and  Cuba.  This  figure  compares 
with  the  57,000  graduates  of  foreign 
medical  schools  in  the  entire  United 
States,  representing  17%  of  the  phy- 
sicians in  this  country. 

Association  officers  also  noted  that 
while  membership  in  TMA  posted  a 
good  gain,  there  was  a substantial 
drop  in  the  number  of  Texas  physi- 
cians who  are  members  of  the  Ameri- 
can Medical  Association.  There  has 
been  a decline  of  250  AMA  members 
over  a year  ago.  TMA  President  Dr. 
James  H.  Sammons  of  Baytown  has 
encouraged  all  physicians  in  Texas  who 
were  not  members  of  the  AMA  to  join 
the  organization. 

FILE  APPLICATIONS  NOW  FOR 
BASIC  SCIENCES  EXAMINATION 

Medical  students  and  others  who  wish 
to  take  the  April  14-15,  1972,  exami- 
nation of  the  Texas  State  Board  of 
Examiners  in  the  Basic  Sciences  should 
act  immediately. 

Applications  for  the  next  examina- 
tion must  be  completed  and  in  the 
board’s  office  by  March  20,  1972.  In 
addition,  all  necessary  information  and 
documents  required  of  examinees 
must  be  completed  and  in  the  appli- 
cant’s file  by  that  date. 

The  examinations  will  be  held  in 
Dallas,  Galveston,  Houston,  and  San 
Antonio.  Details  on  the  time  and  place 
of  examination  may  be  obtained  from 
the  executive  secretary  of  the  board, 
1012  Sam  Houston  State  Office  Build- 
ing, 201  E.  14th  St.,  Austin  78701. 

The  certificate  acquired  by  those 
who  pass  the  examination  is  the  only 
one  that  is  valid  for  reciprocity  with 
other  state  basic  science  boards.  Texas 
has  reciprocity  agreements  with  19 
states. 
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THE  U.S.P  DESCRIBES  ONLY 
ONE  STANDARD  FOR 
CONJUGATED  ESTROGENS... 


THE  PREMARIN^  STANDARD 

(CONjUGATED 
ESTROGENS  TABLETS,  U.S.P) 


In  the  latest  edition  of  the  United  States 
Pharmacopeia— an  “official  compendium" 
of  drug  potency,  quality,  and  purity— there 
is  now  a clear  distinction  made  between 
conjugated  estrogens  and  other  estro- 
gens. And  of  the  leading  estrogen  prep- 
arations available  today,  PREMARIN  is 
the  only  one  whose  composition  meets  all 
of  the  U.S.P.  specifications  for  conjugated 
estrogens. 

We’re  of  course  gratified  that  the  United 
States  Pharmacopeia  has  included  con- 
jugated estrogens  in  the  U.S.P.  XVIII,  and 
that  PREMARIN  meets  the  U.S.P,  standard 

BRIEF  SUMMARY 

(For  lull  prescribing  inlormation,  see  package  circular.) 
PREMARIN®  (Conjugated  Estrogens  Tablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replacement 
therapy  In  the  management  ot  estrogen  deficiency  states, 
notably  in  the  menopause  and  postmenopause. 
Precautions:  In  the  temale:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected 
recurrence  is  an  indication  lor  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods 
of  time  may  produce  gynecomastia,  loss  of  libido,  and 
testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  rec- 
ommended (3  weeks  of  daily  estrogen  therapy  and  1 week 
off). 

If  patient  has  not  menstruated  within  last  two  months 
or  more,  cyclic  administration  is  started  arbitrarily.  If  pa- 
tient is  menstruating,  cyclic  administration  is  started  on 
day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting 
during  estrogen  therapy),  increase  estrogen  dosage  as 
needed  to  stop  bleeding.  In  the  following  cycle,  the  dos- 
age level  which  was  employed  for  hemostasis  should  be 
used  for  daily  administration.  In  subsequent  cycles,  the 
estrogen  dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See  Pre- 
cautions.) 


for  conjugated  estrogens.  But,  above  and 
beyond  meeting  all  of  the  U.S.P.  specifica- 
tions, PREMARIN  continues  to  be  manufac- 
tured with  natural  estrogens  exclusively  and 
contains  no  synthetic  supplement. 

For  more  than  28  years  it  has  been  man- 
ufactured under  the  strictest  quality  control 
to  assure  consistenoy  in  product  potency, 
activity  and  stability.  For  more  than  28  years 
it  has  been  the  research  standard  in  its 
field.  For  more  than  28  years  it  has  been  the 
most  widely  presoribed  agent  of  its  kind. 

PREMARIN.  Assurance  of  quality  for  you 
and  your  patients. 

Menopause  (natural  or  artificial)— PREMARIN  1.25  mg. 
dally,  cyclically.  Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of  the  pa- 
tient. For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  con- 
tinuing cyclic  estrogen  replacement  therapy  throughout 
the  postmenopause  as  a protective  influence  against  ac- 
celerated degenerative  changes  at  the  cellular  level. 

Postmenopause— {\t  uterus  is  intact  the  patient  is  con- 
sidered postmenopausal  from  one  year  after  cessation 
of  menstruation  to  end  of  life  span.)  If  the  presenting 
symptoms  are  those  of  the  menopause,  see  above  for 
dosage.  As  a protective  measure  against  premature  de- 
generative changes  in  bone  and  cellular  metabolism  {e.g. 
atrophic  vaginitis,  osteoporosis),  give  PREMARIN  daily 
and  cyclically.  Adjust  dosage  to  lowest  effective  but  sub- 
bleeding level. 

Estrogen  Deticient  Atrophic  Vaginitis,  Kraurosis  Vulvae, 
and  Pruritus  Vulvae— t .25  mg.  to  3.75  mg.  daily,  or  more, 
cyclically— depending  on  the  tissue  response  ot  the  in- 
dividual patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tab- 
lets, U.S.P.).  No.  865— Each  purple  tablet  contains  2.5  mg. 
No.  866— Each  yellow  tablet  contains  1.25  mg.  No.  867— 
Each  red  tablet  contains  0.625  mg.  No.  868— Each  green 
tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also 
available  in  unit  dose  package  of  100. 

AYERST  LABORATORIES 
7149  New  York,  N.Y.  10017 
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PREMARlN*(Conjusated  Estro3ens 
Tablets,  U.S.P)  continues  as  the  standard 
for  conjugated  estrogen  therapy 


unlike  sublingual  nitroglycerin- 

ISORDIL  SUBUNGUAL 

(ISOSORBIDE  DINITRATE) 

SUBLINGUAL  TABLETS:  2.5  mg.  and  5 mg. 

ready  to  work  evmy  time  it's  needed 


• STABLE-potency  not  markedly  affected  by  humid- 
ity or  storage  (sublingual  nitroglycerin  is  known 
to  be  unstable  enough  to  require  careful  packag- 
ing and  storage  to  ensure  full  potency,  even  dur- 
ing relatively  short  periods') 

• FAST  ACTING— almost  as  fast  as  nitroglycerin 

• LONG  LASTING— effective  for  up  to  2 hours  (com- 
pared to  nitroglycerin  which  maintains  its  effec- 
tiveness for  only  20  or  30  minutes) 

Also  available;  ISORDIL  ORAL,  5 mg.;  ISORDIL 
10  mg.;  ISORDIL  TEMBIDS,  sustained  action  cap- 
sules, 40  mg.;  ISORDIL  TEMBIDS,  sustained  action 
tablets,  40  mg.;  ISORDIL  with  PHENOBARBITAL, 
tablets  containing  10  mg.  isosorbide  dinitrate  and 
15  mg.  (Vi  gr.)  phenobarbital,  U.S.P.,  (Warning: 
Phenobarbital  may  be  habit  forming). 

Indications;  Sublingual— (or  prevention  and  treat- 
ment of  angina  pectoris.  Ora/— for  relief  of  an- 
gina pectoris  (pain  of  coronary  artery  disease); 
the  oral  dosage  forms  are  not  intended  to  abort 
the  acute  anginal  episode,  but  are  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina 
pectoris. 

Contraindication:  Idiosyncrasy  to  this  drug. 


Warnings:  Data  supporting  the  use  of  nitrites  dur- 
ing the  early  days  of  the  acute  phase  of  myocar- 
dial infarction  (the  period  during  which  clinical 
and  laboratory  findings  are  unstable)  are  insuf- 
ficient to  establish  safety. 

Precautions:  Intraocular  pressure  is  increased; 
therefore,  caution  is  required  in  administering  to 
patients  with  glaucoma.  Tolerance  to  this  drug 
and  cross-tolerance  to  other  nitrites  and  nitrates 
may  occur.  In  patients  with  functional  or  organic 
gastrointestinal  hypermotility  or  malabsorption 
syndrome,  it  is  suggested  that  either  the  ISORDIL 
(isosorbide  dinitrate)  5 mg.  or  10  mg.  Oral  tablets 
or  ISORDIL  2.5  mg.  or  5 mg.  Sublingual  tablets  be 
the  preferred  therapy.  The  reason  for  this  is  that 
a few  patients  have  reported  passing  partially 
dissolved  ISORDIL  TEMBIDS  tablets  in  their  stools. 
This  phenomenon  is  believed  to  be  on  the  basis 
of  physiologic  variability  and  to  reflect  rapid  gas- 
trointestinal transit  of  the  sustained  action  tablet. 
TEMBIDS  SHOULD  NOT  BE  CHEWED. 

Adverse  Reactions:  Cutaneous  vasodilation  with 
flushing.  Headache  is  common  and  may  be  severe 
and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral 


ischemia  associated  with  postural  hypotension  ’ 
may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  ace- 
tylcholine, histamine,  and  many  other  agents.  An 
occasional  individual  exhibits  marked  sensitivity 
to  the  hypotensive  effects  of  nitrite,  and  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration  and  collapse)  can  occur 
even  with  the  usual  therapeutic  dose.  Alcohol  may 
enhance  this  effect.  Drug  rash  and/or  exfoliative 
dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing.  ; 

1.  Edelman,  B.A.,  Contractor,  A.M.,  and  Shangraw,  R.F.; 

The  stability  of  hypodermic  tablets  of  nitroglycerin 
packaged  in  dispensing  containers,  J.  Amer.  Pharm. 

Ass,  NSf1:30  (January)  1971. 

May  we  send  pu  reprints,  detailed  information  : 
and/or  professional  samples? 

TEMBlDS®-~TfIADeMARK  fOR  SUStAlNGO  ACTION  TABLETS  AND  CAPSOl-ES 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF 
LIFE,  THROUGH  MEDICINE 


Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  1 1 5 mg 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  B12 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains: 

Vitamin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  B12  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  Efc/-AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 

Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 

Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions;  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  6,2  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effeots  of  iron. 

LEDERLE  U\BORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  1 0965  421-1 


WINNERS  ANNOUNCED  IN  1972 
ANSON  JONES  AWARD  CONTEST 

Winners  in  the  annual  Anson  Jones 
Award  competition  sponsored  by  the 
Texas  Medical  Association  were  an- 
nounced Feb.  1,  1972. 

The  eight  winners — representing  the 
most  outstanding  publications  or  pro- 
grams in  their  field  in  the  communica- 
tion of  health  information  to  the  public 
— will  receive  $100  and  an  award 
plaque  at  a special  presentation  dur- 
ing the  Association’s  1972  Annual 
Session  in  San  Antonio. 

Each  of  the  55  entries  in  the  contest 
was  judged  on  its  accuracy,  signifi- 
cance, quality,  public  interest,  and 
impact. 

Printed  entries  were  evaluated  by 
Dr.  DeWitt  C.  Reddick  (Ph.D.),  profes- 
sor of  journalism  at  The  University  of 
Texas  at  Austin;  Roland  Lindsey,  chief 
of  the  Austin  Bureau  of  United  Press 
International:  and  Mrs.  Marilyn  Baker, 
managing  editor  of  Texas  Medicine. 

Representatives  of  the  Texas  Associ- 
ation of  Broadcasters  made  preliminary 
criticisms  of  the  radio  and  television 
entries. 

The  Association’s  Council  on  Public 
Relations  and  Public  Service  chose 
final  winners  in  all  categories. 

Those  judged  as  best  in  their  cate- 
gory included: 

Category  1-A — Daily  newspaper  in  a 
city  of  400,000  or  more — Mrs.  Mary 
Jane  Schier  of  The  Houston  Post. 
Category  1-B — Daily  newspaper  in  a 
city  of  less  than  400,000 — Jim  Burnett, 
The  Denton  Record-Chronicle. 

Category  1-C — Weekly  newspapers — 
Sam  D.  Logan,  Jr.,  The  Clifton  Record. 
Category  1-D — Single  article,  feature, 
or  series  in  daily  newspaper — “Tide 
of  Humanity  Flows  Into  Emergency 
Room’’  by  Anne  Dodson,  Corpus  Christi 
Caller-Times. 

Category  2 — Magazines — Houston  Mag- 
azine, published  by  the  Houston  Cham- 
ber of  Commerce. 

Category  3 — Radio — Mrs.  Carole  Knee- 
land,  "It’s  My  Right’’  by  KAUM-FM  in 
Houston.  This  program  was  a 30-min- 
ute documentary  concerning  the  ques- 
tion of  abortion  in  Texas. 

Category  4-A — Television  (continuing 
series  or  coverage  of  health  subjects) 
— no  winner. 

Category  4-B — Television  (single  pro- 
gram on  medicine  and  health) — The 
judges  awarded  top  place  in  this  cate- 
gory to  two  programs,  because  both 
were  excellent.  Winners  were  John  T. 
Gehbauer  of  KTRK-TV  in  Houston  for 


“Shock  Room,”  a story  of  the  trauma 
rooms  at  Ben  Taub  General  Hospital, 
and  Lee  Webb  of  KFDA-TV  in  Amarillo 
for  “The  Sounds  of  Laughter,”  a pro- 
gram designed  to  acquaint  the  public 
with  the  activities  of  the  Amarillo 
Speech  and  Hearing  Center  and  the 
problems  faced  by  children  and  adults 
with  speech  and  hearing  difficulties. 

LARGE  NUMBER  OF  CASES  OF 
FLU-LIKE  ILLNESS  REPORTED 

The  Communicable  Disease  Services 
Section  of  the  Texas  State  Department 
of  Health  reports  that  there  were  a 
total  of  25,786  flu-like  illnesses  report- 
ed for  the  week  ending  Jan.  29,  1972. 

The  communities  reporting  the  larg- 
est numbers  of  illnesses  were  Corpus 
Christi,  Nueces  County  Health  Depart- 
ment, 1,899;  Austin,  Travis  County 
Health  Department,  1,858;  Galveston 
County  Health  District,  1,547;  Little- 
field, Dr.  W.  C.  Nowlin,  city  health 
officer,  1,500;  Big  Spring,  Howard 
County  Health  Department,  1,316;  and 
Matagorda  County  Health  Department, 
1,261. 

The  first  confirmed  cases  of  the  A2 
strain  were  reported  on  Dec.  30,  when 
the  virus  was  isolated  in  the  laboratory. 
The  cases  were  from  Tyler.  The  next 
day,  a case  of  A2  influenza  was  con- 
firmed from  Austin.  Other  confirmed 
cases  have  been  found  in  Fort  Worth, 
Dallas,  Houston,  Temple,  Midland  and 
Wichita  Falls. 

Last  year,  for  the  same  fourth  week 
in  January,  there  were  only  2,064  influ- 
enza-like infections  reported  in  Texas. 

MEDICAL  SCIENCE  TO  BE  ON 
VIEW  AT  ANNUAL  SESSION 

Physicians  who  like  to  learn  by  looking 
will  be  delighted  to  know  that  at  this 
year’s  Annual  Session,  there  will  be  a 
variety  of  exhibits  and  films  with  an 
abundance  of  graphically  portrayed 
information. 

Scientific,  technical,  and  art  ex- 
hibits will  fill  the  Hall  of  Exhibits  at 
the  San  Antonio  Convention  Center 
during  the  Association’s  annual  meet- 
ing May  11-14. 

Tentative  display  times  are  as  fol- 
lows: Thursday,  May  11,  from  8:30 
a.m.  to  5:30  p.m.;  Friday,  May  12, 
from  8 a.m.  to  5:30  p.m.;  and  Satur- 
day, May  13,  from  8 a.m.  to  4 p.m. 

Exhibitors  may  register  at  the  cen- 
ter’s Hall  of  Exhibits  on  Wednesday, 
May  10,  from  1:30  p.m.  to  5:30  p.m. 
Scientific  exhibits 

The  TMA  Committee  on  Scientific 


Exhibits  has  approved  35  scientific 
exhibits  for  the  1972  Annual  Session. 

This  year’s  visual  displays  will  fea- 
ture a wide  range  of  medical  and  basic 
science  problems  and  subjects.  Each 
exhibit  will  be  manned  during  display 
hours  by  the  physician  who  actually 
performed  the  work  shown  or  by  a 
competent,  well-informed  assistant  so 
that  viewers  may  discuss  various  as- 
pects of  the  work  with  exhibitors. 

Titles  of  a few  of  this  year’s  scien- 
tific exhibits  include  “Surgical  Man- 
agement of  Cardiovascular  Disease,” 
“Diphtheria — An  Epidemic,”  “Theoreti- 
cal and  Practical  Aspects  of  Human 
Sperm  Banking,”  “Laparoscopy — A Di- 
agnostic and  Therapeutic  Procedure,” 
“Why  Vision  Screening  for  Children?,” 
“Texas’  Immunization  Laws,”  and 
“The  Repair  of  Lateral  Venous  Rents 
Using  Metallic  Clips — An  Experimental 
Study.”  There  are,  of  course,  many 
other  interesting  scientific  exhibits  that 
will  be  open  at  the  Annual  Session. 

Scientific  exhibitors  will  be  eligible 
for  awards,  too.  First,  second,  and 
honorable  mention  awards  will  be  given 
in  each  of  the  following  categories: 
Group  1 — Scientific  exhibit  without 
grant  or  assistance. 

Group  2 — Scientific  exhibit  with  grant 
or  assistance  from  university,  hospital, 
government  agency,  or  non-profit  or- 
ganization. 

Group  3 — Scientific  exhibit  with  grant 
or  assistance  from  a pharmaceutical 
or  other  commercial  enterprise. 

Group  4 — Exhibits  primarily  of  educa- 
tional-promotional nature  which  bring 
a message  of  interest  arid  importance 
to  the  attention  of  the  profession. 

In  addition  to  these  awards,  the 
the  Aesculapius  Award  will  be  present- 
ed to  the  Texas  physician  who  displays 
the  most  outstanding  exhibit. 

Technical  exhibits 

Representatives  from  the  pharmaceuti- 
cal industry,  business  equipment  com- 
panies, insurance  and  investment  com- 
panies, and  other  related  enterprises 
will  man  booths  during  the  1972  Annu- 
al Session  to  discuss  their  equipment, 
products,  and  services  with  physicians. 

At  the  present  time,  more  than 
90  concerns  have  applied  for  exhibit 
space,  and  exhibits  manager  Dale  R. 
Werner  expects  several  other  applica- 
tions to  arrive  shortly. 

The  Board  of  Trustees  has  approved 
all  of  these  exhibitors,  and  each  firm 
is  expected  to  adhere  to  rules  regard- 
ing advertising,  canvassing,  space  re- 
quirements, et  cetera. 
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A floor  plan,  showing  the  location  of 
the  technical  and  scientific  exhibits, 
will  be  posted  in  the  exhibit  hall  for 
the  convenience  of  viewers. 

Art  exhibition 

Creative  TMA  physicians  and  their 
wives  can  enter  the  Physicians’  and 
Wives’  Art  Exhibit,  now  entering  its 
fifth  year  as  an  attraction  at  the  Annu- 
al Session. 

Contest  rules  will  be  similar  to  those 
applied  in  past  years,  but  in  1972, 
artists  entering  their  work  may  offer 
paintings,  sculptures,  and  other  art 
objects  for  sale.  All  sales  will  be  strictly 
between  the  artist  and  the  purchaser, 
however.  TMA  personnel  will  not  be 
responsible  for  any  part  of  the  trans- 
action. 

Persons  entering  the  competition 
must  declare  the  media  category  in 
which  their  entry  should  be  placed:  oil 
painting — classical;  oil  painting — mod- 
ern; water  color — classical;  water  color 
— modern;  sculpture — classical;  sculp- 
ture— modern;  drawings  and  prints; 
arts  and  crafts;  and  photography.  Non- 
specified  pieces  will  be  categorized  by 
the  Art  Exhibit  Committee. 

Artists  are  limited  to  entering  two 
pieces  in  any  one  media  category,  or 
a total  of  five  for  the  entire  show. 
Additional  limitations  are: 

1.  All  paintings  must  be  framed  and 
ready  for  hanging. 

2.  All  photography  must  be  matted 
and  ready  for  hanging. 

3.  Framed  pieces  must  be  equipped 
with  two  properly  placed  screw-eyes 
and  picture  wire. 

4.  Size  is  limited  to  40  inches,  long 
measurement,  after  framing. 

If  the  number  of  entries  warrants, 
first,  second,  third,  and  honorable 
mention  awards  will  be  given  in  each 
category.  A best-of-show  award  will 
also  be  presented. 

For  additional  information  on  ship- 
ping instructions,  contest  rules,  or 
entry  blanks,  contact:  Dr.  Frank  M. 
Posey,  art  exhibit  local  arrangements 
chairman,  7711  Louis  Pasteur,  San 
Antonio  78229;  Mrs.  A.  A.  Urrutia,  co- 
chairman,  320  Park  Dr.,  San  Antonio 
78212;  or  Dale  R.  Werner,  TMA  exhib- 
its manager,  1801  N.  Lamar  Blvd., 
Austin  78701. 

All  entry  blanks  must  be  received 
by  TMA  before  April  1,  1972. 

Film  program 

A full  day  of  film  programming  will  be 
offered  on  Thursday,  May  11,  from 
9 a.m.  to  4 p.m. 

Both  scientific  and  lay-oriented  films 


will  be  shown  to  audiences,  with  a 10- 
minute  break  between  each  film.  There 
will  also  be  an  hour  recess  for  movie- 
goers to  catch  a bite  of  lunch. 

Tentatively,  some  of  the  professional 
films  that  will  be  featured  are  "Hyper- 
tension— A Mosaic  of  Medicine,’’  "Com- 
prehensive Rehabilitation  of  a Quad- 
ruple Amputee,’’  "The  Repair  of  Inci- 
sional and  Inguinal  Hernias,”  "Emer- 
gency Room  Trauma,”  and  "Vaginal 
Hysterectomy.” 

In  addition  to  the  films  designed  for 
medical  audiences,  there  will  also  be 
several  films  aimed  at  laymen.  Exam- 
ples of  these  films  are  "Mr.  Galen 
Comes  to  Town,”  "Stroke-Counter 
Stroke,”  "V.  D.:  A New  Focus,”  "Medi- 
cine,” "The  Trip  Back,”  and  a series  of 
three  films,  each  focusing  on  a particu- 
lar abused  drug — barbiturates,  heroin, 
and  amphetamines. 

All  films  are  previewed  by  members 
of  the  TMA  staff  before  being  accepted 
for  the  film  program,  and  in  addition 
a group  of  local  physicians  reviews 
professional  offerings. 

1972  DELEGATES  TO  REVIEW 
3 CONSTITUTIONAL  CHANGES 

Constitutional  amendments  on  the 
TMA  Annual  Session,  membership  in 
the  Association  for  osteopathic  physi- 
cians, and  membership  for  interns  and 
residents  with  temporary  permits  to 
practice  medicine  will  be  considered 
by  the  TMA  House  of  Delegates  at  the 
1972  Annual  Session,  May  11-14  in 
San  Antonio. 

As  required,  these  proposed  changes 
were  presented  to  the  House  last  year, 
have  laid  on  the  table  for  a year,  and 
may  now  be  voted  upon. 

The  amendments  concerning  the 
Annual  Session,  reports  the  Council 
on  Constitution  and  By-Laws,  were 
requested  by  the  Council  on  Annual 
Session  in  order  to  permit  more  flexi- 
bility in  planning  programs  for  the 
annual  meeting.  The  Constitutional 
changes  are  designed  to  eliminate  ref- 
erences to  general  meetings.  By-Laws 
changes  which  were  approved  at  the 
1971  Annual  Session  removed  the  re- 
quirement that  only  unpublished  pa- 
pers be  presented  and  in  general  were 
designed  to  give  the  Council  on  Annu- 
al Session  more  freedom  in  modifying 
the  format  of  the  meeting. 

The  Constitutional  revisions  that  will 
be  required  to  accomplish  the  changes 
suggested  by  the  Council  on  Annual 
Session  are  the  deletion  of  references 


to  general  meetings  in  Article  II,  Sec- 
tion 7 and  Article  VI,  Section  1.  If 
approved,  these  sections  will  read  as 
follows: 

Article  II 

Sec.  7.  For  the  purposes  of  gener- 
al education,  distinguished  per- 
sons who  are  not  physicians  may 
be  invited  as  guests  to  appear  on 
the  programs  of  the  annual  ses- 
sion. Such  persons  shall  be  select- 
ed by  the  Council  on  Annual  Ses- 
sion and  invited  by  the  President. 

Article  VI 

Sec.  1.  The  Association  shall  hold 
an  annual  session  during  which 
there  shall  be  presented  scientific 
programs  which  shall  be  open  to 
all  registered  members  and  guests. 
The  proposed  amendments  concern- 
ing membership  for  osteopaths  were 
introduced  in  the  1970  House  of  Dele- 
gates by  the  Reference  Committee  on 
Scientific  Work.  The  committee  sug- 
gested changes  to  Article  I,  Section  2 
and  Article  II,  Section  3.  If  the  refer- 
ence committee  amendments  are  ap- 
proved, these  sections  would  read  as 
follows: 

Article  I 

Sec.  2.  The  purpose  of  this  Asso- 
ciation shall  be  to  federate  and 
bring  into  one  compact  organiza- 
tion the  entire  profession  licensed 
to  practice  medicine  and  surgery 
in  the  State  of  Texas  . . . 

Article  II 

Sec.  3.  Only  physicians,  holding 
the  degree  of  Doctor  of  Medicine 
and/or  Doctor  of  Osteopathy  and 
legally  registered  . . . 

The  other  Constitutional  amendment 
that  may  be  voted  upon  at  the  1972 
Annual  Session  would,  if  approved, 
allow  those  house  staff  physicians  who 
hold  only  a temporary  permit  to  prac- 
tice medicine  in  the  state  to  join  the 
Association  as  an  intern  or  resident 
member. 

The  suggested  change,  which  would 
add  an  additional  sentence  to  Article 
II,  Section  3,  reads  as  follows: 

Article  II 

Sec.  3 . . . House  staff  physicians 
who  are  serving  in  training  pro- 
grams approved  by  the  American 
Medical  Association  and  who  hold 
only  a temporary  permit  from  the 
Texas  State  Board  of  Medical 
Examiners  shall  be  eligible  for 
Intern  and  Resident  membership. 
Recommendations  on  the  disposi- 
tion of  these  amendments  will  be  in- 
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eluded  in  the  annual  report  of  the 
Council  on  Constitution  and  By-Laws, 
and  the  changes  will  also  be  reviewed 
by  a reference  committee  before  the 
House  of  Delegates  votes  on  each. 

MD'S  CAN  OFFER  EMPLOYEES 
GROUP  HEALTH  INSURANCE 

The  Texas  Medical  Association’s  new 
group  health  insurance  plan  for  em- 
ployees of  physicians  and  their  depen- 
dents opened  for  enrollment  in  late 
January,  and  according  to  the  Associa- 
tion’s Insurance  Service  Office,  many 
physicians  are  expected  to  take  advan- 
tage of  the  opportunity. 

The  plan  allows  Texas  physicians  to 
offer  group  health  insurance  as  a fringe 
benefit  to  their  lay  employees  and  to 
dependents  of  their  employees.  Costs 
may  be  paid  by  the  physician,  the  em- 
ployee, or  a combination  of  both. 

The  coverage  is  now  available  to 
employees  of  a physician  in  solo  prac- 
tice or  to  employees  of  physicians  in 
a joint  venture.  Under  the  rules  of  the 
plan,  the  employee's  duties  must  be 
in  the  capacity  of  augmenting  the 
physician  in  his  practice.  Thus,  the 
plan  would  allow  the  participation  of 
nurses,  technicians,  administrative  per- 
sonnel, and  maintenance  personnel. 
Employees  must  work  at  least  20 
hours  per  week  and  must  have  three 
months  of  continuous  service  to  be 
eligible  for  the  plan. 

At  least  75%  of  the  eligible  em- 
ployees in  an  “employer  unit”  must 
enroll,  and  at  least  75%  of  the  em- 
ployees who  have  eligible  dependents 
must  enroll  their  dependents.  However, 
if  an  employee  is  covered  under  his 
spouse’s  group  health  insurance  pro- 
gram elsewhere,  he  may  be  counted  as 
enrolled  in  the  Association’s  plan.  This 
arrangement  should  make  it  possible 
for  most  employer  units  to  reach  the 
required  participation  level. 

The  plan  provides  a maximum  bene- 
fit of  $25,000  for  each  individual. 
Covered  expenses  include  a surgical 
schedule,  a fee  for  the  doctor’s  visits 
to  the  hospital,  outpatient  diagnostic 
expenses,  supplemental  accident  ex- 
pense, and  the  usual  hospital  charges. 
Allowances  in  each  category  are  gener- 
ous and  will  provide  a reasonably 
complete  health  insurance  plan  for  all 
participants. 

The  employer  may  select  either  a 
$50  or  $100  deductible  for  his  em- 
ployees. Some  benefits  will  not  be 
subject  to  a deductible. 

Brochures  and  enrollment  forms 


have  already  been  mailed  to  all  mem- 
bers of  the  Association.  Physicians  are 
urged  to  give  this  matter  prompt  atten- 
tion and  to  avail  themselves  of  the 
opportunity  to  provide  this  coverage  to 
their  employees  during  the  charter 
enrollment  period  when  evidence  of 
insurability  is  not  required.  Those  ap- 
plying after  the  close  of  the  charter 
enrollment  period  will  be  required  to 
furnish  evidence  of  insurability,  and 
coverage  may  be  denied. 

If  the  March  1 effective  date  proves 
to  be  a hardship  for  any  employer 
unit,  approval  of  a later  effective  date 
may  be  requested  from  the  Associa- 
tion’s Insurance  Service  Office,  provid- 
ed that  the  request  is  submitted  prior 
to  the  end  of  the  charter  enrollment 
period. 

The  Insurance  Service  Office  reports 
that  the  Texas  Medical  Association 
appears  to  be  the  first  state  medical 
association  to  establish  a group  plan 
of  this  type  for  lay  employees  of  its 
members.  The  plan  is  underwritten  by 
the  Prudential  Insurance  Company  of 
America. 

INSURE  YOURSELF  AGAINST 
FAKE  ‘TMA’  INSURANCE  PUNS 

From  time  to  time,  members  of  the 
Texas  Medical  Association  receive  mail- 
ings regarding  enrollment  in  insurance 
programs  which  are  labeled  “For  the 
Texas  Medical  Profession,”  “For  Mem- 
bers of  the  Medical  Association”  or  by 
other  equally  confusing  titles. 

Some  Association  members  have 
approached  the  TMA  Committee  on 
Association  Insurance  Programs  re- 
garding the  legality  of  such  solicita- 
tion. Others  have  applied  for  the  insur- 
ance believing  that  the  plans  were 
actually  sponsored  and/or  approved 
by  the  Texas  Medical  Association. 

According  to  Dr.  Donald  S.  Gibbs, 
chairman  of  the  committee,  there  are 
no  effective  legal  restrictions  on  solici- 
tation of  this  type  so  long  as  the  name 
“Texas  Medical  Association”  is  not 
used.  TMA  members  are  therefore 
urged  to  read  any  promotional  materi- 
al carefully  to  avoid  confusing  such 
insurance  “plans”  with  the  program 
officially  sponsored  and  approved  by 
the  Association. 

The  Texas  Medical  Association  Group 
Insurance  Program  is  underwritten  by 
the  Prudential  Insurance  Company, 
and  all  promotional  material  for  this 
program  is  clearly  identified  by  use  of 
the  name,  seal,  or  initials  of  the  Texas 
Medical  Association. 


TMA  ACTION  CHANGES  FORMAT, 
GETS  COMPANION  PUBLICATION 

A new  version  of  a familiar  publication 
is  now  being  sent  to  members  of  the 
Texas  Medical  Association. 

The  publication,  TMA  Action,  has 
been  in  a tabloid  newspaper  format. 
The  need  for  rapid  and  more  regular 
communication  with  TMA  members  has 
prompted  a change  of  format  and  time 
of  issuance  for  the  publication. 

Beginning  with  the  first  1972  edition 
this  month,  TMA  Action  will  be  pub- 
lished and  distributed  monthly. 

It  will  no  longer  consist  of  four 
pages  of  typeset  news,  but  instead  will 
be  a single  sheet  with  informational 
items  printed  on  both  the  front  and 
the  back.  As  in  the  past,  the  publica- 
tion will  be  a self-mailing  piece  with 
no  envelope.  All  of  these  mechanical 
changes  will  allow  the  mailing  process 
to  be  performed  more  quickly  and  in- 
expensively. The  time  required  to  pro- 
duce the  publication  will  also  be  cut 
significantly. 

The  content  of  the  monthly  TMA 
Action  will  remain  essentially  the  same 
as  the  content  of  the  periodic  TMA 
Action  which  has  been  issued  in  the 
past.  It  will  contain  items  of  interest 
to  physicians  concerning  the  Associa- 
tion and  its  activities  and  significant 
events  affecting  medicine. 

A companion  publication,  TMA  Bul- 
letin, will  also  use  the  new  one-page 
newsletter  format.  The  Bulletin  will  re- 
place the  “Dear  Doctor”  letters  which 
have  been  used  in  the  past  to  inform 
physicians  of  major  happenings  rele- 
vant to  medical  practice  in  the  state. 

It  is  anticipated  that  bulletins  will 
be  issued  only  when  immediate  com- 
munication with  members  is  desired 
or  necessary.  These  will  generally  deal 
with  only  one  event  or  subject. 

One  issue  of  the  new  bulletin  has 
been  mailed  already.  The  Jan.  28, 
1972,  issue  of  TMA  Bulletin  contained 
important  information  on  the  Price 
Commission’s  Phase  II  regulation  call- 
ing for  all  physicians  to  maintain  and 
make  available  to  patients  a schedule 
of  fees  showing  base  prices  for  princi- 
pal services.  The  mailing  also  con- 
tained a card  printed  by  the  Associa- 
tion that  MD’s  can  use  to  fulfill  the 
Phase  II  regulation. 

Jon  Hornaday,  director  of  public  re- 
lations for  the  Association,  says  that 
both  of  the  publications  will  be  printed 
in  black  ink  on  colored  paper — the 
same  color  each  issue — and  will  have 
a two-color  masthead. 
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An  intesdnal 


contentment 


and  horror* 


"Feeling  unfairly  taxed  by  the 
government  (Internal  Revenue 
Service)  and  not  given  enough 
attention  by  A.U.O.  [an 
experimenter  to  whom  the 
subject  became  very  attached], 
he  became  overtly  critical  and 
accusatory.  He  shouted,  raged, 
and  threatened  to  quit.”* 


"The  motility  that  day  was 
quiet.  This  type  of  recording  is 
seen  regularly  when  he  is 
relaxed  and  contented  and  the 
laboratory  seems  peaceful.”* 


He  was  overwhelmed  by 
"paralyzing  horror”  when  told 
he  would  need  a partial 
laryngectomy  for  removal  of  an 
early  carcinoma;  ". . .the  activity 
of  the  ileum  virtually  ceased  for 
over  a five-minute  period ”* 


Background 


*Data  presented  here  derive  from  a IS-year 
ongoing  Study  by  Henry  Harrison  Sadler,  M.D., 
and  Aline  Underhill  Orten,  Ph.D.,  at  Wayne 
State  University.  Their  findings,  which 
demonstrate  a correlation  between  the 
emotional  state  of  a human  subject  and  the 
. motility  of  an  isolated  segment  of  his  ileum, 
were  published  in  the  April,  1968,  American 
Journal  of  Psychiatry,  volume  124,  page  1375. 


The  subject  is  a 56-year-old  man  with  a 40-cm 
Thiry  loop  of  ileum  created  as  a result  of 
emergency  surgery.  A person  of  modest 
attainment  and  simple  tastes,  the  subject 
depends  on  the  investigators  as  he  might  his 
own  family.  His  full-time  job  is  as  a "human 
laboratory,”  and  throughout  the  13-year  period 
of  the  study,  he  has  taken  great  personal  pride 
in  his  own  participation. 


A story  charged  with  emotion 

The  graphs  on  the  facing  page  are  intestinal  motility 
readings  on  a human  subject  experiencing  the 
emotions  of  raijc,  contentment  and  horror  (see 
“Background”  below  left).  This  “intestinal 
autobiography”  dramatizes  the  point  that  certain 
emotions  correlate  \\'ith  specific  patterns  of 
G.I.  motility. 

The  visceral  clutch 

and  functional  G.L  disorders 

The  gut  response  to  stress  has  been  amply 
demonstrated  in  many  functional  G.I.  disorders. 
Nervous  diarrhea  and  irritable  colon  syndrome,  for 
example,  are  disorders  associated  with  abnormal  G.I. 
motility.  And  these  disorders  are  commonest  among 
patients  sensitive  to  life-stress  situations  productive 
of  conflict  and  excessive  anxiety. 

Librax® calms  anxiety, 
calms  the  gut 

In  th  ese  areas  of  G.I.  pathology,  Librax  has  become 
a mainstay  of  adjunctive  therapy.  Reason^  Effective 
two-way  calming  action.  Librax,  by  relieving 
excessive  anxiety,  not  only  helps  calm  emotional 
overreaction  to  stress,  it  controls  intestinal 
hypermotility,  too.  Depend  on  Librax— the  only  drug 
that  combines  the  well-known  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  and  the  potent, 
dependable  antisecretory/antispasmodic  action  of 
Quarzan®  (clidinium  Br). 

1 or  2 capsules,  3 or  4 times  daily 
in  the  treatment  of 
nervous  diarrhea  and 
irritable  colon  syndrome 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications;  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications;  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  vyeighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances,  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  I.e.,  dryness 
of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics 
and/or  low  residue  diets. 

In  functional  G.I.  disorders, 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mgclidinium  Br. 

calms  anxiety,  calms  the  G.I.  tract 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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NtmiicaiislR. 

(Time  Release) 


B-Complex 
with  Vitamin  C 


Dietary  Supplement 


100  CAPSULES 


Now  — water-soluble  vitamins  in  convenient  time-release  capsules! 
B-Complex  and  Vitamin  C (plus  Bia)  are  released  at  a controlled  rate. 
This  means  sustained  availability  up  to  10  hours.  NEOVICAPS  — the 
unique  vitamin  capsule  that  stays  on  the  job  longer. 


Each  capsule  contains:  MDR  (1) 

Thiamine  Mononitrate  (Vitamin  B,).15mg. — 15 

Riboflavin  (Vitamin  B,) 10  mg. — 8.3 

Pyridoxine  HCl  (Vitamin  B*) 5 mg. — X 

Niacinamide  50  mg. — 5 

Calcium  Pantothenate 10  mg. — X 

Ascorbic  Acid  (Vitamin  C) 300  mg. — 10 

Cyanocobalamin  (Vitamin  B,,) 5 meg. — X 


a© 

First  Texas  Pharmaceuticals,  Inc  oaiias.  Texas  75222 

the  Concern  for  Care 


Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Established  Over  40  Years  Factory  Direct  Sales 

TMA  Meeting  Booth  503,  San  Antonio,  May  11-13,  1972. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D..  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D,,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr,,  M.D, 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F,  Knox,  M.D.,  Endocrinology 

P,  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J,  B.  Hathorn.  Jr.,  M.D. 

Melvin  Horany  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable.  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


Ma/Uin  X-Ucuf  cukA 
Hculium  QUnlc 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radior 
tion  therapy. 

Chas.  L,  Martin,  M.D.  Janies  A.  Martin,  M.D, 
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OW! 

PRICE  CUT 


FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


WASSIUM^ETACILLIN 
THE  AMPICILLIN 
DERIVATIVE 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 
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DALLAS  SOUTHERN  CLINICAL  SOCIETY 

The  41st  Annual  Spring  Clinical  Conference  of  the  Dallas  South- 
ern Clinical  Society  will  be  held  March  20-22  at  the  Statler 
Hilton  Hotel  in  Dallas.  Guest  speakers  will  be  Dr.  David  L. 
Barclay,  Little  Rock;  Dr.  Lewis  A.  Bamess,  Philadelphia;  Dr. 
John  Baum,  Rochester,  NY;  Dr.  James  R.  Chandler,  Miami;  Dr. 
Anthony  R.  Curreri,  Madison,  Wis.;  Dr.  David  A.  Dolowitz,  Salt 
Lake  City;  Dr.  J.  Englebert  Dunphy,  San  Francisco;  Dr.  Miles 
A.  Galin,  New  York  City;  Dr.  J.  Leonard  Goldner,  Durham,  NC; 
Dr.  James  F.  Hammarsten,  Oklahoma  City;  Dr.  Richard  L. 
Kahler,  La  Jolla,  Calif.;  Dr.  Joseph  J.  Kaufman,  Los  Angeles; 
Dr.  Averill  A.  Liebow,  La  Jolla,  Calif.;  Dr.  James  A.  Merrill, 
Oklahoma  City;  Dr.  Arthur  J.  Present,  Tucson;  Dr.  Judson  G. 
Randolph,  Washington,  DC;  Dr.  Kenneth  T.  Richardson,  Pitts- 
burgh; Dr.  David  J.  Sencer,  Atlanta;  and  Dr.  Albert  J.  Silver- 
man,  Ann  Arbor.  Presentation  topics  will  relate  to  cardiology,  in- 
fectious diseases,  ophthalmology,  otolaryngology,  obstetrics-gyn- 
ecology, pathology,  pediatrics,  psychiatry,  surgery,  and  urology. 
Contact:  Millard  J.  Heath,  433  Medical  Arts  Bldg.,  Dallas  75201, 
executive  officer. 

TEXAS  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS 

Scheduled  for  March  10-11  in  Fort  Worth  is  the  annual  meeting 
of  the  Texas  Association  of  Obstetricians  and  Gynecologists.  The 
scientific  program  will  be  held  at  the  Sheraton-Fort  Worth  Ho- 
tel and  will  feature  guest  speakers  Dr.  Gordon  W.  Douglas, 
professor  and  chairman,  department  of  obstetrics  and  gyne- 
cology, New  York  University  Medical  Center,  School  of  Medicine, 
New  York  City;  and  Dr.  Walter  L.  Herrmann,  chairman,  depart- 
ment of  obstetrics  and  gynecology.  University  of  Washington, 
Seattle.  New  concepts  in  the  management  of  sepsis  in  the  70’s, 
puberty,  diagnostic  and  operative  applications  of  laparoscopy, 
and  chemotherapy  for  gynecological  malignancies  will  be  dis- 
cussed. 

Contact:  Dr.  Dennis  M.  Voulgaris,  2100  N.  Fulton  St.,  Wharton 
77488,  secretary. 

TEXAS  RADIOLOGICAL  SOCIETY 

March  23-25  are  the  dates  of  the  annual  meeting  and  scientific 
program  of  the  Texas  Radiological  Society.  Meeting  activities 
will  take  place  at  the  Marriott  Motor  Hotel  in  Houston.  Out-of- 
state  guest  speakers  are  Drs.  George  N.  Stein,  Philadelphia; 
Hooshang  Taybi,  Oakland,  Calif.;  Malcolm  A.  Bagshaw,  Stan- 
ford, Calif.;  Elias  P.  G.  Theros,  Bethesda,  Md.;  and  William 
Martel,  Ann  Arbor.  Presentations  will  cover  the  radiologists’ 
new  role  in  the  diagnosis  and  management  of  patients  with  mas- 
sive gastrointestinal  hemorrhage,  cardiomegaly  in  the  newborn 
and  early  infancy,  newer  trends  in  radiation  therapy  of  carci- 
noma of  the  prostate,  and  reliable  signs  in  the  differentiation 
of  commonly  confused  arthropathies.  Instructional  courses  and 
demonstrations  will  be  presented  by  Houston  Radiological  So- 
ciety on  March  23. 

Contact:  Dr.  Gordon  L.  Black,  1501  Arizona,  Bldg.  2,  El  Paso 
79902,  program  chairman. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

AMERICAN  COLLEGE  OF  ALLERGISTS 
has  scheduled  its  28th  Annual  Congress  and 
Pre-Congress  Seminar  at  the  Fairmont  Ho- 
tel in  Dallas,  March  6-9.  A Symposium  on 
Isoproterenol  Therapy  will  feature  discus- 
sions on  the  laboratory  evaluation  of  the 
effects  of  isoproterenol  in  the  asthmatic 
patient,  isoproterenol  in  status  asthmati- 
cus,  clinical  pharmacology  of  aerosol  pro- 
pellants and  isoproterenol  as  related  to  the 
therapeutics  of  asthma,  and  changing  pat- 
terns of  morbidity  and  mortality  in  rela- 
tion to  isoproterenol  therapy  of  asthma. 
Another  feature  of  the  meeting  is  a Psy- 
chosomatic Section  Program,  with  presen- 
tations on  “Psychology  of  Emotions,” 
“Emotional  Problems  in  the  Treatment  of 
Allergy,”  and  “Nocturnal  Asthma.”  Also 
scheduled  is  a Section  on  Technology:  toi)- 
ics  to  be  covered  are  “Standardization  of 
Allergenic  Extracts,”  "Pragmatic  Utiliza- 
tion of  PK  Phenomenon,”  “Immunologic 
and  Adrenergic  Aspects  of  Aspirin  Hyper- 
sensitivity,” and  "Immunologist  Procedures 
for  the  Allergist.”  Speakers  at  the  annual 
meeting  will  include  Drs.  Andres  Goth, 
Morris  Ziff,  Joe  M.  Hill,  William  S.  Mil- 
ler, and  Kenneth  Cooper,  all  of  Dallas; 
Stephan  E.  Ritzmann,  Galveston:  Stuart  A. 
Mason,  Fort  Worth;  and  Mary  Ann  South, 
Houston.  Contact:  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.  80302,  execu- 
tive secretary-treasurer. 


AMERICAN  SOCIETY  FOR  CLINICAL 
PHARMACOLOGY  AND  THERAPEUTICS 
will  meet  at  the  Houston  Oaks  Hotel  in 
Houston,  March  9-10.  Cardiovascular  drugs, 
endocrine  drugs,  anti-inflammatory  drugs, 
pharmacokinetics  and  toxicology,  clinical 
drug  studies,  chemotherapy,  CNS  active 
drugs,  and  anesthetic  drugs  will  be  dis- 
cussed in  concurrent  sessions.  “Multiclinic 
Trials:  Organization  and  Conduct”  and 
“Computers  in  Support  of  Pharmacological 
Research”  are  topics  to  be  covered  in  sym- 
posia. Also  scheduled  is  a panel  session  on 
“Evaluation  of  Gastrointestinal  Drug  Effi- 
cacy.” Contact:  Mrs.  Elaine  Galasso,  1718 
Gallagher  Rd.,  Norristown,  Pa.  19401, 
e.xecutive  secretary. 


TEXAS  MEDICAL  ASSOCIATION  and 
Harris  County  Medical  Society  will  sponsor 
a Drug  Training  Institute  on  March  18  at 
the  Marriott  Motor  Hotel  in  Houston.  Guest 


For  other  courses  and  symposiums,  see 
also  Continuing  Education  Courses  on  p. 
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speakers  will  be  Dr.  George  R.  Gay,  direc- 
tor of  the  heroin  clinic,  Haight-Ashbury 
Free  Medical  Clinic,  San  Francisco:  Dr. 
Robert  B.  White,  professor  of  psychiatry, 
UT  Medical  Branch  at  Galveston;  Dr.  Ed- 
ward A.  Wolfson,  director,  division  of 
drug  abuse,  and  associate  professor  and 
vice-chairman,  department  of  preventive 
medicine  and  community  health.  New  Jer- 
sey Medical  School,  Newark,  NJ;  and  Dr. 
Stanley  F.  Yolles,  professor  and  chairman, 
department  of  psychiatry.  State  University 
of  New  York,  Stony  Brook,  NY.  Presenta- 
tions will  be:  "There’s  a Junkie  in  the 
Waiting  Room”  (Dr.  Gay):  "The  Physi- 
cian’s Contribution  to  the  Drug  Abuse 
Epidemic’’  (Dr.  White) : "Should  You  Treat 
Drug  Abusers  in  Your  Office?”  (Dr.  Wolf- 
son)  ; and  "The  Current  Drug  Scene”  (Dr. 
Yolles).  Simultaneous  curbstone  sessions 
will  feature  discussions  on  federal  and 
state  drug  legislation,  community  treat- 
ment programs,  pharmacology,  and  metha- 
done maintenance.  Contact:  Public  Rela- 
tions Division,  Texas  Medical  Association, 
1801  N.  Lamar  Blvd.,  Austin  78701. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  FORENSIC 
SCIENCES  is  scheduled  to  meet  March  1-4 
in  Atlanta.  The  Academy’s  24th  annual 
program  will  open  at  the  Sheraton-Biltmore 
Hotel  and  will  feature  scientific  seminars 
on  deaths  due  to  narcotism,  pesticides,  drug 
usage  in  traffic  fatalities,  insulin  poison- 
ing, the  battered  child,  drug  identification, 
and  trauma  and  the  law.  Contact:  Harlan 
L.  Kimball,  PO  Box  302,  New  Hartford, 
Conn.  060B7,  executive  director. 


AMERICAN  COLLEGE  OF  CARDIOL- 
OGY’S annual  scientific  session  will  be 
held  March  1-5  at  the  Conrad  Hilton  Hotel 
in  Chicago.  Subjects  to  be  discussed  are 
cardiovascular  pharmacology,  electrophysi- 
ology, congenital  heart  disease,  surgery  and 
coronary  artery  disease,  electrocardiog- 
raphy, cardiogenic  shock,  valvular  disease, 
acute  myocardial  infarction,  coronary  sur- 
gery, cardiac  function,  exercise  testing, 
diagnostic  techniques,  and  myocardial  dis- 
ease. Contact:  William  D.  Nelligan,  9650 
Rockville  Pike,  Bethesda,  Md.  2U014,  execu- 
tive director. 


AMERICAN  COLLEGE  OF  SURGEONS 
will  hold  a joint  sectional  meeting  for  sur- 
geons and  graduate  nurses  at  the  Bellevue- 


Stratford  Hotel  in  Philadelphia,  March  13- 
15.  Sessions  are  planned  in  ophthalmology, 
gynecology  and  obstetrics,  otorhinolaryn- 
gology, thoracic  surgery,  pediatric  surgery, 
urology,  orthopedic  surgery,  proctology, 
neurological  surgery,  and  plastic  surgery. 
Contact:  C.  Rollins  Hanlon,  65  E.  Erie  St., 
Chicago  €0611,  director. 


AMERICAN  FERTILITY  SOCIETY  an- 
nounces its  28th  annual  meeting  at  the 
Waldorf-Astoria  Hotel  in  New  York  City, 
Feb.  28-March  1.  Papers  will  be  presented 
on  such  topics  as  ovarian  function,  the 
oviduct,  hypothalamic-pituitary  function, 
immunology,  the  male  factor,  population 
trends,  fertility  control,  abortion  and  steri- 
lization, and  endoscopy.  Contact:  Dr.  Her- 
bert H.  Thomas,  1801  Ninth  Ave.  S,  Suite 
101,  Birmingham,  Ala.  35206,  medical  di- 
rector. 


AMERICAN  MEDICAL  ASSOCIATION’S 
Council  on  Rural  Health  will  sponsor  the 
25th  National  Conference  on  Rural  Health, 
March  16-17,  at  the  St.  Francis  Hotel  in 
San  Francisco.  Conference  theme  is  "Part- 
nership for  Rural  Health  Care  Develop- 
ment,” and  goals  are  to  explore  roles  of 
health  team  members,  to  examine  responsi- 
bilities of  public  and  private  sector  for 
rural  health  care  delivery  systems,  to  re- 
view some  possible  solutions  for  rural 
health  care  delivery  systems,  and  to  assess 
the  use  of  all  resources  in  planning  for 
and  implementing  health  care  delivery  sys- 
tems. The  keynote  address,  "A  Program  for 
Rural  Health  Development,”  will  be  given 
by  Dr.  Merlin  K.  DuVal.  Jr.,  Assistant 
Secretary  for  Health  and  Scientific  Affairs, 
Department  of  Health,  Education  and  Wel- 
fare, Washington,  DC.  The  roles  of  the 
consumer,  provider,  planner,  and  govern- 
ment will  be  studied  in  a symposium  on 
rural  community  planning  for  health  sys- 
tems development.  Workshops  will  deal 
with  the  health  team  in  rural  health  sys- 
tems, health  science  schools  and  rural 
health  manpower,  resource  development  for 
rural  health  systems,  rural  health  services 
for  all  people,  organization  for  community 
health  programs,  and  extension  health  edu- 
cation for  rural  people.  Contact:  Council 
on  Rural  Health,  AMA,  636  N.  Dearborn 
St.,  Chicago  60610. 


AMERICAN  SOCIETY  OF  CONTEMPO- 
RARY MEDICINE  AND  SURGERY  will 
hold  its  annual  meeting  Feb.  28-Marcb  2 at 
the  Diplomat  Hotel  in  Hollywood,  Fla.  The 


theme  of  the  meeting  is  “Continuing  Edu- 
cation for  Excellence  in  Medicine  and  Sur- 
gery," and  the  keynote  address  will  be 
given  by  the  Society’s  president.  Dr.  Mi- 
chael DeBakey.  Trends  in  prevention  of 
cancer  recurrences,  chemosurgery  for  ma- 
lignant tumors,  controls  for  laser  surgery, 
selected  plastic  surgical  procedures  of  the 
face,  cryosurgery  in  otolaryngology,  cryo- 
surgery for  eye  and  oral  tumors,  and  ad- 
vances in  gynecology  will  bo  discussed. 
Contact:  Donald  Radcliffe,  30  North  Mich- 
igan Ave.,  Chicago  60602,  executive  direc- 
tor. 


AMERICAN  SOCIETY  OF  CONTEMPO- 
RARY OPHTHALMOLOGY  announces  its 
annual  meeting  at  the  Diplomat  Hotel  in 
Hollywood,  Fla.,  Feb.  28-March  8.  ’The  pro- 
gram includes  symposia  on  cataract,  retina, 
cornea,  glaucoma,  infections,  genetics,  can- 
cer and  other  subjects.  Special  features  are 
courses  in  binocular  ophthalmoscopy  and 
microscopic  surgery  of  the  cornea.  Contact: 
Dr.  John  Bellows,  30  North  Michigan  Ave., 
Chicago  60602,  secretary. 


NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY  will  convene  at  the  Fairmont 
Roosevelt  Hotel  in  New  Orleans  for  its  36th 
annual  meeting,  March  6-9.  'Twenty  dis- 
tinguished speakers  have  been  selected  to 
report  on  medical  advancements  in  their 
areas.  Medical  motion  pictures,  round- 
table luncheons,  and  a clinicopathologic 
conference  are  planned.  Discussion  topics 
include  proctologic  examination,  problems 
of  scleroderma,  current  aspects  of  female 
sterilization,  clinical  diagnosis  of  angina 
pectoris,  injuries  of  the  cervical  spine, 
changing  conservative  concepts  in  nasal 
disease,  convulsive  disorders  in  infancy  and 
childhood,  the  surgical  treatment  of  coro- 
nary artery  disease,  and  principle  of  aes- 
thetic surgery,  A special  pre-meeting  sym- 
posium entitled,  "Our  Polluted  Environ- 
ment—Its  Problems  for  the  Clinician,”  is 
scheduled  for  March  6.  Contact:  Mrs.  Irma 
B.  Sherwood,  1430  Tulane  Ave.,  New  Or- 
leans 70112,  executive  secretary. 


PAN  PACIFIC  SURGICAL  ASSOCIA- 
TION’S Twelfth  Congress  has  been  set  for 
Feb.  26-March  4,  in  Honolulu.  Concurrent 
meetings  will  be  held  in  anesthesiology, 
colon  and  anorectal  surgery,  general  sur- 
gery, neurosurgery,  obstetrics  and  gyne- 
cology, ophthalmology,  orthopedic  surgery, 
otolaryngology,  plastic  surgery,  and  urol- 
ogy. Contact:  Harriet  N.  DeVault,  236 
Alexander  Young  Bldg.,  Honolulu  96813, 
executive  secretary. 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simpie  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of;  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenai  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  Including  dosage,  please  see 
lull  prescribing  inlormation. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA. 8356  -9 


WHArS  THE  PENALTY 

TDRBOARDIIIG? 


Two  minutes  in  the  penalty  box  for  the  offender 
and  possibly  months  of  painful  skeletal  muscle 
spasm  for  the  victim. 

For  the  skeletal  muscle  spasm  of  back  sprains, 
Valium®  (diazepam)  can  be  a valuable  adjunct.  A 
dose  of  2-10  mg,  three  or  four  times  a day,  goes  to 
work  to  help  break  up  the  cycle  of  spasm  / pain/ 

spasm.  The  resultant  relief  of 
skeletal  muscle  spasm  may  per- 
mit greater  mobilization  of  the 
affected  muscles  and  may  help 
the  patient  resume  usual  activi- 
ties sooner  than  otherwise 
possible. 

Paraspinal  muscle  mass  frequently  vulnerable 
to  this  type  of  trauma. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications : Tension  and  anxiety  states ; somatic  complaints  which  are  concomitants 
of  emotional  factors ; psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal ; adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff -man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma ; may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings : Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication ; abrupt 
withdrawal  may  be  associated  with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports 

of  neutropenia,  jaundice;  periodic  / \ Roche  Laboratories 

blood  counts  and  liver  function  tests  < ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

advisable  during  long-term  therapy.  \__/  Nutiey.  N J 07110 

VAMUMWazepom) 

adjunct  in  skeletal  muscle  spasm 

2-mg,  5-mg,  10-mg  tablets 


WILLIAM  P.  POYTHRESS&  COMPANY,  INC. 


P.  O.  BOX  26946,  RICHMOND,  VA.  23261 


MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meeting's. 


ALSO  IN  MARCH 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  Cincinnati,  March  11-14,  1972.  Dr. 
A.  J.  French,  1335  E.  Catherine  St.,  Ann  Arbor  48104, 
Sec. 

AMERICAN  MEDICAL  ASSOCIATION,  National  Con- 
gress on  the  Quality  of  Life.  Chicago,  March  23-25,  1972. 
AMA,  535  N.  Dearborn  St.,  Chicago  60610. 

■ HOUSTON  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual  seminar,  Houston,  March  18,  1972.  Dr.  Raul  I. 
Lede,  1919  LaBranch,  Houston  77002,  Sec. 

a NINTH  DISTRICT  MEDICAL  SOCIETY,  Baytown, 
March  16,  1972.  Dr.  George  G.  Alexander,  3912  Brooh- 
haven,  Pasadena  77504,  Pres. 


APRIL 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  Palm  Beach,  April 
23-25,  1972.  Dr.  Carl  N.  Patterson.  1110  W.  Main  St.. 
Durham,  NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY.  St.  Louis, 
April  24-29,  1972.  Stanley  A.  Nelson,  4005  W.  65th  St., 
Minneapolis  65436,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Diego, 
April  23-27,  1972.  Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60204,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  PSYCHOANALYSIS, 
Dallas,  April  28-30,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

■ AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Dal- 
las, April  3-6,  1972.  Dr.  Russell  T.  Woodburne,  Dept,  of 
Anatomy,  University  of  Michigan  Medical  School,  4643 
Medical  Science  Bldg.,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  April 
29-30,  1972.  Dr.  Nicholas  J.  Pisacano,  University  of 
Kentucky  Medical  Center,  Annex  No.  2,  Room  229, 
Lexington  40506,  Sec. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  At- 
lanta, April  4-7,  1972.  James  W.  Dilley,  2807  Central 
St.,  Evanston,  111.  60201,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  RADIOLOGY.  Miami  Beach, 
April  3-8,  1972.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Room  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Puer- 
to Rico,  April  13-18,  1972.  Dr.  Carl  T.  Nelson,  161  Ft. 
Washington  Ave.,  New  York  10032,  Pres. 

AMERICAN  GERIATRICS  SOCIETY.  INC.,  New  York 
City,  April  6-6,  1972.  EHward  Henderson,  10  Columbus 
Circle,  New  York  10019,  Exec.  Dir. 


AMERICAN  MEDICAL  ASSOCIATION,  National  Con- 
gress on  the  Socio-Economics  of  Health  Care.  Fort  Lau- 
derdale, April  6-8,  1972:  Annuai  Conference  of  State 
Mental  Health  Representatives,  Scottsdale,  Ariz.,  April 
13-16,  1972:  Conference  on  Health  Education,  Chicago, 
April  26-28,  1972.  AMA,  535  N.  Dearborn  St.,  Chicago 
60610. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
Chicago,  April  22-26,  1972.  Dr.  Blaise  F.  Alfano,  676 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  At- 
lantic City,  April  14-16,  1972.  William  R.  Ramsey,  625 
Hearst  Bldg.,  San  Francisco  94103,  Exec.  Dir. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Philadelphia. 
April  16-20,  1972.  Howard  N.  Schulz,  66  E.  Washington, 
Chicago  60602,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  San 
Diego,  April  7-14,  1972.  Dr.  Alfred  J.  Cantor,  147-41 
Sanford  Ave.,  Flushing,  NY  11366,  Elxec.  Officer. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Dallas.  April  12-14,  1972.  Elsie  Howard,  2109 
Commerce  St.,  Dallas  76201,  Exec.  Sec. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Los 
Angeles,  April  28-May  1,  1972.  SAMA,  1400  Hicks  Rd., 
Rolling  Meadows,  111.  60008. 

■ TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  April 
30-May  3,  1972.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Austin, 
April  14-16,  1972.  Dr.  Beverly  Sutton,  4110  Guadalupe. 
Austin  78761,  Sec. 

a TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIEINCES,  Dallas,  Galveston.  Houston,  San  An- 
tonio, April  14-16,  1972.  Betty  Anderson,  1012  Sam  Hous- 
ton State  Office  Bldg.,  201  E.  14th  St.,  Austin  78701, 
Elxec.  Sec. 

■ TEXAS  SURGICAL  SOCIETY,  Dallas,  April,  1972. 
Dr.  Jesse  E.  Thompson.  3434  Swiss  Ave.,  No.  400,  Dallas 
76204,  Prog.  Chrmn. 

■ TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DIS- 
EASE ASSOCIATION,  Austin,  April  21-22,  1972.  Thelma 
Outlaw,  2406  Manor  Rd.,  Austin  78722. 

US-MEXICO  BORDER  PUBLIC  HEALTH  ASSOCIA- 
TION, Chihuahua,  Chih.,  Mex.,  April  17-21,  1972.  Dr. 
Jorge  Jimenez  Gandica,  609  US  Court  House,  El  Paso 
79901,  Sec. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  Bal  Harbour, 
Fla.,  May  8-11,  1972.  Dr.  Merrill  H.  Goodwin.  Washing- 
ton National  Airport,  Washington.  DC  20001,  Sec. 
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AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS, 
Salt  Lake  City,  May  14-17.  1972.  Dallas  F.  Whaley,  29 
E.  Madison,  Suite  812,  Chicago  60602,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles,  May  1-3,  1972.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS. 
TEXAS  CHAPTEai,  San  Antonio,  May  13,  1972.  Dr. 
Byron  N.  Dooley,  7703  Floyd  Curl  Dr.,  San  Antonio 
78229,  Prog.  Chrmn. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Chicago,  May  1-4,  1972.  Dr.  Michael 
Newton,  79  W.  Monroe,  Chicago  60603,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SPORTS  MEDICINE,  Phila- 
delphia, May  1-3,  1972.  Donald  E.  Herrmann,  1440  Mon- 
roe St.,  Madison,  Wis.  63706,  Exec.  Sec. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas.  May  20,  1972.  Dr.  Ronald  F. 
Garvey.  6011  Harry  Hines  Blvd.,  Dallas  76236,  Sec. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION. Dallas.  May  21-27,  1972.  Dr.  N.  C.  Hightower, 
Scott  and  White  Clinic.  Temple  76601,  Pres. 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC, 
May  21-26,  1972.  Dr.  C.  D.  Cook,  333  Cedar  St.,  New 
Haven,  Conn.  06614,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION.  Dallas. 
May  1-6,  1972.  Dr.  Walter  E.  Barton,  1700  18th  St.,  NW, 
Washington,  DC  20009,  Med.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION.  SOUTH- 
ERN BRANCH,  Hollywood,  Fla.,  May  10-12.  1972.  Fred- 
erick W.  Hering,  1025  S.  18th  St.,  Birmingham  36206, 
Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Carribean.  May  20-27.  1972.  Dallas  F. 
Whaley,  29  E.  Madison,  Suite  812,  Chicago  60602,  Exec. 
Dir. 

AMERICAN  THORACIC  SOCIETY,  Kansas  City.  Mo.. 
May  21-24.  1972.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  Wash- 
ington. DC.  May  22-26,  1972.  Richard  J.  Hannigan,  1120 
N.  Charles  St..  Baltimore  21201,  Exec.  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS.  TEX- 
AS DIVISION.  San  Antonio,  May  11,  1972.  Dr.  Lewis  M. 
Heifer.  208  Medical  Prof.  Bldg.,  San  Antonio  78212, 
Prog.  Chrmn. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  Kansas  City,  Mo.,  May  21-24, 
1972.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New  York 
10019,  Mng.  Dir. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Albuquer- 
que, May  1-4,  1972.  Dr.  Jack  A.  Barney.  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  11,  1972.  Dr.  C.  F,  Miller,  Box  1388,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio.  May  1972.  Dr.  Philip  W.  Mal- 
lory, 7624  N.  Lamar,  Austin  78762,  Sec. 


■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  An- 
tonio, May  13-14,  1972.  Dr.  Harold  L.  Dobson,  Hermann 
Hospital,  Houston  77025,  Prog.  Chrmn. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION. 
San  Antonio.  May  12,  1972.  Dr.  C.  Hunter  Montgomery, 
PO  Box  2180,  Houston  77027,  Prog.  Chrmn. 

■ TEXAS  MEDICAL  ASSOCIATION.  San  Antonio, 
May  10-14,  1972.  C.  Lincoln  Williston,  1801  N.  LAmar 
Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio.  May  11-14,  1972.  Dr.  John  C.  Kuppinger,  1616 
Ed  Carey  Dr.,  Harlingen  78660,  Prog.  Chrmn. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio, 
May  11,  1972.  Dr.  Lewis  E.  Tucker,  804  M & S Tower, 
730  N.  Main.  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION.  San  Antonio, 
May,  1972.  Dr.  Earle  U.  Scharff,  Jr.,  800  Fifth  Ave., 
Ft.  Worth  76104,  Pres. 


JUNE 

AMERICAN  CANCER  SOCIETY,  National  Conference 
on  Human  Values  & Cancer,  Atlanta,  June  22-24,  1972. 
Dr.  William  M.  Markel,  219  East  42nd  St.,  New  York 
10017. 

AMERICAN  MEDICAL  ASSOCIATION,  San  Francisco, 
June  18-22,  1972.  AMA,  636  N.  Dearborn  St.,  Chicago 
60610. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  Chicago, 
June  12-14,  1972.  Dr.  Samuel  A.  Trufant,  Cincinnati 
General  Hospital,  Cincinnati  46229,  Exec.  Sec. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
Las  Vegas,  June  10-16,  1972,  Royce  Noland,  1166  16th 
St..  NW,  Washington,  DC  20006,  Exec.  Dir. 

AMERICAN  PROCTOLOGIC  SOCIETY.  New  York  City, 
June  11-14,  1972.  Harriette  Gibson,  320  W.  Lafayette, 
Detroit  48226,  Admin.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION.  San  Diego,  June 
11-16,  1972.  Helen  Brown  Schmidt,  919  N.  Michigan 
Ave.,  Chicago  60611,  Exec.  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  21-22,  1972.  F.  C.  Schmidt,  1764  Gilpin,  Denver 
80218,  Exec.  V-Pres. 

SOCIETY  OF  NUCLEAR  MEDICINE,  Boston,  July  11-14, 
1972.  Margaret  Glos,  211  E.  43rd  St.,  New  York  10017, 
Admin.  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Ft. 
Worth,  July  23-26,  1972.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 

AUGUST 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Aspen,  August,  1972.  Dr.  Eric  G.  Comstock,  PO  Box  2565, 
Houston  77001,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, DC,  Aug.  27-Sept.  2,  1972.  Lois  J.  James,  30  N. 
Michigan  Ave.,  Chicago  60602,  Cen.  Office  Mgr. 
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FLYING  PHYSICIANS  ASSOCIATION,  INC.,  Georgia, 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd.,  Lake  Bluff.  111.  60044,  Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  York  City,  Sept.  26-28,  1972.  Roger  Tusken,  Box 
8166,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY.  Dallas,  Sept.  26-29,  1972.  Dr.  C. 

M.  Kos,  16  Second  St.,  SW,  Rochester,  Minn.  66901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS. 
Atlanta.  Sept.  6-10.  1972.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  CANCER  SOCIETY.  INC.,  Seventh  National 
Cancer  Conference,  Loe  Angeles,  Sept.  27-29,  1972.  Dr. 
Sidney  L.  Arje,  219  E.  42nd  St.,  New  York  10017,  Coord. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFIL- 
IATE. INC.,  Houston.  Sept.  21-24,  1972.  Dudley  H.  Haf- 
ner,  PO  Box  9928,  Austin  78767,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Congress  on  Oc- 
cupational Health,  Chicago,  Sept.  11-12,  1972.  AMA,  636 

N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton. Sept.  30-Oct.  4,  1972.  John  W.  Andes,  616  Busse 
Highway,  Park  Ridge,  III.  60068,  Exec.  Sec. 

INTERNATIONAL  CONGRESS  OF  INTERNAL  MEDI- 
CINE, Boston,  Sept.  6-9,  1972.  Dr.  Thomas  A.  Warthin, 
4200  Fine  St.,  Philadelphia  19104,  Gen,  Cbrmn, 

■ TEXAS  MEDICAL  ASSOCIATION.  Austin.  Sept. 
22-24.  1972.  C.  Lincoln  Willlston.  1801  N.  Lamar  Blvd., 
Austin  78701.  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  21-23, 
1972.  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Sec. 

WORLD  MEDICAL  ASSOCIATION,  INC.,  Amsterdam. 
Sept.  18-21,  1972.  Miss  M.  L.  Natwick,  10  Columbus  Cir- 
cle, New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Den- 
ver. Oct.  22-26,  1972.  Dr.  Alfred  Soffer,  112  E.  Chestnut, 
Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Canada,  Oct.  16-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  2-6,  1972.  C.  Rollins  Hanlon,  66  E.  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco, 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans, 
Oct.  9-13,  1972.  Ruth  Yakel,  620  North  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 


AMERICAN  FRACTURE  ASSOCIATION,  San  Francisco, 
Oct.  7-11.  1972.  Dr.  H.  W.  Wellmerling,  610  Grieshiem 
Bldg.,  Bloomington,  111.  61701,  Exec.  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs,  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Air  Pollution 
Medical  Research  Conference,  Chicago,  Oct.  2-3,  1972: 
Environmental  Quality  and  Food  Supply,  Washington, 
DC,  Oct.  18-20,  1972.  AMA,  636  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans.  Oct.  16-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Las  Vegas,  Oct.  19-23,  1972. 
Dallas  F.  Whaley,  29  E.  Madison,  Suite  812,  Chicago 
60602,  Exec.  Dir. 

■ ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Ft.  Worth,  October,  1972.  Frank  K. 
Woolley,  2111  Enco  Dr.,  Oak  Brook,  111.  60621,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  New  Orleans,  Oct.  16-18,  1972. 
Dr.  A.  E.  Brown,  601  Boylston  St.,  Boston  02117,  Exec. 
Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS.  Ft.  Worth,  October, 
1972.  W.  E.  Russell,  4429  N.  Central  Expressway,  Dallas 
75206,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  23-26.  1972.  Alma  O’Donnell,  601  Northwest 
Expressway,  Oklahoma  City  73118,  Exec.  Officer. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  New  Or- 
leans, Oct.  1-3,  1972.  Annette  S.  Boutwell,  PO  Box  10387, 
Raleigh,  NC  27606,  Exec.  Officer. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  Gal- 
veston, Oct.  16-19,  1972.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  SURGICAL  SOCIETY.  San  Antonio,  October, 
1972.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400, 
Dallas  76204,  Sec. 


NOVEMBER 

AMERICAN  MEDICAL  ASSOCIATION,  clinical  conven- 
tion, Cincinnati,  Nov.  26-29,  1972.  AMA,  636  N.  Dear- 
born St.,  Chicago  60610. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Atlan- 
tic City,  Nov.  12-17,  1972.  Dr.  James  R.  Kimmey,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Miami.  Nov.  2-6,  1972.  Dr.  John  A.  D.  Cooper,  One  Du- 
pont Circle,  Washington,  DC  20036,  Pres. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Guad- 
alajara, November,  1972.  Virginia  E.  Bryant,  333  W. 
Thomas  Rd.,  No.  207,  Phoenix  86013. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov.  13-16,  1972.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  36206,  Exec.  Dir. 
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Just  ah  out  the  first  thing  m ^ 
the  patient  on  Sporostacin  » 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation,  and  malodor  follows 
soon  after. 


If  that  was  all  Sporostacin 
did,  she'd  still  be  happy. 
But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases,  often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications:  None  known.  Precautions:  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage:  One  appli- 
catorful intravaginally  twice  daily  fora  period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostadn  cream 

■ TRADEMARK 

(chlordantoin  1 % and  benzalkonium  chloride  0.05%  ) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN,  NEW  JERSEY  08869 


©OPC  1971 
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CONTINUING  EDUCATION  COURSES 


CANCER  RESEARCH:  “Molecular  Stud- 
ies in  Viral  Neoplasia”  is  the  title  of 
the  25th  Annual  Symposium  on  Funda- 
mental Cancer  Research  sponsored  by 
UT  M.  D.  Anderson  Hospital  and  Tu- 
mor Institute  at  Houston.  The  sympo- 
sium will  take  place  at  the  Shamrock 
Hilton  Hotel  in  Houston,  March  8-10. 
Cosponsors  are  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston, 
Division  of  Continuing  Education; 
American  Cancer  Society,  Texas  Divi- 
sion; and  National  Cancer  Institute. 

Sessions  will  deal  with  properties  of 
oncogenic  viruses,  tumor  virus  genet- 
ics, enzymes  of  RNA  tumor  viruses, 
biochemical  events  in  tumor  virus  rep- 
lication, the  interaction  of  tumor  vi- 
ruses with  their  host  cells,  and  the 
search  for  human  tumor  viruses.  Con- 
tact Mrs.  Jane  Brandenberger,  Infor- 
mation Coordinator’s  Office,  UT  M.  D. 
Anderson  Hospital  and  Tumor  Insti- 
tute, Texas  Medical  Center,  Houston 
70025. 

CLINICAL  DISEASE:  "The  Physiological 
Basis  of  Clinical  Disease”  will  be  pre- 
sented by  American  College  of  Phy- 
sicians, March  6-9,  at  Children’s  Medi- 
cal Center  in  Dallas.  The  course  is  co- 
sponsored by  UT  Southwestern  Medi- 
cal School  at  Dallas  and  is  designed 
to  provide  an  understanding  of  the 
basic  physiologic  concepts  of  disease 
and  the  practical  application  of  these 
concepts  to  the  understanding  of  clini- 
cal disorders  of  man.  The  pathophysi- 
ology of  such  diseases  as  hyperten- 
sion, diabetes  mellitus,  pulmonary  dis- 
orders, and  cardiovascular  disease  will 
be  examined  in  detail.  Registration  fee 
for  members  and  fellows  of  ACP  is  $80; 
nonmembers  must  pay  $125.  For  more 
information  contact  Dr.  Donald  W. 
Seldin,  Professor  and  Chairman,  De- 
partment of  Internal  Medicine,  UT 
Southwestern  Medical  School  at  Dallas, 
5323  Harry  Hines  Blvd.,  Dallas  75235. 

COMMUNICABLE  DISEASE:  The  Center 
for  Disease  Control,  Atlanta,  Ga.,  is 
sponsoring  a national  conference  on 
current  concepts  in  communicable  dis- 
ease control.  The  conference  is  slated 
for  March  13-16  at  the  Sheraton-Lin- 


coln  Hotel  in  Houston.  Contact  Dr. 
J.  D.  Miller  at  the  Texas  State  Depart- 
ment of  Health,  1100  W.  49th  St., 
Austin  78756,  for  details. 

HOSPITAL  ACCREDITATION:  New  ac- 
creditation standards,  revised  accredi- 
tation survey  procedures  and  forms, 
and  the  new  JCAH  guidelines  for  med- 
cal  staff  bylaws  will  be  reviewed  in  a 
JCAH  Hospital  Accreditation  Work- 
shop, scheduled  at  the  Adolphus  Hotel 
in  Dallas,  March  11-12;  and  in  Houston 
at  the  Marriott  Motor  Hotel  on  March 
25-26.  The  workshop  is  sponsored  by 
Texas  Hospital  Association  and  Texas 
Medical  Association,  and  is  designed 
for  physicians,  hospital  management 
and  supervisory  personnel,  directors  of 
nursing  service,  and  others  concerned 
with  the  accreditation  process.  Contact: 
Gordon  L.  Wright,  Director,  Education 
and  Public  Information,  Texas  Hospital 
Association,  PO  Box  4553,  Austin 
78765. 

NEUROLOGY:  The  Houston  Neurolo- 
gical Symposium  will  take  place  March 
9-11  at  the  Marriott  Motor  Hotel  in 
Houston.  Jointly  sponsored  by  UT 
Medical  School  at  Houston;  UT  Grad- 
uate School  of  Biomedical  Sciences  at 
Houston,  Division  of  Continuing  Edu- 
cation; and  Houston  Neurological  So- 
ciety, the  symposium  will  cover  neural 
bases  of  violence  and  aggression.  Eth- 
ics in  the  management  of  violence  and 
aggression  will  be  studied  in  a panel 
session.  Registration  fee  is  $110.  Con- 
tact; Dr.  William  S.  Fields,  6301  Almeda 
Rd.,  Houston  77021. 

NEUROLOGY  AND  NEUROSURGERY: 

The  divisions  of  neurology  and  neuro- 
surgery of  The  University  of  Texas 
Medical  Branch  at  Galveston  will  pre- 
sent a course  on  "Practical  Manage- 
ment of  Prevalent  Neurological  and 
Neurosurgical  Problems,”  March  11- 
12,  at  Galveston’s  Holiday  Inn.  Fee 
for  the  course  is  $40.  Information  on 
the  course  may  be  obtained  from  Dr. 
S.  R.  Lewis,  Director,  Postgraduate 
Division,  UT  Medical  Branch,  Galves- 
ton 77550. 


OBSTETRICS -GYNECOLOGY:  Baylor 

College  of  Medicine  at  Houston  will 
sponsor  a Symposium  on  Fetal  Moni- 
toring, March  17-18,  at  the  Texas 
Medical  Center  in  Houston.  Guest 
speakers  will  be  Dr.  Elsie  Carrington, 
chairman  of  the  department  of  obstet- 
rics and  gynecology.  Woman’s  Medical 
College  of  Pennsylvania,  Philadelphia: 
Dr.  E.  H.  Hon,  chief  of  perinatal  biolo- 
gy, University  of  Southern  California 
School  of  Medicine,  Los  Angeles;  and 
Dr.  Charles  Flowers,  chairman  of  the 
department  of  obstetrics  and  gynecolo- 
gy, Medical  College  of  Alabama,  Birm- 
ingham. 

Fee  for  the  course  is  $20.  For  more 
information,  contact  Dr.  A.  Werch,  As- 
sistant Professor  of  Obstetrics  and 
Gynecology,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston 
77025. 

PSYCHIATRY:  A series  of  symposia, 
"Psychiatry  in  the  General  Practice  of 
Medicine,”  will  be  conducted  at  The 
University  of  Texas  Medical  School  at 
San  Antonio  from  March  1 to  May  17. 
Each  session  will  consist  of  a 45- 
minute  seminar,  a 45-minute  patient 
interview,  and  a 60-minute  discussion 
period.  The  symposia  are  recommend- 
ed for  family  physicians  and  specialists 
in  internal  medicine. 

The  course  is  acceptable  for  30 
hours  of  prescribed  credit  by  the 
AAFP;  registration  fee  is  $75.  Contact: 
Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229. 

TRAUMA:  "Surgical  and  Orthopaedic 
Aspects  of  Trauma”  will  be  jointly  spon- 
sored by  Brooke  General  Hospital  and 
UT  Medical  School  at  San  Antonio, 
March  6-10.  The  course  will  be  pre- 
sented at  the  medical  school  and  will 
cover  a wide  variety  of  topics,  includ- 
ing anesthetic  considerations,  recurrent 
management  of  burns,  post-traumatic 
pulmonary  insufficiency,  injury  of  the 
heart  and  great  vessels,  trauma  in 
childhood,  and  musculoskeletal  injuries. 
Contact:  Dr.  Richard  E.  George,  Chief, 
Department  of  Surgery,  Brooke  Gen- 
eral Hospital,  Fort  Sam  Houston  78234. 
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with  just  one  non-staining  dose 
of  Antiminth  (pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn’t  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
(1  tsp.  per  50  lbs.). 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enlerobius  vermicularis  (pinworm)  and  Ascan's  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  alter  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  /rg/ml)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SCOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SCOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg. /lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to.  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg.  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 
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ROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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They've  been  coming  for  34  years  . . . 

They  like  our  meeting,  and  they  like  New  Orlea 

ns. 

We  think  you  will  too. 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 

35th  Annual  Meeting 

March  6-9,  1972 

Fairmont  Roosevelt  Hotel 

GUEST  SPEAKERS 

Louis  R.  Orkin,  M.D.,  New  York,  N.Y. 

C.  D.  Christian,  M.D.,  Ph.D.,  Tucson,  Ariz. 

Anesthesiology 

Obstetrics 

Walter  Birnbaum,  M.D,,  San  Francisco,  Calif. 

Roderick  Macdonald,  Jr.,  M.D.,  Louisville,  Ky. 

Colon  & Rectal  Surgery 

Ophthalmology 

Richard  Winkelmann,  M.D.,  Rochester,  Minn. 

J.  T.  Hartman,  M.D.,  Lubbock,  Tex. 

Dermatology 

Orthopedic  Surgery 

H.  Worth  Boyce,  Jr.,  M.D.,  Washington,  D.C. 

Robert  B.  Lewy,  Jr.,  M.D.,  Chicago,  III. 

Gastroenterology 

Otolaryngology 

J.  Jerome  Wildgen,  M.D.,  Kalispell,  Montana 

John  Bernard  Henry,  M.D.,  Syracuse,  N.Y. 

General  Practice 

Pathology 

William  A.  Little,  M.D.,  Miami,  Fla. 

Arnold  P.  Gold,  M.D.,  New  York,  N.Y. 

Gynecology 

Pediatrics 

Sol  Sherry,  M.D.,  Philadelphia,  Pa. 

George  N.  Stein,  M.D.,  Philadelphia,  Pa. 

Internal  Medicine 

Radiology 

Walter  B.  Frommeyer,  Jr.,  M.D.,  Birmingham,  Ala. 

W.  Gerald  Austen,  M.D.,  Boston,  Mass. 

Internal  Medicine 

Surgery 

Frank  H.  Mayfield,  M.D.,  Cincinnati,  Ohio 

John  E.  Hoopes,  M.D.,  Baltimore,  Md. 

Neurosurgery 

Surgery 

Harry  M.  Spence,  M.D.,  Dallas,  Tex. 

Urology 

Pre-meeting  Symposium  by  Lederle  March  5— "Our  Polluted  Environment 

— Its  Problems  for  the  Clinician" 

• Clinicopathologic  conference  • Luncheons 

This  program  is  acceptable  for  twenty-two  (22)  prescribed  hours 

• Medical  motion  pictures  * Technical  Exhibits 

and  eight  (8)  elective  hours  by  The  American  Academy  of  Family 

• Entertainment  tor  wives 

Physicians. 

All-inclusive  Registration  Fee  $35 

Send  inquiries  to:  The  New  Orleans  Graduate  Medical  Assembly 

1430  Tulane  Avenue,  New  Orleans,  La.  70112 

T.  ROWE  PRICE 
GROWTH  STOCK 
FORD,  m. 


Est.  1950 


A H04.0AO  FUHD 

Investing  in  stocks 
selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 

NO  SALES  CHARGE 


pB  ■■  H I^J 

IT.  Rowe  Price  Growth  Stock  Fund.  Inc. 
One  Charles  Center^  Dept.  D-5 


I 

I 


Baltimore,  Md.  21201 


Phone  (301)  539-1992 


Name . 


Address 


Zip. 


I 

I 
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VECTORCARDIOGRAPHY 
A WORKSHOP 

APRIL  5-7,  1972 

This  is  an  advanced  course  in  vectorcardiography  for  physicians 
who  already  have  a basic  understanding  of  electrocardiography 
and  vectorcardiography  and  wish  a close  exposure  to  the  values 
and  limitations  of  vectorcardiography. 

An  intensive  three  day  program  will  cover  the  field  of  vectorcardi- 
ography and  related  areas.  Major  emphasis  will  be  placed  on 
theoretical  and  practical  applications  of  the  technique  as  related 
to  the  patient's  diagnostic  problems.  Half  of  the  program  will  be 
dedicated  to  individual  analysts  of  routine  vectorcardiograms  by 
the  participants  under  the  orientation  of  the  guest  and  local 
faculty. 

Presented  by;  The  American  College  of  Cardiology  and  Institute 
for  Cardiovascular  Diseases,  Good  Samaritan  Hospital,  Phoenix, 
Arizona 

At:  Mountain  Shadows  Resort  Hotel,  Scottsdale,  Arizona 

Program  Director:  Alberto  Benchimol,  M.  D.,  Director,  Institute  for 
Cardiovascular  Diseases,  Good  Samaritan  Hospital 

Guest  Speaker:  Ronald  H.  Selvester,  M.D.,  Professor  of  Medicine, 
University  of  Southern  California  School  of  Medicine,  Los  Angeles, 
California;  Chief  of  Cardiology  and  Director  of  Biomathematics 
and  ECG  Research  Group,  Rancho  Los  Amigos  Hospital,  Downey, 
California 

For  Information  Concerning  the  Program,  Write:  Miss  Mary  Anne 
Mclnerny,  Director,  Dept,  of  Continuing  Education  Programs,  Amer- 
ican College  of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Mary- 
land 20014 
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MOVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (...preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  w^ell-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO- NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium  COLE  M 

iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough- 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  Indication  for  lodo-Nlacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid  states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIDSCLEROSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

DPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DOSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  Individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole’s  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458. 


lODO-NIACIN* 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  jj  tabs,  t.i.d.  p.c. 

References:  1.  Itkm,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 


COLE 


PHARMACAL  CO.  INC. 

St  Louis,  Mo.  63108 


^ or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric — without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp.” 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
diarrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
accompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
unpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
to  promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
demulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
belladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


DonnagePPG 

Donnagel  with  paregoric  equivalent 

^ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg 
(equivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
60.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 


/I'H'DOBINS 


'ti'ssin  AC 


Cough  Calme 


C».>gh 


ifliith  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  “flu" 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  In  solid  form 
for  “coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin:*  “Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 


Robitussin®  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

• 

ROBITUSSIN-DM® 

• 

m 

ROBITUSSIN-PE® 

m 

COUGH  CALMERS® 

Q 

A,  H.  Robins  Company. 
Richmond,  Virginia  23220 


Same  price  as 
150 -ml.  size* 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg./5  ml. 


V-CillinK:Pediatric 

potassium 

phenoxymethyl 

, available  to  the 

protession  on  request. 

Uwl  llvlllll  I Eli  Lilly  and  Company 

* Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Edtorials 

TEXAS  GETS  HEALTH  PERSONNEL  VIA  NEW  MANPOWER  PROGRAM 


Since  March  1970,  The  University 
of  Texas  School  of  Public  Health 
has  conducted  the  nation’s  pilot 
program  in  assisting  the  transi- 
tion of  military-trained  health 
individuals  into  similar  civilian 
careers.  To  date,  more  than  1,000 
health-trained  military  separatees 
have  applied  for  and  have  been 
given  vocational  guidance  by 
counselors  from  the  School  of  Pub- 
lic Health.  Of  these  1,000  separatees, 
more  than  600  have  elected 
either  to  accept  health  jobs  or  to 
continue  their  health  education. 

In  1969,  the  Secretaries  of 
the  Department  of  Health,  Educa- 
tion and  Welfare  and  the  Depart- 
ment of  Defense  recognized  the 
nation’s  shortage  of  civilian  health 
manpower.  They  believed  that 
much  could  be  done  to  alleviate 
this  shortage  by  establishing  a 
program  which  would  help  attract 
into  civilian  health  areas  many 
of  the  30,000  medics  discharged 
annually  by  the  Armed  Services. 
Plans  were  made  for  a nationwide 
program.  The  program  was  to 
be  administered  through  the  indi- 
vidual states.  In  President  Nixon’s 
1970  State  of  the  Union  mes- 
sage, portions  relating  to  health 
reinforced  the  program,  which  had 
been  named  MEDIHC  (Military 
Experience  Directed  /nto  Dealth 
Careers). 

Texas  was  selected  to  develop 


the  pilot  program.  The  goals  were 
to  develop  and  test  methods  for 
making  the  transition  process  from 
military  health  assignments  to 
civilian  health  careers  more  effec- 
tive. It  was  assumed  that  only 
15%  of  the  separatees  had  made 
this  transition  by  themselves 
prior  to  establishment  of  MEDIHC. 

By  cooperative  efforts  with 
representatives  of  the  Texas  Gov- 
ernor’s Office  of  Comprehensive 
Health  Planning,  about  40  other 
state  health  agencies,  professional 
associations,  and  the  Departments 
of  Defense  and  of  Health, 

Education  and  Welfare,  the  Texas 
MEDIHC  program  has  been  suc- 
cessful in  placing  more  than  60% 
of  the  individuals  who  have 
applied  for  and  completed  the 
counseling  process. 

Since  the  cost  of  health  train- 
ing of  military  medics  averages 
$6,000,  and  the  average  salary 
of  the  applicants  placed  in 
jobs  averages  more  than  $6,000 
annually,  the  cost-benefit  ratio  of 
the  Texas  counseling  program 
overwhelmingly  indicates  that  it 
should  be  continued. 

The  Texas  program  was  funded 
March  1970-June  1971  by  the 
Governor’s  Office  of  Comprehen- 
sive Health  Planning,  and  since  by 
the  National  Institutes  of  Health, 
Bureau  of  Health  Manpower 
Education.  Continuation  of  the 
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Texas  MEDIHC  program  has  been  repeatedly 
advised  by  the  task  force  comprised  of 
representatives  of  these  agencies  and 
associations. 

Problems  encountered  in  the  program  in- 
clude those  of  (1)  licensure  and  accreditation, 
(2)  educational  equivalency  for  those  \who 
elect  to  continue  education,  (3)  dissemination 
of  information  on  the  MEDIHC  program 
by  transition  officers  on  military  bases,  and 
(4)  organization  of  appropriate  informa- 
tion and  materials  for  use  by  MEDIHC 
counselors.  One  major  difficulty  which  has  been 
shared  with  the  representatives  of  the 
Department  of  Defense  deals  with  health 
training  programs  in  the  military  which  do  not 
lead  to  licensure  or  other  accreditation 
recognized  in  the  civilian  health  sector.  Prog- 
ress is  now  under  way  in  the  military  to 
provide  such  civilian  accreditation  for 
their  personnel. 

Methods  and  procedures  for  effective 
counseling  of  medic  separatees  and  the  organi- 
zation of  essential  information  on  job  and 
educational  opportunities  which  were  devel- 
oped in  the  pilot  program  have  been  dis- 
tributed by  DHEW  to  all  state  MEDIHC 
offices.  Current  operations  of  the  Texas  office 
involve  collaborative  efforts  with  the  state 
MEDIHC  coordinators  of  Louisiana,  Arkansas, 
Oklahoma  and  New  Mexico  in  sharing 
experiences  with  the  view  of  improving  the 
programs  in  DHEW  Region  VI. 

Counselors  in  the  Texas  MEDIHC  program 
are  located  at  Houston,  San  Antonio  and 
the  Fort  Worth/Dallas  area.  Referral  of 
separating  medics  or  inquiries  by  potential 
employers  should  be  made  to  The  University  of 


Texas  School  of  Public  Health,  PO  Box 
20186,  Astrodome  Station,  Houston  77025, 
phone  (713)  741-0400,  extension  76. 

F.  M.  Hemphill,  PhD,  Houston, 

Texas  MEDIHC  Coordinator. 


OFFICE  BUILDINGS  PURCHASED 
FOR  TMA  EXPANSION 

With  an  eye  toward  meeting  the  physical  needs 
of  a growing  Texas  Medical  Association 
during  the  next  25  years,  the  Board  of  Trustees 
is  acquiring  properties  which  will  provide 
roughly  12,700  square  feet  of  growing  room. 

The  property  and  office  buildings  are  located 
across  the  street  from  the  present  Head- 
quarters Building;  they  are  at  1901  and 
1905  North  Lamar  Blvd. 

The  Headquarters  Building  at  1801  North 
Lamar  Blvd  is  being  fully  utilized  at  this  time, 
and  several  departments  need  more  space. 
Thus,  the  Board  of  Trustees  made  a thorough 
study  of  present  and  projected  space  needs 
and  ways  to  meet  them. 

Architectural  and  engineering  consultants 
reported  that  the  current  building  could 
be  expanded  and  remodeled  for  an  estimated 
cost  of  slightly  more  than  $1.5  million.  Other 
possibilities  included  purchase  of  other 
properties  and  existing  buildings  at  various 
locations  throughout  the  city.  All  things 
considered,  the  Trustees  concluded  that  pur- 
chase of  the  two  nearby  buildings  would  be  the 
most  practical  and  economical  move. 

The  contract  purchase  prices  for  the 
buildings  are  $147,000  and  $165,000,  respec- 
tively, or  some  $23,000  below  their  total 
appraised  market  value. 

The  Association  already  has  several  offices 
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in  the  building  at  the  1905  North  Lamar 
location;  these  include  the  Insurance  Service 
Office,  the  Office  of  Medical  and  Health 
Manpower,  and  the  Coordinator  of  Annual  Ses- 
sion, as  well  as  the  law  offices  of  Philip  R. 
Overton,  LLB,  General  Counsel.  Other  firms 
and  organizations  also  rent  space  there. 

These  buildings  are  ideal  for  the  Texas 
Medical  Association’s  expansion,  especially 
since  both  will  provide  rental  income  until  such 
time  as  their  various  office  spaces  are 
needed  by  the  Association.  And,  looking  far 
ahead,  an  entirely  new  building  could  be 
constructed  on  the  site  if  such  were  desirable. 

Members  will  be  especially  pleased  to 
know  that  these  transactions  can  be  completed 
without  the  necessity  of  imposing  a large, 
special  assessment  on  TMA  members. 

To  pay  for  the  new  purchases,  the  Trustees 
will  commit  some  $120,000  in  reserves.  The 
owner  of  the  property  will  carry  a two-year  note 
in  the  amount  of  $161,500  at  5V2%  interest. 
The  Association  will  borrow  the  remainder 
from  an  Austin  bank. 

The  Trustees  expect  to  use  some  monies 
from  operating  funds,  income  from  rentals  on 
those  buildings,  and  some  securities  in  the 
Building  Fund  to  meet  these  loans. 

It  also  will  be  necessary  to  use  the  full  dues 
commitment  authorized  by  the  House  of 
Delegates  in  1970.  Already,  $10  of  the  $15 
increase  is  in  effect,  and  the  Board  plans  to 
call  for  the  additional  $5  in  1973,  thus  raising 
Association  dues  from  $65  to  $70. 

The  Board  of  Trustees  is  confident  that  the 
properties  and  buildings  will  meet  the  Associa- 
tion’s needs  for  many  years  to  come,  and  that 
the  purchase  offers  many  practical  benefits 
for  a most  economical  cost. 
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When 


the  patient  is... 


or 

diabetic 


or 

hypertensii 


...the  cou0t  syrup  is 

^ Tolu-Sed* 


a cough  sedative/ expectorant 

Free  of  Vasoconstrictors 


Rely  on  Tolu-Sed  to  be  safe  and  effective  for 
virtually  all  patients.  Ideal  for  the  overweight  or 
diabetic  because  it’s  sugar-free.  And  safe  for  hy- 
pertensives and  diabetics  because  it’s  free  of 
vasoconstrictors.  Pleasant-tasting  and  suitable 
for  children,  too.  When  a cough  syrup  is  indicated, 
remember  Tolu-Sed.  It  brings  relief  and  comfort 
. . . without  bringing  problems. 


Each  5 cc.  teaspoonful  contains 

ALCOHOL  10% 


Codeine  Phosphate  10.83  mg. 

(WARNING:  may  be  habit  forming) 

Chlorpheniramine 

Maleate  1 mg. 

Glyceryl  Guaiacolate  . . . .100  mg. 

Chloroform  0.34  min. 


also  available  as  Tolu-Sed  DM  (without  Codeine) 


cm 

First  Texas  Pharmaceuticals,  Inc.  oaiias,  Texas  75222 

the  Concern  for  Care 


The  State  Association's  Changing  Role 


Last  month  your  Association  held 
its  annual  mid-winter  conference 
which  attracted  572  attendees. 
Without  question,  this  was  one  of  the 
best  programs  in  many  years  and 
was  absolutely  essential  for  proper 
understanding  by  our  profession 
of  many  of  the  changing  roles 
of  medicine  today.  Having  observed 
the  activities  of  organized  medicine 
for  a number  of  years — and, 
simultaneously,  having  seen  en- 
croachments by  government, 
hospitals,  nonprofessional  corpora- 
tions, and  continued  apathy  of 
many  members  toward  these  dangers 
— it  always  renews  my  faith  in  the 
profession  to  observe  the  dedication, 
the  effort,  and  the  total  commit- 
ment of  our  colleagues  who  make  up 
the  membership  of  committees 
and  councils  of  this  Association. 

In  these  times,  and  for  the  indefinite 
future,  I am  convinced  that  organi- 
zations of  medicine  must  redirect 
their  activities.  Whether  we  like  it 
or  not,  medicine  must  become 
more  oriented  to  socioeconomics, 
compilation  of  data  profiles,  data 
banks,  and  computerization  of 
activities  of  medicine.  Furthermore, 
we  must  be  willing  to  expand  our 
staffs  to  whatever  size  and  scope 
is  necessaiy  to  monitor  these 
intrusions,  to  disseminate  this  infor- 
mation and,  yes,  ultimately  to  be 
hard-nosed  in  negotiations  for  the 
preservation  of  our  freedoms. 

Your  Association  has  reached  this 
point,  and  requires  a commitment 
H-om  each  of  us:  Not  only  must  we 
lend  our  moral  support,  but  we  must 
be  willing  to  pav  the  freight  both 
physically  and  financially,  if  indeed 
we  believe  that  these  freedoms 
are  worth  saving.  Your  officers, 
committees,  and  councils  believe 
they  are. 

I suggest  to  you,  as  a colleague, 
that  you  advise  your  county 
society  of  your  belief  and  of  your 


willingness  to  support  these  efforts. 
The  time  no  longer  exists,  it  seems  to 
me,  for  us  to  indulge  in  the  luxury 
of  semantics  in  the  misguided 
belief  that  right  always  survives, 
and  that  our  position  by  virtue 
of  such  rightness  will  prevail. 

Rather,  it  is  a time  when  we  must 
roll  up  our  sleeves  and  fight  for 
these  rights,  adopt  the  tactics  of  the 
opposition,  and  in  fact  be  willing 
to  out-think,  outfight  and 
outspend  them. 

No  physician  who  truly  values 
the  freedom  to  treat  his  patients  to 
the  best  of  his  ability  can 
believe  less  or  do  less. 

I know  that  we  can  count  on 
each  of  you. 

Unity  must  be  the  order  of  the  day. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 
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Still  serving... 

Miltown" 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS 
Cranbury,  NJ.  08512  ^ 


Pr0~Sdt0^  (chlorphentermine  hydrochloride) 
Caution;  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexi genic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension In  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  knoyvn  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate. 
abrupt  cessatioh  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphehtermine 
hydrochloride)  in  human  pregnancy  has  hot  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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TEXAS  MEDICINE 


take  a new 
look  at 

PreSate 

(chlorphentermine 

HCI) 

the  increasingly  practical 
appetite  suppressant 


° 


low  potential  for: 
stimulatory  ‘jolt’ 
post-therapeutic  ‘let-:9^ 
excessive  CNS  stimulatidn 
drug  abuse 

Pre-Sate  promotes  normal  patterns  of  food 
intake  and  is  a safe,  effective  supplement  to  youi^ 
total  program  of  caloric  reduction 

Pre-Sate— a short-term  adjuncl. 
not  a substitute...to  your  total 
program  of  weight  reduction 


W^rner-Chiicott 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
ceeding  4 grams  may  result  in 
tension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
ct,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


© 1972  The  Upjohn 


I In  patients  with  impaired  renal  function, 
^ the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
^ the  dose  for  patients  with  normal 
I kidney  function.  Its  safety  in 
: pregnant  patients  and  in  infants 
I less  than  one  month  of  age  has 
1 not  been  established. 

i 

; Lincocin  may  be  used  with  other 
j antimicrobial  agents:  Since  Lincocin 
' is  stable  over  a wide  pH  range,  it  is 
i suitable  for  incorporation  in 
j intravenous  infusions;  it  also  may  be 


Well  tolerated  at  infusion  site:  Lincocin 
: intravenous  infusions  have  not 
: produced  local  irritation  or  phlebitis, 

: when  given  as  recommended.  Lincocin 
j is  usually  well  tolerated  in  patients  who 
! are  hypersensitive  to  other  drugs. 

. Nevertheless,  Lincocin  should  be  used 
! cautiously  in  patients  with  asthma  or 
significant  allergies. 


Sterile  Solution  (300  mg.  per  ml. 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


^Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in'infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OE  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniKal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  yS-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  //ewopo/ef/c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
react/oui'— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes— Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  LV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  s'eiisei— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 


MED  B-6-S(KZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


ALLIN  HIS  HEAD: 

Watery  Eyes 

ALLIN'ORNADEI 

Drying  Agent 

/ 

(isopropamide, 
as  the  iodide— 

/ Nasal 

2.5  mg.)  ^ 

/ Congestion 

Decongestant 

(phenylpropanol- 
amine HCl  — 50  mg.) 

ng 

Antihistamine 

(chlorpheniramine 

Nose 

maleate— 8 mg.) 

THE  COLD 

THE 

SYMPTOMS 

INGREDIENTS 

THAT 

HENEEDS 

MAKEHIM 

FOR  PROLONGED 

MISERABLE 

REUEF 

Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with  the  common  cold,  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever.”  etc.) 
Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards  Inhibition  of  lactation  may  occur. 

Trademark 


Effect  on  PBI  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I*^>  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


mm  SPANSCLE 


@ 


Each  capsule  contains  8 mg.  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide.  as  the  iodide. 


brand  of  sustained  release  capsules 


UNCOMMON  REUEF  FOR  COLD  SYMPTOMS 


OR-203 


Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Mylanta 

#LIOUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
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PROBLEMS  AND  ADVANTAGES 


LAFWROSCOPY 


With  increasing  frequency,  laparoscopy  is  being 
used  in  diagnosis  and  treatment.  This  report,  sur- 
veying experience  with  182  patients,  emphasizes 
the  safety  and  usefulness  of  laparoscopy.  The  in- 
dications and  contraindications  are  reviewed  with 
specific  attention  to  conditions  which  do  not  en- 
hance the  usefulness  of  the  laparoscope  and  de- 
crease its  effectiveness.  The  procedure  is  easily 
learned  by  the  practicing  gynecologist  and  can 
yield  information  of  distinct  advantage  to  the  pa- 
tient. Problems  related  to  pneumoperitoneum,  pre- 
vious surgery,  infertility,  chemotherapy,  ectopic 
pregnancy,  pelvic  mass  and  pelvic  pain  are  con- 
sidered in  detail  as  they  relate  to  laparoscopy. 


LAPAROSCOPY  AS  A DIAGNOSTIC  and  thera 
peutic  tool  has  undergone  growing  pains  in  the 
past.  After  the  original  description  in  1901  by 
Kelling*  in  Germany,  various  forms  of  laparo- 
scopes or  peritoneoscopes  were  frequently  used 
in  Europe  through  the  1920s.  The  first  large 
United  States  series  of  laparoscopic  examina- 
tions was  presented  in  1937  by  Ruddock.^  Mod- 
ern, efficient  instruments  were  not  available 
until  1955.  Since  1960,  the  procedure  has  rap- 
idly received  acceptance  as  a useful  addition 
to  the  gynecologist’s  diagnostic  and  therapeu- 
tic armamentarium.  The  feasibility  of  laparos- 
copy has  been  enhanced  by  development  of 
refined  optical  systems,  high-intensity  fiber  op- 
tic light  sources  and  calibrated,  automated 
devices  for  inducing  and  maintaining  pneumo- 
peritoneum. Even  so,  this  valuable  technique 
must  be  used  with  scrupulous  care  and  atten- 
tion to  the  smallest  detail  to  derive  a maximum 
amount  of  information  and  to  minimize  poten- 
tial complications. 

^Chronologic  information  derived  from  Steptoe,  1967. 


Materials  and  Methods:  This  report  reviews  lap- 
aroscopy performed  on  182  patients  at  the 
Henry  Ford  Hospital  from  Jan  1,  1967,  through 
Dec  31,  1970.  The  laparoscope  employed  was 
the  Frangenheim  Model  4944  C manufactured 
by  the  Richard  Wolf  Company  of  Knittlingen, 
West  Germany.  This  laparoscope  has  a visual 
field  through  135°  and  can  be  rotated  manu- 
ally through  360°.  It  can  be  used  for  diagnos- 
tic, therapeutic,  and  photographic  evaluation. 
Pneumoperitoneum  is  developed  through  a Ver- 
res  cannula  using  a newly  designed  carbon 
dioxide  insufflator,  the  COo  Pneumo-Automatic. 
This  apparatus  permits  insufflation  to  proceed 
automatically.  The  operator  can  monitor  en- 
trance into  the  abdominal  cavity  and,  by  easily 
visible  gauges,  determine  the  actual  intra-ab- 
dominal pressure  and  carbon  dioxide  utilization. 
During  the  procedure,  an  automatic  refill  sys- 
tem maintains  a constant  volume  and  pressure 
of  intraperitoneal  carbon  dioxide  despite  sys- 
temic absorption  and  occasional  loss  through 
the  trocar  lumen.  The  light  source  is  derived 
from  a 150-w  lamp  for  diagnostic  work  which 
may  be  combined  with  a 1,000-w  arc  lamp  for 
color  slides  and  movie  photography.  This  light 
source  contains  an  added  1-12  v transformer 
for  use  with  instruments  having  incandescent 
lamps. t Numerous  auxiliary  instruments  are 
available  for  coagulation,  cutting  and  biopsy, 
either  by  needle  or  forceps. 

The  patient  is  anesthetized  using  a nonex- 
plosive anesthetic  mixture.  If  cutting  or  coagu- 
lation is  contemplated,  care  should  be  taken  to 
ground  the  patient  adequately  with  a metallic 
grounding  plate.  When  general  anesthesia  is 
adequate,  pelvic  examination  is  done.  The  vagi- 
na and  perineum  are  cleansed  with  33%  Septi- 
sol  and  flushed  profusely  with  normal  saline. 

fManufactured  by  Eder  Instrument  Co.,  Inc.,  2293  N 
Claybourn  Ave,  Chicago,  III  60614. 
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The  bladder  is  then  catheterized.  The  abdomen 
from  costal  margin  to  symphysis  is  cleansed 
with  1:1,000  tincture  of  Merthiolate  and  ether, 
followed  by  application  of  Vi-Drape  adhesive 
and  Aeroplast  dressing.  Specific  attention  is 
directed  to  umbilical  cleansing.  After  the  peri- 
neum and  abdomen  are  appropriately  draped, 
the  patient's  legs  are  adjusted  in  stirrups  so 
that  they  are  approximately  30°  caudad  to  a 
vertical  position.  The  cervix  is  grasped  with  a 
Vulsellum  tenaculum  and  uterine  depth  deter- 
mined by  sounding.  A Kidde  cannula  with  rub- 
ber cone  adjusted  to  obtain  a snug  fit  is  insert- 
ed into  the  cervix.  It  is  held  in  place  by  two 
metal  hooks  passed  through  the  finger  aper- 
tures of  the  tenaculum.  This  arrangement  al- 
lows the  operator  to  move  the  uterus  interiorly, 
superiorly,  laterally,  anteriorly  and  posteriorly 
within  the  pelvic  cavity  during  laparoscopy. 
This  movement  facilitates  visualization  of  the 
fimbriated  ends  of  the  fallopian  tubes,  ovaries, 
cul  de  sac,  and  uterosacral  ligaments.  The 
Kidde  cannula  also  provides  an  avenue  for  de- 
livering methylene  blue  or  indigo  carmine  to 
evaluate  tubal  patency.  The  patient  is  then 
placed  in  20°  of  Trendelenburg  position.  The 
lateral  skin  edges  of  the  umbilicus  are  grasped 
with  Allis  clamps  and  a 2 cm  horizontal  skin 
incision  is  made  in  the  inferior  margin  of  the 
umbilicus.  The  scalpel  is  inserted  in  a horizon- 
tal plane  2 cm  below  the  skin  and  swept  back 
and  forth  to  permit  easy  entrance  of  the  trocar 
into  the  subcutaneous  tissue.  A Verres  cannula, 
held  at  a 45°  angle  from  the  plane  of  the  pa- 
tient, is  plunged  into  the  abdominal  cavity. 
Syringe  aspiration  is  done  to  assure  correct 
placement  of  the  cannula.  The  insufflation  ap- 
paratus is  attached  to  the  Verres  cannula,  and 
automatic  insufflation  is  begun.  Intra-abdomi- 
nal pressure  should  vary  between  20  and  30 
mm  Hg  when  insufflation  begins,  and  not  ex- 


ceed 35  mm  Hg  when  insufflation  is  deemed 
adequate.  Higher  pressure  readings  usually 
indicate  obstruction  of  cannula  apertures  im- 
peding carbon  dioxide  flow.  This  is  caused  by 
inadvertent  placement  of  the  cannula  in  the 
preperitoneal  space  or  contact  with  an  intra- 
abdominal viscus  or  solid  pelvic  organ.  These 
problems  can  be  corrected  by  rotating  the  can- 
nula 90  to  180°.  Approximately  3.5  to  4.5  liters 
of  carbon  dioxide  are  necessary  to  produce 
adequate  pneumoperitoneum.  A gross  evalua- 
tion of  insufflation  adequacy  can  be  determined 
by  percussion  and  observation  of  moderate 
symmetrical  lower  abdominal  distention. 

It  is  extremely  important  that  adequate  ab- 
dominal distention  is  present,  and  that  the 
patient  is  positioned  in  moderate  Trendelenburg 
position.  This  avoids  danger  to  lower  abdominal 
viscera  when  the  laparoscope  trocar  is  inserted, 
once  adequate  pneumoperitoneum  is  estab- 
lished. First,  the  lower  abdominal  wall  is  ele- 
vated by  grasping  the  skin  midway  between  the 
umbilicus  and  symphysis.  The  trocar  is  then 
passed  in  the  umbilical  incision  and  approxi- 
mately 3 cm  interiorly  in  a horizontal  plane  in 
the  subcutaneous  tissue  above  the  rectus  fas- 
cia. It  is  then  angled  to  45°  from  the  plane  of 
the  patient  and  briskly  plunged  into  the  ab- 
dominal cavity.  Upon  withdrawing  the  trocar 
stylet,  a brisk  spurt  of  carbon  dioxide  will  be 
heard  until  the  trocar  trumpet  valve  closes. 
This  sound  assures  correct  placement  of  the 
trocar  into  the  peritoneal  cavity.  Tubing  from 
the  insufflation  apparatus  is  attached  to  the 
gas  inlet  valve  of  the  laparoscope.  With  this 
system  open,  constant  flow  and  pressure  of 
intraperitoneal  carbon  dioxide  is  maintained. 
Diagnostic  laparoscopy  can  be  carried  out  with 
ease.  Other  procedures  such  as  biopsy,  cautery 
and  sterilization  require  passage  of  instruments 
through  an  operating  trocar.  The  trocar  is  in- 
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1.  Frequency  of  laparoscopy  by  age  in  182  patients 
evaluated  (Jan  1,  1968-Jan  1,  1971). 


2.  Indications  for  laparoscopy. 


serted  in  the  lower  right  or  left  abdominal  quad- 
rants. The  light  from  the  laparoscope  within  the 
abdominal  cavity  can  be  located  near  the  parie- 
tal peritoneum  in  the  lower  quadrant.  This  per- 
mits selection  of  an  avascular  area  for  insertion 
of  the  trocar.  Tubal  patency  can  be  readily  de- 
termined by  injection  of  15  to  20  cc  of  dilute 
methylene  blue  or  indigo  carmine  into  the 
Kidde  cannula. 

After  the  procedure,  the  laparoscope  is  with- 
drawn and  intraperitoneal  carbon  dioxide  is 
vented  through  the  trocar  sheath.  Gentle  manu- 
al pressure  on  the  lower  abdomen  facilitates 
venting.  The  sheath  is  removed  and  the  umbili- 
cal skin  incision  closed  with  continuous  sub- 
cutaneous skin  suture. 

Results:  In  the  182  cases  evaluated,  age  dis- 
tribution (Fig  1)  ranged  from  12  to  77  years, 
with  130  patients  (71%)  being  between  ages 
20  to  35. 

The  indications  for  laparoscopy  in  the  study 
group  are  tabulated  in  Fig  2.  Laparoscopy  was 
done  where  pelvic  pain  was  chronic  and  no  pal- 
pable anatomic  lesion  or  clinical  cause  could 
be  determined.  Of  24  patients  thus  included. 


LAPAROSCOPY 

Indications  182  Patients 

Pelvic  pain  - 24 
Pelvic  mass  - 34 

Ectopic  pregnancy  suspected  - 11 

Positive  - 3 Negative  - 8 

Suspected  adnexal  or  uterine  mass,  not  suspected 
ectopic  pregnancy  - 23 

Positive  - 22  Negative  - 1 

Infertility 

Primary  - 65 
Secondary  - 21 

Evaluation  of  treatment  of  ovarian  or  cervical  carcinoma 


Sterilization  - 7 

Successful -5  Failure -2 

Abnormalities  of  menstruation 
Menorrhagia  - 5 
Amenorrhea  - 4 
Oligomenorrhea  - 6 
Dysmenorrhea  - 4 

Others: 

Endometriosis  - 4 
Habitual  abortion  - 1 
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no  cause  for  pain  could  be  determined  by  lap- 
aroscopy in  12.  Pre-existing  pelvic  inflamma- 
tory disease  with  minimal  to  moderate  adhe- 
sion formation  was  noted  in  5 patients.  Two 
patients  had  dilated  ovarian  or  uterine  veins. 
Two  patients  had  small  subserous  uterine  myo- 
mata, and  3 others  manifested  endometriosis, 
significant  ovarian  enlargement,  and  a ruptured 
corpus  luteum  cyst. 

Pelvic  mass,  with  or  without  vaginal  bleeding, 
was  indication  for  laparoscopy  in  34  patients. 
Of  23  patients  who  were  not  pregnant,  a clini- 
cally significant  mass  was  noted  in  22.  Eleven 
patients  were  suspected  of  having  ectopic  preg- 
nancy. At  time  of  laparoscopy,  only  3 were 
found  to  have  unruptured  pregnancies  within 
the  lumen  of  the  fallopian  tube.  Six  of  the  re- 
maining 8 patients  eventually  aborted,  and  2 
were  found  to  have  delayed  anovulatory  vaginal 
bleeding. 

Infertility,  both  primary  and  secondary,  was 
the  most  frequent  indication  for  laparoscopy. 
We  feel  that  laparoscopy  followed  by  visual 
evaluation  of  tubal  patency,  plus  endometrial 
curettage,  gives  a rapid  appraisal  of  the  infer- 
tile female’s  status.  Frequently  it  would  require 
three  to  six  months  and  numerous  office  visits 
to  obtain  similar  information.  However,  the 
pregnancy  rate  following  evaluation  was  low. 
Only  8 patients  conceived  after  study. 

Although  only  a small  number  of  patients 
were  evaluated  to  determine  effectiveness  of 
chemotherapy  for  gynecologic  malignancy,  4 of 
5 patients  demonstrated  no  evidence  of  recur- 
rent disease.  Therefore,  aggressive  intermittent 
systemic  chemotherapy  could  be  terminated. 

Sterilizations  by  tubal  cautery  with  excision 
of  a small  portion  of  cauterized  tube  has  been 
undertaken  with  increasing  frequency.  The  time 
for  the  procedure  was  not  significantly  shorter 
than  that  for  open  abdominal  bilateral  partial 


LAPAROSCOPY 

Complications  Due  To  Procedure 

1)  Uterine  perforation  --  laparotomy  performed.  - 1 

2)  Perforation  of  left  iliac  artery  and  left  iliac  vein  -- 
laparotomy  performed.  - 1 

3)  Rupture  of  ovarian  cyst  with  subsequent  hemoperitoneum  -- 
laparotomy  performed.  - 1 

4)  Free  flow  of  blood  obtained  with  Veres  needle  --  laparotomy 
performed,  no  cause  noted.  - I 

5)  Anesthesia  complications: 

a)  Bradycardia. 

b)  Aspiration  immediately  postoperative. 

6)  Infection: 

al  Peritonitis,  previous  pelvic  inflammatory  disease. 

b)  Umbilical  infection. 

c)  Peritonitis,  no  previous  pelvic  inflammatory  disease. 
3.  Complications  resulting  from  procedure. 

LAPAROSCOPY 


Reasons  For  Technical  Failure  in  , 6 of  182  Patients 


1)  Inadequate  pneumoperitoneum.  - 1 

2)  Numerous  adhesions  preventing  sterilization.  - 1 

3)  Excessive  obesity.  - 2 

4)  Unable  to  visualize  pelvic  cavity  with  laparoscope,  cause 
undetermined.  * 1 

5)  C02  leak  in  system  — unable  to  do  sterilization.  - 1 


4.  Reasons  for  technical  failure  m 6 of  182  patients. 
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LAPAROSCOPY 
DURATION  of  PROCEDURE 
182  PATIENTS 


5.  Duration  of  procedure. 


salpingectomy.  However,  we  believe  increased 
utilization  of  the  laparoscope  for  sterilization 
will  increase  the  operator’s  ability  and,  con- 
comitantly, decrease  operating  time.  Postopera- 
tive morbidity  is  lower  and  discharge  from  the 
hospital  is  usually  within  24  to  48  hours  as 
compared  with  four  to  seven  days  following 
laparotomy. 

When  abnormalities  of  menstruation  other 
than  amenorrhea  are  noted,  laparoscopy  sel- 
dom gives  significant  information.  In  patients 
evaluated  with  amenorrhea,  one  patient  was 
noted  to  have  Chiari-Frommel  syndrome,  an- 
other Turner’s  syndrome  and  another,  utero- 
tubal agenesis  but  normal  ovaries.  A chromo- 
some karyotype  showed  44  autosomes  and  2 
x-chromosomes.  No  distinct  cause  for  amenor- 
rhea could  be  found  in  the  remaining  patient. 

Complications  encountered  during  these  eval- 
uations are  listed  in  Fig  3.  These  can  be  sepa- 
rated into  problems  related  to  introduction  of 
pneumoperitoneum  and  the  laparoscope  trocar, 
infection  and  anesthesia.  If  a free  flow  of  blood 
is  obtained  with  the  Verres  cannula,  laparotomy 
is  indicated  to  determine  and  repair  the  bleed- 
ing site. 

Technical  failures  noted  in  six  patients  are 
listed  in  Fig  4.  Two  procedures  failed  as  a result 
of  inability  to  establish  and  maintain  pneumo- 
peritoneum. Obesity  in  two  patients,  and  mul- 
tiple previous  abdominal  operations  in  one  pa- 
tient, caused  failures.  In  the  remaining  patient, 
no  cause  could  be  determined  for  failure. 

In  order  to  evaluate  operating  room  utiliza- 
tion, tallies  were  made  of  operating  time  in  all 
cases.  The  duration  of  time  noted  in  Fig  5 
excludes  anesthesia  preparation  and  induction. 
Most  procedures  were  completed  within  30  to 
40  minutes.  However,  with  proficiency  we  be- 
lieve operating  time  can  be  reduced  to  20  to 
30  minutes.  Practically  all  patients  hospitalized 
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for  laparoscopy  without  laparotomy  were  dis- 
charged on  the  second  postoperative  day,  that 
is,  36  to  48  hours  after  laparoscopy.  At  time  of 
discharge  some  patients  noted  minimal  infra- 
umbilical  tenderness  and  ecchymosis.  Postop- 
erative morbidity  was  infrequent;  virtually  all 
patients  who  underwent  diagnostic  laparoscopy 
were  afebrile  at  discharge.  Temperature  above 
100.4  F for  two  days  was  noted  in  two  patients 
who  had  previously  had  pelvic  inflammatory 
disease. 

Discussion:  Laparoscopy  as  a technical  adjunct 
for  diagnosis  and  treatment  has  attained  an 
important  position  for  the  gynecologist.  Ratio- 
nalization for  and  promotion  of  the  laparoscope 
has  been  heralded  by  Steptoe,^  followed  by 
Fear'  and  Cohen. Their  contributions  to  the 
ever-growing  laparoscopy  literature  have  allud- 
ed to  the  safety  of  the  procedure  and  praised 
highly  its  diagnostic  and  therapeutic  capabili- 
ties. Recently,  Harris  and  others'^  have  com- 
pared culdoscopy  and  laparoscopy.  They  be- 
lieve that  the  culdoscope  has  advantages  only 
in  extremely  obese  patients,  uncomplicated  in- 
fertility, and  patients  who  have  had  previous 
abdominal  surgery. 

This  study  from  the  Henry  Ford  Hospital 
compares  favorably  with  previous  reports  of 
laparoscopy.  The  safety  of  the  procedure  is 
confirmed  in  our  evaluation.  Four  of  182  pa- 
tients had  complications  requiring  laparotomy. 
These  complications  were  related  to  Verres  can- 
nula introduction  in  3 and  the  laparoscope 
trocar  introduction  in  the  other.  It  is  possible 
to  reduce  the  frequency  of  these  complications, 
first,  by  instituting  20  to  30°  of  Trendelenburg 
position  when  the  Verres  cannula  is  inserted, 
and  also  by  having  the  abdomen  relaxed  dur- 
ing cannula  insertion.  Relaxation  of  the  rectus 
muscles  to  permit  elevation  of  the  area  between 
the  umbilicus  and  symphysis  by  hand  is  occa- 


sionally facilitated  by  intravenous  succinyl  cho- 
line. Care  also  should  be  taken  to  have  the 
angle  of  the  cannula  at  45°  to  the  plane  of  the 
patient  at  time  of  puncture,  and  to  incline  the 
alignment  of  the  cannula  toward  the  pelvis. 
With  experience,  one  will  note  a distinct  “give” 
as  the  cannula  passes  through  the  fascia 
and  peritoneum.  A second  point  leading  to  in- 
creased safety  is  adequate  pneumoperitoneum. 
This,  plus  Trendelenburg  position,  removes  the 
mobile  portion  of  the  small  and  large  bowel 
from  the  pelvis  (Fig  6).  The  trocar  can  then  be 
inserted  with  ease,  having  a rigid  opposing  sur- 
face for  counter  pressure.  Attention  to  minute 
details  adds  significantly  to  safety. 

With  the  problem  of  safety  answered,  it  is 
necessary  to  pose  a second  question.  Does  the 
technique  of  laparoscopy  alter  the  management 
of  the  patient?  We  believe  that  it  does.  Chronic 
pelvic  pain  has  been  a bane  for  the  gynecolo- 
gist. Laparoscopic  findings  of  true  dilated  ute- 
rine or  ovarian  veins,  minimal  endometriosis, 
adhesions,  or  multiple  small  follicle  cysts  can 
be  significant,  both  clinically  and  psychological- 
ly for  the  patient.  A potential  cause  for  discom- 
fort has  been  detected.  Furthermore,  if  no  im- 
portant abnormality  can  be  found  within  the 
pelvis,  distinct  reassurance  that  all  is  well  can 
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lead  to  relief  for  a concerned  patient,  giving  her 
an  improved  disposition  toward  her  symptoms. 

Although  unruptured  ectopic  pregnancies 
were  found  in  only  3 of  11  patients  in  whom 
they  were  suspected,  these  patients  required 
no  blood  replacement  during  operation  and  had 
minimal  postoperative  morbidity.  For  the  other 
8,  management  became  less  of  a problem  when 
extrauterine  pregnancy  was  excluded.  These 
are  examples  of  the  positive  information  on 
pregnancy  location  which  can  be  obtained  with 
the  laparoscope.  When  a distinct  pelvic  mass 
of  significant  size  was  palpable,  the  laparoscope 
added  little  additional  diagnostic  information. 
Twenty-one  of  23  patients  required  operations 
for  excision  of  the  pelvic  lesion.  For  these  21 
patients,  it  appears  that  laparoscopy  was  an 
unnecessary  extra  procedure.  Clinical  palpable 
findings  are  adequate  indications  for  excision 
of  pelvic  mass  when  not  associated  with  preg- 
nancy. Although  laparoscopy  aided  infertility 
evaluations,  these  were  not  followed  by  an  im- 
proved conception  rate.  After  laparoscopy,  only 
the  highly  motivated  couple  would  persist  in 
an  infertility  evaluation.  Conceptions  that  did 
occur  were  noted  in  patients  who  either  had 
minimal  fimbrial  adhesions  or  no  abnormalities 
at  all  when  examined  by  laparoscopy. 

Although  little  used  for  that  purpose,  lapar- 
oscopy is  useful  in  determining  the  effective- 
ness of  chemotherapy.  A real  dilemma  exists 
for  the  physician  in  determining  whether  in- 
tense chemotherapy  should  be  continued,  ter- 
minated or  started  in  patients  who  have  been 
previously  treated  for  diffuse  ovarian  or  cervical 
malignancy.  Laparoscopy  in  selected  patients 
permits  direct  visualization,  biopsy  and  exami- 
nation of  peritoneal  washings  for  exfoliated 
cells. 

General  anesthesia  is  most  frequently  used 
for  laparoscopy.  Inherent  with  this  is  the  prob- 
lem of  aspiration,  as  noted  in  one  patient. 


Changes  in  ventilating  pressure,  arterial  pFf, 
and  Pa  COo  have  been  reported  by  Alexander, 
Noe  and  Brown.  Decreased  pH  and  increased 
Pa  COo  are  most  likely  related  to  carbon  diox- 
ide absorption,  hypoventilation  secondary  to  an 
elevated  diaphragm,  and  increased  airway  dead 
space  as  airway  pressure  increases.  We  also 
have  noted  significant  bradycardia  in  one  pa- 
tient. Alexander  and  others  have  also  reported 
a bigeminal  cardiac  arrhythmia  in  one  patient, 
with  Pa  COo  rising  to  60  mm  Hg.  The  normal 
range  for  patients  for  Pa  COo  varies  from  18 
to  34  mm  Hg. 

From  a pragmatic  viewpoint,  the  technique 
of  laparoscopy  can  be  readily  learned  by  a 
physician  practicing  gynecologic  surgery.  In- 
terpretation of  findings  is  not  difficult.  How- 
ever, achieving  maximum  benefit  from  the  lap- 
aroscope requires  frequent  utilization  and  a 
high  degree  of  proficiency. 

For  laparoscopy  to  continue  to  enjoy  its 
present  status,  careful  patient  selection  is  nec- 
essary to  the  procedure’s  safety.  Of  course, 
a medical  contraindication  to  general  anesthe- 
sia is  a contraindication  to  laparoscopy.  Care 
should  be  taken  to  exclude  patients  with  obesi- 
ty, multiple  abdominal  or  pelvic  operation,  a 
history  of  acute  generalized  peritonitis,  rapid 
progressing  abdominal  or  pelvic  neoplasms,  and 
a diaphragmatic  hernia. 
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Tepanil’Ten-tq 

■ (continuous  release  forr 

(dieriiylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  potients  susceptible  to  drug  obuse. 

Warning;  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympothomimefic  agents,  it  may 
occosionolly  cause  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympothomimefic  cord/o- 
voscu/or  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


orrhythmio,  polpitotion,  ond  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a heolihy  young  moie  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  hos  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticoria,  ecchymosis,  and  erythema.  Gostrolntestinof  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  ond  obdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  morrow 
depression,  ogronulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fob  toblets:  One  75  mg.  toblet 
daily,  swoliowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  i.sazs  (2876) 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson- Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 


Painful 
night  leg 
cramps.. 


unNAdcome  bedfellow 
for  any  potient- 
induding  those  with  arthritis, 
diabetes  or  PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  |ust  one  tablet 
at  bedtime 


Ghiinamm 


Prescribing  Information  — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  rug.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestlnol  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i-ssosooso) 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trademark:  Quinamm 
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Specific  therapy  for  night  leg  cramps. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate''^  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning--may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V^,  phenacetin  gr.  IV2, 
caffeine  gr.  V2. 


Call  it  what  you  will,  it 
maybe  premalignant 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


•»«/»! ir-\.  Laboratories 

ROCHE  X Division  of  Hoffmann-La  Roche  Inc. 

■ y Nutley,  N.J.  07110 


dnd  £f ud6X'(nuorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’^ 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations-formula- 
tions  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.6 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.®  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil  — especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. : Jansen,  G.  T,  and  Honeycutt,  W.  M.: 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  III.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C.:  Cutis,  6:293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 

5,  Data  on  file,  HolTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local -pain,  pruri- 
tus, hyperpi^ientation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 
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(fluorouracil) 

cream/solution 


Electrical  safety  in 
critical  patient  areas 


Electrical  accidents  can  occur  in  all  phases  of  our 
lives,  but  they  have  received  recent  attention  in 
relation  to  medical  practice.  The  increased  use  of 
electrical  and  electronic  devices  in  clinical  medi- 
cine has  created  multiple  avenues  for  electrical 
accidents  involving  both  patients  and  medical 
personnel.  A brief  review  of  electrical  safety  con- 
siderations is  presented  and  a new  electrical  test 
device  is  described  which  can  serve  as  part  of  the 
comprehensive  attack  on  electrical  accidents  in 
clinical  settings. 


HAZARDS  OF  ELECTRICAL  devices  in  clinical 
environments  have  been  studied,  discussed 
and  reported.  From  childhood  most  of  us  are 
warned  of  the  dangers  of  electricity  at  home, 
at  work  and  at  play,  but  in  the  clinical  facility 
the  electrical  dangers  are  increased  for  two 
basic  reasons:  There  are  more  electrical  and 
electronic  devices  being  used,  and  there  are  an 
increased  number  of  pathways  for  lethal  cur- 
rent flow  directly  to  the  heart. 

There  have  been  numerous  workshops  and 
symposia  on  electrical  instrumentation,  electri- 
cal hazards  and  electrical  safety. ^ Case  histor- 
ies of  both  common  and  bizarre  electrical  acci- 
dents and  fatalities  are  being  compiled.  Reac- 
tions of  the  medical  world  to  the  problem  and 
reported  accidents  range  from  indifference  to 
unrealistic  alarm.  However,  the  facts  are  clear: 
(1)  Electrical  accidents  (including  fatalities)  can 
occur  in  the  medical  or  clinical  setting,  and  (2) 
certain  basic  and  simple  precautionary  steps 
can  be  taken  to  reduce  the  probability  of  these 
accidents  happening. 

A clear  concise  report  of  precautionary  mea- 
sures is  presented  as  the  “Seven  Steps  to  Elec- 
trical Safety,”  provided  by  the  Association  for 


the  Advancement  of  Medical  Instrumentation. ^ 
This  pamphlet  should  be  required  reading  for 
all  medical  and  hospital  maintenance  personnel. 

It  is  not  essential  that  every  health  worker 
be  expert  in  the  theory  of  electricity  and  the 
various  potential  electrical  hazards.  However, 
certain  personnel  in  critical  patient  areas 
should  be  totally  competent.  As  background 
reading  for  those  who  are  interested  in  a basic 
understanding  of  the  theory  and  principles  in- 
volved in  electricity  and  the  potential  electrical 
hazards  in  a clinical  setting,  an  excellent  refer- 
ence article  is  available.^  Some  basic  electrical 
relationships  can  be  understood  by  reviewing 
Ohm’s  law,  which  states  that  the  voltage  be- 
tween two  points  is  equal  to  the  current  flowing 
(amperes)  times  the  resistance  (ohms)  between 
the  two  points.  The  resistance  is  a physical 
property  of  the  material.  Current  is  a measure 
of  the  actual  electrical  flow  through  the  materi- 
al, and  voltage  is  the  force  that  causes  the 
current  to  flow.  Voltage  is  a measure  of  the 
capability  or  the  potential  for  current  flowing 
between  points  and  therefore  is  frequently  re- 
ferred to  as  the  electrical  potential. 

Relating  this  to  a medical  situation,  assume 
that  the  heart  has  approximately  a 500-ohm 
resistance.  This  means  that  an  electrical  poten- 
tial of  10  mv  applied  directly  across  the  heart 
will  cause  a current  of  20  ga.  This  same  poten- 
tial, applied  externally  across  a person’s  chest, 
would  produce  a much  smaller  current  through 
the  heart  since  the  combined  resistance  of  skin 
and  chest  is  much  greater  than  500  ohms.  Fig 
1 indicates  some  of  the  effects  of  electrical 
current  passing  through  an  individual’s  intact 
skin.  When  current  is  applied  directly  to  the 
myocardium,  much  lower  currents  can  produce 
harmful  effects.  Currents  as  low  as  5-50  jia  (1 
[la  is  one-millionth  of  an  ampere)  have  been  re- 
ported as  causing  ventricular  fibrillation  (Fig  2). 
Note  that  a current  greater  than  approximately 
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one-tenth  of  an  ampere  is  required  for  ventricu- 
lar fibrillation  when  passed  through  the  intact 
skin.  Many  of  our  new  advances  in  medicine, 
such  as  pacemakers  and  catheters,  produce 
direct  current  pathways  to  the  heart.  These  di- 
rect pathways  dictate  rigorous  electrical  safety 
procedures. 

One  of  the  main  safety  considerations  which 
all  can  understand  and  assure  is  proper  safety 
grounding.!-^  Properly  grounded  electrical  sys- 
tems and  patient  environments  can  greatly 
reduce  the  probability  of  accidents.  The  basic 
concept  of  an  equipotential  grounding  environ- 
ment dictates  that  all  possible  electrical  ground 
points  in  any  given  patient  environment  be 
maintained  at  the  same  voltage.  Typical  ground 
points  include  wall  plug  grounds,  instruments 
cases,  electrical  bed  frame,  lamps,  etc  (Fig  3). 
If  all  ground  points  are  at  the  same  voltage 
(potential)  the  possibility  of  electric  shock  via 
contact  between  grounded  surfaces  is  mini- 
mized. Simply  stated,  an  equipotential  ground 
environment  implies  that  all  possible  grounding 
sources  in  the  immediate  vicinity  of  a patient 
be  connected  by  low-resistance  conductors, 
such  that  the  voltage  difference  between  any 
two  points  of  this  ground  system  is  no  greater 
than  approximately  5-mv. 

A 5-mv  potential  difference  will  limit  current 
across  the  heart  (assuming  a 500-ohm  heart 
resistance)  to  10  fia  which  is  considered  a safe 
level.  The  need  for  this  very  low  level  is  espe- 
cially great  in  certain  critical  areas  such  as 
operating  rooms,  coronary  care  units,  and  in- 
tensive care  units  where  there  are  more  direct 
pathways  to  the  heart. 

Various  commercial  instruments  are  available 
for  testing  the  patency  of  equipotential  ground- 
ing systems.  They  consist  basically  of  an  AC 
meter  connected  across  a 500-ohm  resistance 
(simulating  the  myocardium).  The  meter  may 
be  calibrated  in  either  millivolts  or  microam- 


EFFECTS  OF  ELECTRICAL  CURRENT  THROUGH  INTACT  SKIN 
(60  HZ  - 1 Second  Exposure) 


SUSTAINED  MYOCARDIAL  CONTRACTION 

VENTRICULAR  FIBRILLATION 

PAIN,  MECHANICAL  INJURY 
"CAN'T  LET  GO' CURRENT  — 


THRESHaO  OF  PERCEPTION 


10  AMPS 

1 AMP 
ijj  AMP 


1000 


AMP 


I. 


EFFECT  OF  ELECTRICAL  CURRENT 
THROUGH  MYOCARDIUM 
(60  HZ  - 1 Second  Exposure) 


VENTRICULAR  FIBRILLATION 

5-50  Microamperes 

(Millionths  of  an  Ampere) 

2. 


GROUND  TEST  POINTS 


1.  GROUND  IN  WALL  OUTLETS 

2.  ELECTRICAL  INSTRUMENT  CASES 

3.  WATER  PIPES,  PLUMBING 

4.  ELECTRIC  BED  STRUCTURE 

5.  RADIATORS 

6.  TELEPHONE 

7.  NURSE  CALL,  TV  CONTROL 

8.  ETC. 
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ELECTRICAL  SAFETY 


TESTING  FOR  AN  EOU  I POTENT  I AL  ENVIRONMENT 

ANY 

r.ROUND 


ANY 

GROUND 

POINT 


4. 


CURRENT  INJECTION  TEST  DEVICE 


5. 


peres,  \Mith  ranges  of  25  mv  and  50  fia  typically 
employed.  Fig  4 illustrates  such  a device  which 
would  be  used  to  measure  the  potential  be- 
tween any  two  ground  points  in  the  patient  en- 
vironment to  assure  that  no  voltage  difference 
is  greater  than  5 mv.  Routine  use  of  this  safety 
testing  procedure  will  help  detect  certain  fail- 
ures in  ground  systems  and  electrical  faults 
which  can  occur  in  instruments.  The  procedure 
will  help  assure  safe  voltages  (and  currents) 
under  “normal”  conditions. 

In  addition  to  faults  of  a continuous  nature, 
certain  electrical  transients  may  occur  which 
produce  voltages  and  currents  many  times  larg- 
er than  steady-state  values.  The  recharging  of 
a DC  defibrillator  and  the  start/stop  sequence 
of  a dye  injector  pump  are  examples  of  circum- 
stances which  may  cause  the  appearance  of 
large  transient  potentials  within  the  ground 
system.  The  fault  transient  may  occur  as  a re- 
sult of  accidental  shorting  of  power  conductors 
through  defective  wiring  or  connections,  or 
catastrophic  failure  of  major  electrical  compo- 
nents. Even  in  a ground  system  properly  de- 
signed to  prevent  hazardous  potentials  from 
appearing  under  transient  conditions,  corrosion 
or  poor  mechanical  or  electrical  contact  may  re- 
duce or  negate  the  effectiveness  of  the  ground 
system  when  subjected  to  high  fault  currents. 

In  order  to  test  equipotential  grounding  sys- 
tems with  high  current  loads  (simulating  high 
fault  currents),  a new  device  was  developed. 
The  current  injection  test  device  (Fig  5)  com- 
bines a conventional  voltage  measurement  de- 
vice with  a current  injection  device  which  will 
inject  a 20-amp  current  through  the  ground 
system  being  evaluated.  The  current  injection 
probe  will  supply  a short  pulse  of  20  amp  so 
that  the  ground  system  can  be  evaluated  under 
high  current  loads.  The  short  pulse  allows  tests 
to  be  performed  without  blowing  fuses  or  dam- 
aging equipment  as  a result  of  a continuous 
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20-amp  current.  The  voltmeter  measures  the 
peak  value  occurring  during  the  current  injec- 
tion. The  peak  reading  voltmeter  has  ranges  of 
0.1,  1.0,  and  10,  corresponding  to  0.2,  2,  and 
20  ma  (since  measurements  are  made  across 
a 500-ohm  resistance).  The  input  across  the 
meter  is  differential  and  will  withstand  overload 
transients  of  ±500  v.  The  meter  holds  the 
peak  value  read  until  manually  reset,  and  is  in- 
dependent of  other  circuitry  in  the  instrument. 
A logic  circuit  coupled  to  an  electronic  switch 
triggers  two  complete  cycles  (1/30  of  a sec- 
ond) of  current  for  each  test.  The  magnitude  of 
the  current  is  determined  by  a series  resistor 
and  is  adjusted  to  20-amp  peak.  The  output 
current  pulse  may  be  injected  to  any  portion 
of  the  ground  system. 

The  objective  of  using  a high  current  is  two- 
fold: it  permits  voltage  measurements  to  be 
made  under  more  realistic  conditions,  and  it 
should  show  up  defects  in  the  ground  system 
which  may  not  be  apparent  at  lower  currents. 
Differences  in  conduit  size  and  mechanical  con- 
nection may  well  prove  to  be  significant  factors 
even  when  an  equipotential  ground  system  is 
assured  under  normal  conditions. 

The  current  injection  test  device  is  intended 
to  supplement  the  routine  safety  checks  by 
clinical  personnel.  The  ability  to  inject  a high 
current  provides  useful  safety  information.  For 
example,  it  becomes  apparent  that  the  number 
18  ground  wire  frequently  employed  in  instru- 
ment power  cables  provides  little  protection  in 
the  presence  of  high  current  faults.  An  8-ft 
length  of  number  18  wire  will  produce  a voltage 
drop  of  about  1 v (corresponding  to  2 ma 
through  a 500-ohm  heart)  when  subjected  to 
the  20-amp  pulse.  Because  of  such  high  voltage 
drops,  the  pulse  test  should  be  conducted  cau- 
tiously, certainly  not  in  the  presence  of  an 
actual  patient,  and  it  also  should  be  recognized 
that,  as  a result  of  unknown  paths  which  the 


test  current  may  take,  hazardous  voltages  may 
appear  at  unexpected  points  in  the  electrical 
system.  This  test  clearly  verifies  the  continuity 
of  the  cable,  plug,  and  receptacle  and  illus- 
trates the  relatively  high  potential  that  would 
result  if  a real  fault  occurred  in  an  instrument. 
For  proper  use  of  the  system  and  proper  inter- 
pretation of  the  results  it  should  be  used  by  a 
qualified  electronics  technician. 

The  current  injection  test  device  is  an  addi- 
tional tool  which  will  aid  a clinical  facility  in 
assuring  the  utmost  in  patient  safety.  Certainly 
the  basic  concepts  of  patient  safety,  awareness 
of  electrical  hazards,  and  proper  safety  ground- 
ing, should  be  understood  and  applied  by  all 
medical  personnel. 
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Survival  and  dormancy 


Spores  of  Clostridium  botulinum  and  Clostridium 
sporogenes  were  shown  to  remain  viable  in  liquid 
culture  media  stored  at  room  temperature  for  30 
years. 

THE  RESISTANCE  OF  BACTERIAL  spores  to 
physical  and  chemical  forces  that  destroy  the 
viability  of  other  microbial  forms  has  been 
the  object  of  much  interest  and  controversy 
throughout  the  history  of  microbiology.  Sup- 
porters of  spontaneous  generation  probably 
would  have  conceded  much  sooner,  had  there 
not  been  bacterial  spores  resistant  to  boiling 
water.i 

The  presence  of  viable  spores  has  been  re- 
ported in  many  ancient  materials. The  valid- 
ity of  such  reports  has  often  been  questioned 
because  of  the  possibility  that  the  samples  were 
contaminated  when  they  were  taken.  The  ma- 
jority of  these  reports  involved  spores  preserved 
in  dry  materials.  The  study  reported  here  was 
initiated  to  determine  if  Clostridia  spores  could 
survive  extended  storage  in  a liquid  environ- 
ment, and  was  designed  so  that  there  could  be 
no  doubt  about  contamination  from  the  exter- 
nal environment. 

In  1939,  seven  strains  of  Clostridium  sporo- 
genes and  eight  strains  of  Clostridium  botu- 
linum were  inoculated  into  sterile  beef  broth 
that  contained  small  amounts  of  ground  beef 
and  an  atmosphere  of  90%  hydrogen  and  10% 
carbon  dioxide.  These  tubes  were  incubated  at 
37°  C for  five  days  and  on  June  14,  1939,  were 
sealed  by  melting  the  tops  in  a gas  burner. 
These  were  kept  at  room  temperature  until  July 
15,  1969.  The  sealed  culture  tubes  were  scored 
at  the  top  with  a file,  heated  in  a gas  flame, 
and  the  tops  broken  off.  Samples  of  the  con- 
tents were  transferred  to  thioglycolate  broth 
and  the  Mueller  Hinton  5%  defibrinated  sheep 


blood  agar.  The  blood  agar  medium  was  incu- 
bated anaerobically  at  35°  C.  Contents  of  the 
original  tubes  were  smeared  and  stained  with 
either  the  Gram’s  stain  and/or  the  Wirtz  spore 
stain. 

Smears  of  the  original  cultures  showed  only 
spores  (Fig  1).  The  initial  inoculum  to  blood 
agar  plates  did  not  grow  after  seven  days’ 
incubation.  The  initial  cultures  to  thioglycolate 
broth  grew  within  48  hours  in  all  but  one  case. 
Clostridium  sporogenes  strain  178  never  grew, 
but  did  have  a few  spores  present  in  the  broth 
from  the  sealed  culture.  Gram’s  stained  smears 
of  these  first  cultures  showed  gram-positive 
rods  with  atypical  morphology  (Fig  2).  After  two 
to  four  passages  in  thioglycolate  broth,  good 
growth  was  present  after  24  hours’  incubation 
and  the  cell  morphology  was  typical  of  Clostri- 
dia species  (Fig  3).  At  that  time,  subcultures  to 
blood  agar  also  produced  good  growth.  The  bio- 
chemical reactions  of  these  organisms  were 
compatible  with  their  previous  species  designa- 
tion. Toxin  production  was  not  studied. 

These  data  demonstrate  survival  of  Clos- 
tridium botulinum  and  Clostridium  sporogenes 
spores  in  liquid  media  at  room  temperature  for 
at  least  30  years. 
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of  Clostridia  spores 


1.  Above  left.  Spore  stains  of 

culture  sealed  and  stored  from  1939  to 
1969. 

2.  Above.  Example  of  atypical 
morphologic  appearance 
observed  in  the  initial  subcultures. 

3.  Left.  Morphological  appearance  of  the 
cultures  after  two  to  four  passages 

in  thioglycolate  broth. 
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A substitute 
for  peritoneum 


A substitute  for  peritoneum,  produced  in  the  Lab- 
oratory of  Surgical  Training  and  Research,  St. 
Joseph  Hospital,  Houston,  is  described.  It  was 
thoroughly  tested  before  clinical  use.  It  also  has 
been  used  successfully  and  without  reaction  in 
replacement  of  the  human  dura. 

FOR  MANY  YEARS  we  have  been  distressed  at 
leaving  various  sized  areas  denuded  of  perito- 
neum. Although  many  surgeons  make  little  or 
no  effort  to  reperitonealize  such  raw  areas  and 
say  that  it  makes  no  difference  postoperatively, 
we  do  not  share  their  optimism.  We  have  exam- 
ined a number  of  patients  upon  whom  we  had 
operated  several  years  or  months  previously. 
Their  postoperative  courses  then  had  been 
smooth  and  uneventful,  giving  no  hint  of  any- 
thing wrong;  yet  at  the  second  operation  we 
found  that  a fair  number  of  them  had  extensive 
adhesions.  Our  policy  is  to  replace  or  restore 
the  peritoneum  as  completely  as  possible  in  all 
cases.  Raw  areas  are  not  the  only  cause  of  ad- 
hesions, but  certainly  they  must  be  a definite 
one. 

In  1968  we  began  a search  for  some  sort  of 
substitute.  We  knew  that  Dacron  (Mylar)  and 
Marlex  (polyproplylene)  had  been  used  exten- 
sively in  the  human  body  and  were  acceptable. 
Both  forms  had  tiny  holes  in  them  as  Marlex 
mesh  and  the  Mylar  prosthesis,  and  thus  were 
not  solid  films.  We  mention  this  because  we 
have  reviewed  the  work  of  the  Oppenheimers^  ® 
and  othersi'2  which  seemed  to  indicate,  curi- 
ously enough,  that  certain  plastics  in  film  form 
were  definitely  carcinogenic  in  rats  and  mice 
but  the  identical  plastic  in  some  other  physical 
form,  such  as  powder,  etc,  was  not  carcino- 
genic. However,  these  two  plastics  apparently 
were  not  among  the  ones  tested  in  this  thor- 


ough and  meticulous  research,  and  we  were  not 
able  to  find  any  case  of  malignancy  in  the 
human  which  was  considered  as  being  a direct 
result  of  the  use  of  any  form  of  plastic.  The 
extensive  and  lengthy  use  of  these  two  materi- 
als in  humans  now  gives  reasonable  assurance 
that  they  are  not  carcinogenic.  But  the  work 
quoted  seemed  to  indicate  that  in  film  form  a 
given  plastic  might  create  a tissue  reaction  dif- 
ferent from  the  reaction  produced  by  the  iden- 
tical plastic  in  other  forms,  at  least  in  the  rats 
and  mice  tested.  We  felt  justified,  however, 
since  no  such  carcinogenic  reaction  has  been 
known  to  occur  in  the  human  with  these  plas- 
tics, in  testing  them  for  a peritoneal  substitute. 

Samples  of  polypropylene  and  Mylar  film 
were  obtained,  but  none  would  hold  sutures 
and  this  approach  had  to  be  changed.  We 
wanted  the  substitute  to  be  very  thin,  nonreac- 
tive, flexible,  impermeable,  and  able  to  hold 
sutures.  We  hoped  such  a preparation  would 
stay  in  place  and  protect  the  raw  areas  until 
they  were  sealed  over  by  nature.  The  research 
quoted  did  indeed  show  that  a membrane 
formed  around  the  plastic  and  did  not  stick 
to  it.  We  found  this  true  in  our  work.  General 
Electric  Company  of  Schenectady,  NY,  fur- 
nished us  with  a plastic  called  MEM-213,  Silas- 
tic. These,  then,  were  the  three  plastics  we 
used:  polypropylene  (Marlex),  Mylar  (Dacron), 
and  Silastic.  Since  none  of  them  alone  in  any 
suitable  thickness  would  hold  sutures,  and 
since  we  were  unable  to  obtain  any  of  the  ex- 
perimental glue  presently  being  used,  we  de- 
cided to  laminate  some  sort  of  thin  fabric  be- 
tween two  layers  of  the  different  plastics,  and 
we  chose  Tevdek  8-0  surgical  thread.  This  has 
also  been  proven  inert  in  the  body,  and  is 
0.001  inch  in  diameter.  Dr.  Leonard  Kurtz,  of 
Deknatel,  Inc.,  furnished  us  with  large  spools 
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1.  A strip  of  Marlex-Tevdek,  1 by  3 inches, 
is  being  laid  against  the  posterior  rectus  sheath, 
behind  the  rectus  muscle. 


2.  A 2-by-2-inch  square  of  peritoneum  with  underlying 
transversus  muscle  has  been  removed  and  replaced 
by  a piece  of  Marlex-Tevdek  preparation. 


3,4.  Left  & right,  above.  Replacement  of  entire 
anterior  peritoneum  with  Marlex-Tevdek 
preparation  is  shown. 


5.  A large  piece,  6 by  8 inches, 
was  left  floating  free  and 
was  removed  after  two  months. 
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6.  A gauze  sponge  wrapped 
in  Marlex-T evdek  is 
removed  after  one  month. 
There  are  a few  omental 
adhesions  to  the  neck  of  the 
bag,  nothing  else. 


y^;r4C«v-  - .,  ...: 

-.,  V--  V-  ■; 

; ' . ■ i ' 


7.  y4  low-power  view  shows  the  wall  of  abscess. 

The  lining  consists  of  granulation  tissue  that  is  diffusely 
infiltrated  by  leukocytes.  Dense  fibrous  tissue  at  the 
periphery  of  the  abscess  is  seen  in  the  right 
lower  corner. 


of  this,  and  also  gave  us  invaluable  advice  and 
counsel  about  many  different  facets  of  the 
problem.  The  thread  \was  woven  into  a fabric 
of  50-mesh  to  the  inch,  but  this  was  too  tight 
a weave,  and  now  a 12-  or  15-mesh  to  the  inch 
is  used. 

Next  we  tried  to  laminate  this  fabric  or  scrim 
between  layers  of  the  three  plastics.  Marlex,  or 
polypropylene,  can  be  laminated  perfectly  with 
heat  and  pressure.  A temperature  of  275°  F 
with  600  psi  for  about  12  minutes  will  laminate 
two  layers  of  polypropylene  each  0.0005-inch 
thick  with  the  layer  of  scrim  between  perfectly. 
This  makes  a product  which  varies  from  0.0013 
to  0.0016  inch  thick,  uniform,  smooth,  flexible, 
and  impermeable  to  5 lb  suction  (millipore 
machine).  The  Mylar  cannot  be  laminated  ex- 
cept with  an  adhesive  and  after  a long  time  we 
located  the  Schjeldahl  Company  in  Minnesota 
which  was  able  to  do  this  for  us.  The  General 
Electric  Company  in  New  York  took  our  fabric 
and  made  their  preparation  by  some  sort  of 
casting  process. 

Mr.  Marion  May,  of  the  May  Laminating  Com- 
pany, Houston,  has  taken  an  interest  in  this 
project  and  has  been  of  the  utmost  help.  With- 
out his  technical  know-how  and  assistance,  suc- 
cess would  have  been  most  difficult. 

Method:  Some  50  dogs  were  used,  and  a total 
of  at  least  100  operations  were  done.  The  first 
three  or  four  where  we  used  the  plastic  film 
alone  were  failures;  the  sutures  pulled  out  and 
no  worthwhile  results  were  noted.  In  all  others 
the  plastic  scrim  was  used. 

In  the  first  group  the  anterior  rectus  sheath 
was  opened  (Fig  1),  and  a small  strip  of  the 
plastic  scrim  was  laid  between  the  posterior 
sheath  and  the  muscle  without  sutures,  the 
anterior  sheath  incision  was  closed,  and  the  ab- 
domen was  opened.  A 2-by-2-inch  square  of 
peritoneum  with  the  underlying  transversus 
muscle  attached  was  removed,  and  a similar 
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S.  Low-power  view  of 
fibrous  membrane.  Witiiin  a 
matrix  of  collagenous 
fibers  there  are  many  fibro- 
blasts and  capillaries  seen.  The 
base  of  the  membrane 
contains  Marlex  and  a foreign 
body  giant  cell. 


9.  Low-power  view  of  membrane  depicting 
differentiation  between  superficial  and  basal  zone. 
The  superficial  portion  is  composed  of  loose 
granulation  tissue  with  inflammatory  cells  while  the 
deeper  area  is  characterized  by  dense  fibrous 
material  surrounding  the  Marlex. 


10.  High-power  view  of 
granulation  tissue  constituting 
the  superficial  zone  of 
the  developing  membrane.  The 
surface  has  not  yet  been 
covered  by  mesothelial  cells. 
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11.  Low-power  view  depicting  the  late  stage  in  the 
formation  of  the  membrane.  Most  of  the 
granulation  tissue  has  been  transformed  into 
dense  fibrous  material. 


square  of  the  chosen  plastic  was  sutured  in 
place  (Fig  2).  These  animals  were  reopened 
two,  three,  and  six  months  later. 

In  a second  group,  in  addition  to  these  proce- 
dures, various  gastrointestinal  operations  were 
done,  and  the  anastomotic  sites  were  covered 
with  a piece  of  plastic  scrim. 

In  a third  group,  in  addition  to  some  of  the 
foregoing  procedures,  on  closing,  the  anterior 
peritoneum  was  removed  entirely  and  replaced 
by  suturing  a 3-by-6-inch  strip  of  the  prepara- 
tion in  place  (Figs  3,  4). 

In  a fourth  group,  in  addition  to  some  of  the 
listed  procedures,  a large  piece  of  the  prepara- 
tion was  left  to  float  free  in  the  abdomen,  to 
see  if  enough  reaction  would  be  produced  to 
cause  trouble  (Fig  5). 

In  one  animal  an  ordinary  gauze  sponge  was 
wrapped  up  in  Marlex,  and  left  to  float  in  the 
abdomen  (Fig  6).  In  a second  animal,  the  same 
kind  of  sponge  was  left  free  in  the  abdomen 
without  any  such  encasement,  and  an  abscess 
formed  with  a wall  0.5  inch  thick.  Fig  7 shows 
a photomicrograph  of  wall. 

Observations  and  Conclusions:  1.  All  of  these 
substances  seem  to  be  inert  and  do  not  cause 
much  peritoneal  reaction. 

2.  In  no  instance  did  an  intestinal  loop  stick 
to  the  plastic. 

3.  The  large  pieces  (about  6 by  8 inches  at 
least)  left  floating  free  seemed  to  cause  little 
trouble.  In  no  instance  was  obstruction  pro- 
duced. The  loops  of  gut  in  many  cases  seemed 
to  stick  together  with  a loose  cohesion,  but  the 
plastic  itself  could  always  be  pulled  out  easily. 
The  area  from  which  it  came  was  in  all  cases 
covered  with  a thin,  smooth  membrane. 

4.  In  most  instances  where  a raw  patch  area 
was  covered  by  the  plastic,  a thin  fibrous  mem- 
brane would  grow  entirely  across  and  cover  the 
prosthesis.  This  membrane  at  a late  stage 
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would  develop  a mesothelial  layer  of  single 
cells.  Grossly  it  resembled  the  peritoneum 
(Figs  8-12). 

5.  No  loop  of  gut  ever  stuck  to  this  mem- 
brane either.  Some  strands  of  omentum  fre- 
quently would  be  attached,  but  such  adhesions 
were  usually  filmy  and  created  no  problem.  This 
was  also  true  when  the  plastic  was  used  to 
replace  the  anterior  peritoneum. 

6.  A sponge  insulated  by  this  method  caused 
absolutely  no  reaction  (Fig  6),  while  one  not 
so  insulated  or  protected  caused  a profound 
reaction  with  abscess  formation,  the  wall  of 
which  was  at  least  0.5  inch  thick,  with  adjacent 
adhesions  (Fig  7). 

7.  The  intestinal  anastomoses  covered  with 
the  plastic  scrim  did  not  do  well.  Some  showed 
little  reaction,  but  enough  developed  obstruc- 
tion so  that  not  too  many  were  done.  We  feel 
that  peristaltic  movements  had  a great  deal 
to  do  with  this  complication,  which  probably 
might  not  occur  in  relatively  stationary  areas. 
Pyloroplasty  coverage  was  successful. 

8.  No  evidence  of  malignant  change  was 
seen  anywhere.  Most  of  the  animals  were  not 
observed  much  longer  than  six  months  any- 
way, and  in  view  of  the  research  work  quoted 
we  plan  to  repeat  some  of  this  work  with  a one- 
to  two-year  observation  period. 

9.  Of  all  the  three  materials,  the  Marlex 
preparation  seems  to  be  the  best  choice.  It  is 
available  and  it  can  be  easily  and  perfectly  lam- 
inated, which  the  other  two  cannot.  However, 
the  Silastic  and  Mylar  preparations  would  prob- 
ably serve  the  purpose  equally  well.  The  differ- 
ence in  the  Mylar  preparation  is  that  the  fabric 
was  not  woven  but  the  threads  were  simply 
laid  in  one  direction  and  another  group  of 
threads  laid  at  right  angles  to  these,  so  this 
is  not  a true  woven  fabric.  The  reactivity  and 
other  qualities  of  this  preparation  were  equal 


12.  High-power  view  showing  the  surface  of  the 
completely  developed  membrane  which  is  covered  with 
a layer  of  mesothelial  cells. 
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13.  Partial  hepatectomy  is  shown;  the  raw  surface 
is  covered  by  Marlex-Tevdek  mesh.  Sutures 
plus  experimental  glue  were  used  here. 

(Courtesy  of  Dr.  John  S.  Stehlin.) 


to  the  Marlex,  but  it  does  not  seem  to  have 
the  same  suture-holding  strength  and  it  is  a 
rather  expensive  process.  The  Silastic  (MEM- 
213)  also  was  inert  and  seemed  to  do  about 
as  well  with  the  exception  that  it  was  a little 
thicker  and  a little  stiffer  than  we  had  really 
hoped  for.  Otherwise,  it  is  a good  preparation 
for  this  purpose. 

Clinical  Trial:  This  method  has  been  used  in  the 
operating  room  here.  It  has  been  found  to  be 
exceptionally  good  for  covering  the  raw  liver 
surface  where  a liver  resection  has  been  done 
(Fig  13).  Both  the  experimental  glue  and  su- 
tures were  used  in  this  application.  It  has  been 
used  in  abdominoperineal  resections  (Fig  14). 
No  untoward  results  have  been  observed  thus 
far. 

It  has  also  been  used  to  replace  dura  by  the 
neurosurgeons.  No  reaction  of  an  unfavorable 
nature  has  been  noted  in  these  cases  either. 
Summary:  We  believe  that  this  preparation  can 
be  used  to  protect  raw  areas  until  nature  seals 
them  over  with  a natural  covering.  Of  itself,  it 
causes  almost  no  reaction  except  the  develop- 
ment of  the  thin,  fibrous  membrane  which  in 
most  cases  will  cover  the  prosthesis  completely, 
protecting  the  raw  area.  No  form  of  adhesive 
is  necessary  in  its  use,  and  we  consider  this  to 
be  an  advantage. 

As  far  as  our  observations  went  timewise, 
there  was  no  evidence  whatever  of  any  malig- 
nant change  developing  anywhere,  and  based 
on  the  extensive  clinical  use  of  the  polypropy- 
lene we  do  not  think  this  is  likely  to  be  a factor. 
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I'Wvm" 


14.  Large  denuded  area 
in  abdominal-perineal  resection 
is  covered  with  Marlex- 
Tevdek  preparation; 

There  is  no  reaction.  (Cour- 
tesy of  Dr.  Malcolm  Sher). 


Volume  68,  February,  1972 


89 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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11.  C91^11  ICf  llllWV/t.WVlf 

or  Open  to  infection  ••• 

choose  the  topicids 
that  ^ive  your  patient- 


% broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin"  ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

Vimishin;^  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methyl paraben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  ' 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appro0.riate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind, 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

[U  belladonna  alkaloids — for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital — for  associated  anxiety  and  tension 


Composition:  Each  chewable,  friiit-ilavored,  scored  tab- 
let contains;  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Admini.ster  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
halt  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liciuids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  cnicifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


RICHARD  J.  ALEXANDER,  MD 


People’s 

free 

clinic 


The  free  clinic  movement,  developing  spontane- 
ously since  1967,  represents  a response  by  medical 
professionals  to  what  appears  to  be  increasing 
health  problems  among  young  people  living  away 
from  home.  The  movement  has  grown  to  nation- 
wide proportions  outside  established  institutions 
for  delivery  of  health  care.  One  author  has  com- 
piled a list  of  135  such  clinics.^ 

This  article  concerns  itself  with  one  such  organi- 
zation, the  People’s  Free  Clinic  of  Austin.  The 
author  hopes  this  description  will  be  of  value  to 
those  interested  in  this  movement,  and  will  high- 
light problems  and  difficulties  in  developing  new 
health  delivery  systems  to  meet  changing  socio- 
medical situations. 


THE  PEOPLE’S  FREE  CLINIC  opened  on  April  7, 
1970,  in  the  basement  of  a church  in  Austin, 
close  to  the  main  campus  of  The  University  of 
Texas.  It  meets  one  night  per  week  and  volun- 
teer medical  and  lay  staff  see  some  80  to  100 
people  per  night.  In  its  first  year  of  operation 
the  clinic  personnel  saw  more  than  3,000  indi- 
vidual patients  for  approximately  5,500  patient 
visits.  It  is  estimated  that  the  clinic  has  con- 
tributed approximately  $35,000  in  services  and 
$5,000  in  donated  drugs  to  the  community  in 
its  first  year  with  a cash  outlay  of  less  than 
$2,000. 

Setting:  Austin  is  a rapidly  expanding  metropoli- 
tan community  of  300,000  people.  It  is  the 
state  capital  and  is  a center  of  government 
employment  at  the  federal,  state  and  local 
levels.  In  the  past  few  years  Austin  has  attract- 
ed a number  of  industries  such  as  IBM,  Texas 
Instruments,  and  Westinghouse. 

This  growing  community  has  attracted  highly 
qualified  physicians.  The  Travis  County  Medical 
Society  has  about  400  members,  which  repre- 
sents an  increasing  number  of  specialists  and 


a loss  of  general  practitioners  during  the  past 
ten  years.  The  city  is  served  by  six  general  hos- 
pitals, three  of  which  are  private.  One  of  the 
public  hospitals  is  the  Student  Health  Center 
for  students  at  The  University  of  Texas  at  Aus- 
tin; another,  the  Austin  State  Hospital,  serves 
the  mentally  ill.  The  city  hospital.  Bracken- 
ridge,  has  primary  responsibility  for  meeting 
the  needs  of  indigents  in  the  county.  There  is 
a city  health  department  with  a venereal  dis- 
ease clinic  and  a mental  health  clinic,  neither 
of  which  has  as  stringent  age  or  residency 
restrictions  as  does  Brackenridge  hospital.* 

The  main  campus  of  The  University  of  Texas 
and  the  campuses  of  several  smaller  private 
schools  in  the  Austin  metropolitan  area  attract 
an  estimated  50,000  college  students  to  Austin 
during  the  school  year.  Along  with  rapid  growth 
of  student  population,  the  city,  particularly  the 
University  area,  has  been  confronted  with  in- 
creasing youth  problems.  Much  of  this  is  cen- 
tered around  the  so-called  counter  culture  and 
the  use  of  drugs  among  the  influx  of  apparently 
indigent  young  people  who  have  settled  in  and 
around  Austin  in  recent  years.  Although  they 
are  nonstudents  or  occasional  students,  they 
seem  to  identify  with  the  university  atmosphere. 
Founding  of  the  Clinic:  Because  of  the  restric- 
tions on  care  for  indigents  at  the  city  hospital 

*Brackenridge  Hospital  has  a six-months’  residency 
requirement  for  admission  to  its  indigent  outpatient 
clinics.  Also,  in  accordance  with  state  law,  youths  un- 
der 21  years  of  age  seeking  care  in  clinics  or  emer- 
gency room  are  not  seen  without  parental  consent, 
except  in  cases  of  life-threatening  emergency.  Another 
barrier  for  some  young  people  was  the  hospital's  pol- 
icy of  routinely  calling  the  police  in  cases  of  drug  over- 
dose. Those  who  meet  age  and  residency  requirements 
must  also  have  an  income  under  $140  per  month  for 
individuals  or  $185  per  month  for  couples  to  qualify 
for  health  care  at  Brackenridge.  Thus  the  outpatient 
department  has  only  2,000  families,  or  8,000  indi- 
viduals on  its  rolls.  Approximately  30  new  clinic  cards 
are  issued  each  month. 
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and  because  of  the  increase  in  the  indigent 
transient  nonstudent  population,  especially 
minors,  in  and  about  the  University  area,  \who 
would  not  meet  the  residency  requirements  for 
care  in  the  city  hospital,  some  of  the  local  med- 
ical people  began  exploring  the  possibility  of 
establishing  a free  clinic. 

The  actual  impetus  for  the  People’s  Free 
Clinic  came  from  a registered  nurse,  Mrs.  Geor- 
gia Whitaker.  She  and  her  husband,  an  intern- 
ist, had  been  contacted  informally  by  a number 
of  young  people  asking  for  treatment  of  various 
physical  problems.  This  couple  assembled  a 
nucleus  of  about  five  physicians  and  six  to 
eight  nurses  who  began  meeting  in  February 
and  March  of  1970  to  plan  for  the  opening  of 
a free  clinic.  They  obtained  space  in  the  base- 
ment of  the  Congregational  Church  near  the 
University  area,  put  notices  in  the  underground 
and  campus  newspapers  announcing  the  open- 
ing, and  on  the  first  night  saw  33  patients.  The 
clinic  subsequently  expanded  to  a capacity  of 
80  to  100  patients  each  Tuesday  night,  with 
occasionally  as  many  as  140  patients. 

Clinic  Night:  The  first  impression  one  has  on 
entering  the  clinic  is  overwhelming.  Young  peo- 
ple with  long  hair  are  everywhere,  sitting  on  the 
floor,  on  chairs  and  benches,  or  standing  in 
line  to  be  registered.  Frequently  a tape  deck  is 
playing  music  in  the  waiting  area.  The  prospec- 
tive patient  is  first  greeted  by  nonmedical  per- 
sonnel at  the  “front  desk.”  He  is  asked  to  fill 
out  a form  giving  vital  statistics.  (No  attempt 
is  made  to  screen  out  minors  and  each  physi- 
cian has  to  decide  on  his  own  recognizance 
whether  to  see  patients  under  age  21.) 

After  the  patient  has  passed  through  the 
necessary  registration,  he  is  greeted  by  a nurse 
who  records  his  chief  complaint,  lists  symp- 
toms, takes  a screening  type  of  history,  and 
orders  whatever  laboratory  work  she  thinks  may 


be  needed  later  on.  Patients  whose  problems  do 
not  require  a physician's  attention  (for  exam- 
ple, those  seeking  the  report  from  previous 
serologic  studies)  are  sent  on  to  the  nurse  or 
technician  involved. 

Unless  there  is  an  obvious  emergency,  the 
patient  is  asked  to  go  to  the  waiting  area  and 
his  chart  is  given  to  a clerk  who  holds  all  the 
records  of  patients  waiting  to  be  seen. 

Each  of  the  four  or  five  physicians  present 
is  assisted  by  a nurse  who  gets  the  chart  from 
the  clerk  and  brings  the  patient  to  one  of  the 
smaller  rooms  in  the  basement  which  has  been 
converted  to  a primitive  examining  area  with 
scrounged  chairs  and  tables  and,  in  some 
cases,  donated  examining  tables.  The  patient  is 
interviewed  and  examined  by  a physician  in  a 
fashion  similar  to  that  in  any  other  clinic.  Ap- 
propriate findings  are  noted  on  his  chart.  Addi- 
tional laboratory  work  is  done  in  the  converted 
church  kitchen  and  the  patient  is  sent  to  the 
pharmacy  area  after  receiving  instructions  from 
the  physician  about  follow  up.  At  the  pharmacy 
area  he  receives  packaged  labeled  medication 
from  a pharmacist:  a nurse  gives  any  necessary 
injections. 

It  is  estimated  that  90%  of  the  patients  are 
taken  care  of  on  the  site.  The  remainder  are 
referred  by  physicians  to  other  physicians  in 
the  community  or  to  the  city  hospital. 

The  clinical  problems  are  as  follows:  suspect- 
ed or  proven  gonorrhea,  25%;  requests  for  oral 
contraceptives,  17%;  upper  respiratory  tract 
infections,  13%;  suspected  or  proven  hepatitis, 
5%:  gynecologic  problems  other  than  venereal 
disease,  10%;  skin  disorders,  5%;  immuniza- 
tions, 5%:  and  various  problems  such  as  abra- 
sions, ear,  nose,  and  throat  infections,  or  re- 
quests for  physical  examinations. 

Other  than  their  youth  and  hair,  a striking 
feature  of  the  clinic  patients  is  their  courtesy 
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1 . Results  of  drug  use  survey. 


Alcohol 

Marijuana 

Hash 

Speed* 

Heroin* 

LSD 

Percentage  using 
a drug  one  time 
or  more  99% 

90% 

81% 

51% 

26% 

65% 

‘Majority  said  they  had  used  only  one  time. 


and  patience  while  waiting  to  be  seen.  Beyond 
this  point  it  is  difficult  to  get  any  clear  or  con- 
sistent picture  of  the  attitudes,  habits,  or  phi- 
losophy of  those  who  come  to  the  People’s  Free 
Clinic. 

Patient  Profile:  The  charts  and  a survey  by  nurs- 
ing students  from  The  University  of  Texas^  tell 
us  that  the  patients  are  predominantly  white, 
between  the  ages  of  17  and  25,  and  mostly 
(85%)  nonstudents;  60%  are  under  21  years 
of  age  and  85%  of  these  live  away  from  home. 
They  come  from  family  backgrounds  whose  in- 
comes range  from  $3,000  to  $125,000  per  year. 
The  average  income  of  the  patients  is  $120  per 
month.  Reliable  information  about  the  extent  of 
drug  use  is  difficult  to  come  by.  During  the  first 
months  of  operation  the  policy  of  the  staff  was 
not  to  inquire  about  drug  problems  unless  the 
individual  patient’s  history  dictated  inquiry  (for 
example,  when  it  was  important  to  distinguish 
between  serum  or  infectious  hepatitis). 

Few  people  are  seen  in  the  clinic  while  they 
are  under  the  influence  of  drugs.  A few  patients 
have  come  in  while  they  were  “high”  or  “run- 
ning” on  speed,  but  most  of  the  patients  on 
“bad  trips”  from  hallucinogens  go  to  a lay 
clinic  called  Middle  Earth  which  is  located  at 
the  University  YMCA.  A few  patients  have  come 
into  the  clinic  seeking  help  about  heroin  use. 
They  have  been  referred  to  the  local  Mental 
Health  Center.  All  the  physicians  who  work  with 
any  regularity  at  the  clinic  have  received  calls 
in  their  offices  concerning  drug  reactions. 

Late  in  the  first  year  of  operation,  an  infor- 
mal survey  by  University  of  Texas  nursing  stu- 
dents^ concerning  drugs  was  conducted  on 
three  separate  clinic  days,  with  100  of  the  re- 
turned questionnaires  being  selected  at  ran- 
dom. The  study  suggested  heavy  involvement 
with  drugs  with  the  response  as  shown  in  Fig  1. 

Because  the  method  of  sampling  was  not 
well  controlled,  it  would  be  erroneous  to  say 
that  the  information  is  indicative  of  the  patterns 
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of  drug  use  of  the  clientele.  It  is  included  for 
the  benefit  of  readers  over  age  30  who  may  not 
be  aware  of  the  variety  of  drugs  being  used 
now  as  compared  with  the  situation  ten  years 
ago  when  alcohol  was  the  predominant  reagent 
to  use  for  relaxation.  The  use  of  hard  narcotics 
of  any  degree  is  a frightening  phenomenon  that 
has  appeared  in  the  past  three  years. 
Organization:  As  in  any  new  organization  the 
pattern  of  operation  at  the  clinical  and  admin- 
istrative level  changed  a great  deal  during  the 
first  year.  This  process  of  evolution  grew  out 
of  the  particular  skills,  interests  and  material 
resources  available  as  the  staff  interacted  with 
the  problems. 

The  Texas  State  Department  of  Health  and 
the  City-County  Health  Department  recognized 
the  value  of  the  clinic  in  terms  of  communica- 
ble disease  control.  They  assigned  public  health 
nurses  to  give  immunizations,  and  also  made 
available  large  quantities  of  antibiotics  (tetra- 
cyline  and  penicillin).  In  return,  the  clinic  pro- 
vided information  as  to  the  number,  age,  and 
sex  of  patients  treated  for  gonorrhea.  Addition- 
al drugs,  especially  vaginal  suppositories  and 
birth  control  pills,  were  obtained  from  local 
drug  companies. 

At  first,  the  available  laboratory  studies  con- 
sisted only  of  pregnancy  slide  tests,  bile  tests 
on  urine,  and  serology  (performed  by  the  State 
Health  Department).  Through  loans  from  phy- 
sicians and  purchases  of  equipment  the  labora- 
tory eventually  was  able  to  add  complete  blood 
counts,  urinalyses,  gonococcus  smears,  and 
slide  tests  for  mononucleosis.  It  was  also  able 
to  mail  Papanicolaou  smears  to  a cancer  re- 
search laboratory  to  be  read  for  $1.50,  and  to 
receive  and  return  culture  media  from  the  State 
Health  Department  at  no  cost. 

Considerable  clinical  organization  was  given 
by  instructors  and  students  from  The  Univer- 
sity of  Texas  School  of  Nursing.  The  students 
and  instructors  have  done  a number  of  studies 


concerning  the  life  style  of  the  clientele.  The 
nurses  and  social  workers  have  established  a 
rap  session  which  goes  on  during  clinic  nights 
for  those  patients  who  feel  the  need  to  talk  to 
someone  about  their  emotional  problems. 

Several  members  of  the  “freak”  community 
came  forward  to  help  with  the  setting  up  of 
records  and  the  opening  and  closing  of  the 
clinic.  After  hours,  it  is  not  unusual  for  the 
clinic  staff  to  adjourn  to  a local  tavern  to  dis- 
cuss, among  other  things,  the  operation  of  the 
Free  Clinic. 

The  administrative  staff  organization  was 
highly  informal  at  first.  Much  of  the  necessary 
secretarial  and  bookkeeping  work  was  done 
through  the  offices  and  homes  of  the  author 
and  the  Whitakers.  Later,  the  clinic  hired  a full- 
time administrator  to  take  bookkeeping  and 
secretarial  duties  out  of  the  offices  of  physi- 
cians who  had  subsidized  this  function.  General 
meetings  were  held  as  needed,  with  decisions 
frequently  being  made  by  group  consensus. 
However,  it  became  necessary  to  establish  a 
corporation,  with  the  voluntary  assistance  of  a 
prominent  local  law  firm,  and  to  elect  a board 
of  trustees  which  would  hold  regular  meetings 
in  order  to  obtain  tax-exempt  status  with  IRS. 
This  board  of  trustees  eventually  assumed  the 
decision-making  role  in  the  Free  Clinic  and  in 
April,  1971,  a second  board  composed  of  two 
physicians,  three  nurses,  one  laboratory  tech- 
nician, one  pharmacist,  a member  of  the  Con- 
gregational Church,  and  another  nonprofes- 
sional was  appointed. 

Finances:  From  April  1970  to  April  1971,  the 
clinic  collected  only  $3,000  in  donations, 
$1,000  of  which  came  from  the  clientele.  It 
spent  only  $1,600  of  this.  The  clinic’s  operation 
on  so  little  funds  the  first  year  was  possible 
because  of  donations  of  space,  equipment  and 
drugs  by  many  different  agencies  and  individu- 
als. Initially  the  clinic  staff  assumed  that  very 
little  in  the  way  of  financial  resources  would  be 
necessary.  At  the  end  of  the  first  year  of  opera- 
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tion,  it  was  apparent  that  the  financial  needs 
of  the  clinic  were  considerable.  It  was  esti- 
mated that  for  the  fiscal  year  starting  in  April 
1971  and  ending  in  April  1972,  a minimum  of 
$10,000  cash  will  be  necessary  to  maintain  the 
clinic.  The  staff  responded  by  a series  of  urgent 
pleas  and  articles  in  the  various  media  directed 
primarily  at  educating  the  patient  population 
about  the  financial  problems.  A financial  com- 
mittee became  operative  toward  the  end  of  the 
first  year  by  sending  information  to  and  seek- 
ing grants  from  various  foundations.  Also,  so- 
licitations were  started  on  the  streets  in  and 
around  the  University  area.  The  clients  were 
assessed  50c  per  visit  and  asked  to  pay  the 
cost  of  drugs  and  laboratory  tests  if  possible. 
These  efforts,  primarily  the  solicitations,  result- 
ed in  an  increased  cash  flow  permitting  the 
clinic  to  maintain  its  current  obligations  and 
buy  additional  equipment  such  as  a micro- 
scope. There  has  been  some  success  from  a 
benefit  performance  by  a local  rock  group  who 
donated  $500  of  their  receipts  for  one  night. 

An  enterprising  nonprofessional  member  of 
the  counter  culture  secured  the  services  of  a 
local  FM  radio  station  for  a 24-hour  marathon. 
The  City  Council  gave  permission  to  block  off 
the  street  in  front  of  the  clinic  so  that  20  local 
rock  bands  could  participate  at  intervals  over 
an  audio  hook-up  from  the  street  to  the  studio. 
The  public  was  invited  to  attend  or  to  listen  in 
on  the  air.  In  one  day,  $5,100  was  collected. 
Recruitment  of  Physicians:  Although  the  com- 
munity media  have  been  responsive  to  the 
clinic,  relations  between  the  clinic  and  organ- 
ized medicine  have  been  much  more  reserved. 
The  Travis  County  Medical  Society  has  been  in- 
formed by  the  staff  of  the  clinic’s  activities  in 
the  form  of  slide  shows  to  the  general  member- 
ship and  talks  before  various  committees  about 
particular  problems  encountered.  The  society’s 
official  attitude  has  been  one  of  cordial  neu- 
trality. 


It  has  become  increasingly  difficult  to  recruit 
new  physicians  to  replace  those  who  leave  after 
a term  of  volunteer  work.  During  the  first  year 
of  operation,  about  30  physicians  contributed 
their  time,  with  no  more  than  12  being  active 
at  any  one  time.  The  largest  single  group  of 
physicians  in  the  clinic  has  been  psychiatrists 
who  do  primarily  physical  diagnosis  and  medi- 
cal treatment.  Toward  the  end  of  the  year  an 
attempt  was  made  to  canvass  the  medical 
society  members  individually  and  see  if  any  of 
them  would  volunteer  to  work.  The  responses 
were  varied,  but  only  one  or  two  physicians  vol- 
unteered to  work.  Many  said  that  they  support- 
ed the  clinic’s  efforts  but  were  too  committed 
to  other  activities  at  that  time.  Some  stated 
that  they  had  reservations  about  working  with 
a patient  population  that  was  basically  capable 
of  meeting  its  own  needs  but  seemed  to  reject 
the  values  of  society.  Most  politely  declined  to 
work  in  the  clinic  without  commenting  one  way 
or  another  as  to  their  reasons.  A few  felt  that 
the  existing  state  laws  created  too  much  expo- 
sure to  liability  in  working  with  large  groups  of 
adolescents.  One  physician  seriously  questioned 
the  clinic’s  policy  of  providing  contraceptive 
pills  as  well  as  giving  information  about  legal 
abortion  in  other  states  to  people  18  years  of 
age  and  older. 

Medical-Legal  Problems:  Since  the  clinic  treats 
so  many  minors,  it  has  special  problems  from 
a medical-legal  standpoint.  Communication  with 
the  Texas  Medical  Association’s  Legal  Counsel 
indicates  that  one  of  the  main  difficulties  with 
rendering  medical  care  for  university  age  stu- 
dents is  the  fact  that  under  our  law  a person 
under  the  age  of  21  may  not  consent  to  medical 
treatment,  with  the  exception  that  any  person 
may  consent  to  the  treatment  of  venereal  dis- 
ease. Since  most  of  the  “street  people’’  that 
are  treated  at  the  People’s  Free  Clinic  are  prob- 
ably not  above  the  age  of  21,  the  physician  may 
be  subjecting  himself  to  possible  legal  liability 
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for  failure  to  secure  consent  of  the  parent. 
Also,  another  problem  is  that  of  continuing 
medical  treatment  where  such  is  needed.  Many 
courts  have  held  that  the  physician  has  aban- 
doned his  patient  if  he  fails  to  continue  to  treat 
the  patient  until  the  medical  condition  for  which 
the  patient  secured  the  physician’s  services  has 
been  cured. 

The  whole  problem  of  treatment  of  minors 
focused  most  sharply  on  young  ladies  under  21 
years  of  age  requesting  birth  control  pills  and 
abortions,  and  immediately  provoked  consider- 
able discussion  among  the  staff  as  to  what  the 
clinic’s  policy  about  treatment  of  minors  should 
be.  It  was  finally  decided  to  place  the  burden 
for  this  decision  on  the  individual  physician, 
but  to  actively  discourage  the  giving  of  birth 
control  pills  to  minors  under  the  age  of  18, 
especially  if  they  were  living  with  their  parents. 
In  practice,  the  18-year-old  or  older  females  or 
males  were  assured  of  treatment,  while  those 
under  age  18  were  screened  prior  to  treatment. 

In  more  than  one  case  the  local  representa- 
tive for  the  major  malpractice  insurance  com- 
pany informed  physicians  that  they  were  jeop- 
ardizing themselves  seriously  by  working  at  the 
clinic.  It  is  worthy  to  note,  however,  that  more 
than  1,500  minors  were  seen  at  the  clinic  dur- 
ing its  first  year  and  there  were  no  complaints 
from  parents. 

In  an  effort  to  change  the  law  and  bring  it 
into  line  with  what  were  believed  to  be  legiti- 
mate needs  of  young  people  as  well  as  to  re- 
move the  legal  hazards  to  the  physician,  per- 
sonnel from  the  Free  Clinic  have  approached 
the  Texas  Medical  Association’s  Council  on 
Medical  Jurisprudence  and  have  attempted  to 
enlist  this  body’s  support  for  legislation  similar 
to  the  California  statute  having  to  do  with 
emancipated  minors.  Essentially,  the  Texas 
Medical  Association  was  asked  to  support  legis- 
lation allowing  anyone  15  years  of  age  or  older 
who  is  living  away  from  his  parents  and  ap- 


pears to  be  managing  his  own  affairs  to  make 
a medical  contract  for  medical  treatment  or 
surgery  with  a physician,  dentist,  or  hospital. 
The  TMA  Council  felt  that  the  problems  we  pre- 
sented were  primarily  legal,  and  that  if  the 
backing  of  the  State  Bar  of  Texas  could  be 
secured,  then  the  Texas  Medical  Association’s 
Council  on  Medical  Jurisprudence  could,  in 
turn,  support  such  legislation.  Inquiries  to  the 
State  Bar’s  executive  officer  revealed  that  the 
body’s  legislative  program  and  recommenda- 
tion to  the  forthcoming  biennium  of  the  Texas 
Legislature  had  been  fixed  for  six  months. 

Fortunately,  a law  quite  similar  to  the  Cali- 
fornia statute  was  independently  introduced  as 
a revision  of  the  Family  Code  which  was  to 
be  considered  by  the  State  Legislature.  Unfor- 
tunately, the  Family  Code  never  made  it  onto 
the  floor  of  the  Legislature  for  a vote.  This  in- 
action seemed  to  be  primarily  a matter  of  the 
Legislature’s  inability  to  consider  all  the  impor- 
tant matters  before  it,  plus  the  fact  that  there 
was  no  organization  such  as  the  Texas  Medi- 
cal Association  in  support  of  the  Family  Code. 
Discussion:  Similar  clinics  in  other  parts  of  the 
country  have  started  for  similar  reasons.  One 
of  the  first  such  clinics  was  established  in  the 
Haight-Ashbury  district  of  San  Francisco  in 
1967,  and  has  been  documented  in  the  litera- 
ture by  its  founder.  Dr.  David  Smith. ^ Another 
excellent  description  of  one  of  the  first  free 
clinics  is  that  of  the  Cambridgeport,  Mass, 
Medical  Clinic.^  The  Haight-Ashbury  Clinic  and 
the  Cambridgeport  Clinic  are  similar  to  the 
People’s  Free  Clinic  in  many  ways.  They  see 
predominantly  young  people.  They  are  manned 
primarily  by  volunteers  and  were  started  be- 
cause of  the  unavailability  of  health  care 
through  normal  channels  plus  a crisis  in  health 
care  for  young  people.  Services  are  generally 
free  with  easy  access  to  a physician.  There  are 
no  restrictions  in  eligibility.  Presumably,  minors 
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are  seen  without  parental  consent.  Although 
both  clinics  started  seeing  people  primarily  for 
physical  problems,  they  soon  developed  a psy- 
chiatric counseling  service. 

Evaluation  of  the  People’s  Free  Clinic  is  diffi- 
cult in  any  quantitative  sense.  Without  a doubt 
it  has  performed  yeoman  service  in  the  area  of 
venereal  disease  control.  Patients  are  not  at  all 
reluctant  about  bringing  in  their  contacts.  Un- 
fortunately, there  is  no  method  of  follow  up  for 
those  people  who  are  treated  and  drop  out  of 
sight. 

There  is  an  obvious  need  for  an  emancipated 
minors  law.  The  clinic’s  operation  has  high- 
lighted this  problem  dramatically.  Organized 
medicine,  particularly  at  the  state  level,  has 
failed  to  provide  the  initiative  necessary  to  pro- 
mote the  legislative  changes  needed  to  meet 
the  medical  needs  of  many  young  people.  It  is 
this  writer’s  impression  that  organized  medicine 
is  resisting  change  in  an  effort  to  preserve  the 
status  quo  and,  in  effect,  maintain  a system 
of  legal  constraints  which  threatens  to  penalize 
heavily  any  physician  who  acts  in  an  innovative 
manner. 

In  the  final  analysis,  assessment  of  the 
People’s  Free  Clinic  is  subjective.  As  would  be 
expected  of  volunteers,  there  is  a high  degree 
of  enthusiasm  which  is  of  varying  degrees  and 
duration.  Some  of  the  staff  have  been  active 
more  than  a year  and  a half  and  show  no  sign 
of  letting  up  in  their  interest  and  devotion  to 
the  clinic.  Others  last  only  a week  or  two.  I 
believe  that  many  of  the  staff  members  identi- 
fy closely  with  the  young  people  of  the  counter 
culture  and  get  a great  deal  emotionally  out  of 
contact  with  them  in  a clinic  setting.  From  the 
patients’  standpoint,  one  of  the  most  common 
comments  is  that  the  clinic  provides  an  availa- 
ble route  to  medical  care  which  is  not  present 
in  the  community  at  large.  If  this  is  in  fact 
true,  then  it  renders  a valuable  service. 
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Campbell’s  Soups... 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons; 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  and 
normal  menses  do  best  on  a middle-of-the-road  pill 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

(*Typical  clues— normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal 
cytology  slide— balanced  “pink  and  blue!’) 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slight 
progestogen  dominance.  It  has  an  excellent  record 
of  patient  acceptance. 

Ovulen 


All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral  contraceptives 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— in 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman's  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 
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the 

3 phases 
of  Eve 


Each  white  tablet  contains;  ethynoiJiol  (jiacetate  1 mg./mestranol  0,1  mg. 


SEARLE 


For  brief  summary  of  prescribing  information 
see  following  page, 


the  Enovid-E  phase 

Some  women'"  who  secrete  less  estrogen  than  most 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

('•Typical  clues— oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide  — 
"blue!’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depression 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 

Each  tablet  contains:  norethynodrel  2,5  mg,/mestranol  0,1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


the  Demulen  phase 

Many  women'''whosecretemore estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

('Typical  clues— shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  "pink!’) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 
It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
effects;  early  breakthrough  bleeding  is  often 
transient. 


Demulen 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  In  Ovulen-28'and  Demulen'- 28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 


Ovulen’ 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demulen' 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients. 


Actions-Ovulenand  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  In  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  Indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  Im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  inthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'^^  leading  to  this  conclusion,  and  one"'  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold;  while  Sartwell  and  associates''  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  In  pregnancy  has  not  been  demon- 
strated, It  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.  In  breakthrough  bleeding,and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
The  age  of  the  patient  constitutes  noabsolutelimitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adversereactionsobserved  in  patients  receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests:  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  FBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  72:267-279  (May)  1967. 
2.  Inman,  \N.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2193-199  (April  27)  1968, 3.  Vessey,  M.  R,  and  Doll,  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med,  J.  2:651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G,  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J.  Epidem.  92365-380 (Nov.)  1969. 


SEARLE 


Products  of  SEARLE  & CO. 
San  Juan,  Puerto  Rico 00936 


Enovid-E 

norethynodrel  2.5  mg./mestranol  0.1  mg. 


Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication -Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications.  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 


SEARLE 


Product  of  G.  D,  Searle  & Co. 

RO.  Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began  271 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phospbate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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IN  ASTHMA  n optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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^Habia  espanol? 


If  not,  the  new  Rocom 
Health  History  Questionnaire 
asks  questions  in  Spanish... 


^Le  molestan  coyunturas  o musculos  rigidos  o dolorosos? 1 

^Se  le  hinchan  las  coyunturas? 

^Le  molestan  dolorcs  en  la  espalda  u hombros? 3 

^Le  duelcn  los  pies  con  frccuencia? 4 

^Esia  dcsabilitado  en  alguna  manera?  5 


3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 
21. 
22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 


^Tiene  algun  problema  con  su  piel?  6 

iLe  pica  o quema  la  piel? 7 

iSangra  por  largo  tiempo  cuando  se  hace  una  pequena  cortadura? 
tSe  lastima  facilmente  formando  un  cardenal  o morete? 9 

,;Se  ha  desmayado  o se  ha  sentido  como  que  se  va  a desmayar?  .... 

(.Tiene  alguna  parte  del  cuerpo  siemprc  adormecida? 11 

iHa  tenido  alguna  vez  convulciones? 12 

^Le  ha  cambiado  ultimamenie  su  letra  al  cscribir? 13 

^Tiene  tendencia  a temblar  o menearse  mucho? 14 

^Se  pone  nervioso  en  presencia  de  personas  extrafias? 15 

iSe  le  hace  dificil  tomar  decisiones? 16 

iSe  le  hace  dificil  concentrar  o recordar? 

iSe  siente  solo  o deprimido? 18 

tLlora  a menudo? 19 

^Diria  usted  que  tiene  una  perspectiva  irremediable? 20 

^Tiene  dificultad  en  relajar  o reposar? 21 

^Tiende  a preocuparse  demasiado? 22 

^Le  molestan  o asustan  algunos  suchos  o pensamientos? 23 

iTiende  a ser  timido  o sensitivo? 24 

tSe  molesta  mucho  cuando  lo  critican? 25 

tPierde  el  genio  con  frecuencia? 26 

iCosas  pequenas  lo  hacen  molestar? 27 

^Le  molesta  cualquier  trabajo  o problemas  familiares? 28 

tTiene  algun  problema  con  su  vida  sexual? 29 

^Ha  considerado  alguna  vez  suicidarse? 30 

iHa  deseado  alguna  vez,  o buscado,  ayuda  psiquiatrica?  3 


1. 

Si_?^ 

No 

2. 

Si 

No  ^ 

3. 

SiJ^ 

No 

4. 

Si 

NoX 

5. 

Si 

NoX 

6. 

Si 

NoX 

7. 

Si 

NoX 

8. 

Si 

No  X. 

9. 

Si 

No  Xl 

10. 

Si 

NoX 

11. 

Si  X 

No 

12. 

Si 

NoX 

13. 

Si 

NoX 

14. 

Si 

NoX 

15. 

SiXt 

No 

16. 

SiX. 

No 

17. 

SiX 

No 

18. 

Si 

No 

19. 

Si 

NoX 

20. 

NoX 

21. 

SiX 

No 

22. 

SiX 

No 

23. 

Si 

No  ^ 

24. 

Si 

NoX 

25. 

SiX 

No 

26. 

SiX 

No 

27. 

SiX 

No 

28. 

Si 

NoX 

29. 

Si 

No  ^ 

30. 

Si 

No  ^ 

31. 

SiX 

No 

Wf 
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provides 
answers  in 
English 


13.  MUSCULOSKELETAL 
^ aching  muscles  or  joints 
swollen  joints 

^ back  or  shoulder  pains 

painful  feet 

handicapped 

14.  SKIN 

skin  problems 

itching  or  burning  skin 

bleeds  easily 

bruises  easily 

15.  NEUROLOGICAL 
faintness 

^ numbness 

convulsions 

change  in  handwriting 

trembles 

16.  MOOD 

^ nervous  with  strangers 
difficulty  making  decisions 
^ lack  of  concentration  or  memory 

lonely  or  depressed 

cries  often 

hopeless  outlook 

^ difficulty  relaxing 
^ worries  a lot 

frightening  dreams  or  thoughts 

shy  or  sensitive 

^ dislikes  criticism 
^ loses  temper 
^ annoyed  by  little  things 

work  or  family  problems 

sexual  difficulties 

considered  suicide 

^ desired  psychiatric  help 


When  your  patient  speaks  little  English  and  your  Spanish  is 
limited  or  nonexistent,  you  need  the  new  Rocom  Health  History 
Questionnaire  (Spanish).* 

The  uniqueness  of  this  new  Rocom  system  lies  in  the  fact 
that  the  questions  are  asked  in  Spanish,  but  you  read  the  answers 
in  English.  The  form  itself  does  the  “translating.” 

You  have  to  see  it  yourself  to  appreciate  the  ease  and 
completeness  of  this  new  history-taking  technique,  which  includes 
1 29  questions  covering  all  body  systems. 

‘Created  and  developed  by  Patient  Care  Systems,  Inc. 


Division  of  Hoffmann -La  Roche  Inc. 
Box  169,  Fairview,  New  Jersey  07022 


For  information  about  the  new  Rocom  Health 
History  Questionnaire  (Spanish)  and  other 
components  in  the  Rocom  Medical  Management 
System,  please  fill  out  the  coupon  and  send  it 
to  us. 

Name 


Specialty 


i Address 

I 

I City State Zip 

1 

I R MMS  . IH 


Volume  6S,  February,  1972 


107 


CASE  REPORTS 


GILMER  BROOKS  JOHNSON,  MD 


Tumors  of  the 


Seven  cases  of  lesions  of  the  renal  pelvis  are  pre- 
sented. All  patients  had  symptoms  of  pain,  and 
all  the  lesions  were  small.  Only  three  patients  had 
hematuria,  either  gross  or  microscopic,  but  all 
showed  some  suggestion  of  defect  on  intravenous 
pyelograms.  Cytopathologic  study  of  urine  ob- 
tained directly  from  the  renal  pelvis  by  catheter 
is  an  extremely  useful  diagnostic  tool  in  detecting 
early  carcinoma  of  the  renal  pelvis. 

ACCORDING  TO  HARRISON'S  Principles  of  In- 
ternal Medicine,  “Papillary  transitional  cell  neo- 
plasms of  the  renal  pelvis  are  often  associated 
with  similar  tumors  of  the  ureter  and  of  the 
bladder.  Hematuria  is  the  outstanding  symp- 
tom. An  association  of  calculi  and  of  infection 
is  frequent  in  the  less  common  squamous  cell 
carcinoma,  which  has  a poor  prognosis.  Neph- 
rourete  recto  my  is  the  treatment  of  election. 
Carcinoma  of  the  renal  pelvis  may  appear  de- 
ceptively benign,  and  failure  to  find  infiltration 
at  operation  does  not  ensure  prolonged  surviv- 
al. The  prognosis  is  worse  than  with  parenchy- 
mal carcinoma.”* 

Four  cases  of  transitional  cell  carcinoma, 
one  of  squamous  cell  carcinoma,  and  two  of 
vascular  tumors  are  presented.  The  patients 
are  all  surviving,  some  for  more  than  ten  years. 
All  of  the  patients  were  well  when  last  seen, 
although  some  have  complicating  conditions 
which  are  not  related  to  the  tumors. 

Case  1,  Fig  1:  In  May,  1961,  this  29-year-old 
woman  had  pain  in  the  lower  left  side  of  the 
chest  and  a tight  feeling  in  the  upper  part  of 
her  abdomen.  She  had  no  hematuria.  She  had 
a filling  defect  in  the  left  renal  pelvis.  Retro- 
grade examination  of  the  left  kidney  and  cyto- 

*Lytton  B,  Epstein  FH:  Tumors  of  the  Urinary  Tract; 
Harrison’s  Principles  of  Internal  Medicine,  Ed  6,  vol  2, 
1970. 


pathologic  studies  on  urine  drawn  from  this 
area  showed  cancer  cells.  Nephrectomy  was 
performed  May  12,  1961,  and  findings  were; 
papillary  carcinoma  of  the  left  renal  pelvis, 
grade  1.  Later,  she  had  a ureterectomy  with- 
out complications.  To  my  knowledge,  the  dis- 
ease has  not  recurred.  The  last  time  I saw  her 
as  a patient  was  in  December  1963.  She  is 
working  in  another  city. 

Case  2,  Fig  2:  This  patient,  a man  age  59, 
had  pain  in  the  left  side  of  his  abdomen  and 
left  lower  part  of  his  chest.  He  had  gross  hema- 
turia, hypoglycemia,  and  polycythemia.  An  in- 
travenous pyelogram  showed  a filling  defect  of 
his  left  kidney  with  suggestion  of  pressure  on 
the  upper  part  of  his  pelvis.  Retrograde  exam- 
ination showed  atypical  cells,  strongly  suggest- 
ing tumor  cells  on  cytologic  study.  He  had  a 
nephrectomy  on  Nov  25,  1969,  which  showed 
subacute  chronic  fibrosing  pyelitis,  localized 
with  superficial  ulceration  and  hemorrhage  at 
the  site  of  minute  transitional  cell  carcinoma, 
grade  1.  He  had  chronic  ureteritis,  chronic  fi- 
brosing pylonephritis,  localized  superior  pole, 
arteriolar  nephrosclerosis,  benign  tubular  ade- 
noma, a few  small  renal  cysts,  and  calcific 
deposits  in  random  tubules.  Postoperatively  he 
still  had  some  difficulty  with  hypoglycemia,  but 
when  seen  April  16,  1970,  he  had  no  com- 
plaints and  was  working  and  getting  along  well. 
This  man  also  had  emphysema  in  addition  to 
some  generalized  arteriosclerosis. 

Case  3,  Fig  3:  This  patient,  a 41-year-old 
man,  presented  with  symptoms  of  pain  in  the 
left  side  in  1965.  He  had  an  intravenous  pyelo- 
gram which  showed  narrowing  of  infundibulum 
on  the  left,  and  incomplete  visualization  of  the 
infundibulae  to  the  lower  calyces.  He  had  a 
retrograde  pyelogram  with  suspected  cancer 
cells  noted  in  urine  on  cytologic  study.  He  had 
a nephrectomy  with  diagnosis  of  transitional 
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renal  pelvis 


1.  Case  1.  Papillary  carcinoma  of  left  renal  pelvis. 


2.  Case  2.  Minute  transitional  cell  carcinoma  of 
left  renal  pelvis. 


3.  Case  3.  Transitional  cell  carcinoma  of  left 
renal  pelvis. 
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cell  carcinoma  of  the  renal  pelvis,  lower  part. 
He  subsequently  had  surgery  for  gastric  and 
duodenal  diverticuli,  at  which  time  there  was 
no  indication  of  residual  disease. 

Case  4,  Fig  4:  This  woman,  age  66,  had  had 
breast  cancer  surgery  16  years  ago.  An  initial 
intravenous  pyelogram  on  Sept  10,  1962, 
showed  no  defect.  She  had  a cholecystectomy 
in  March,  1963,  at  which  time  nothing  unusual 
was  noted  in  the  kidneys.  She  had  a hysterec- 
tomy in  November  1966  for  benign  leiomyo- 
mata of  the  uterus.  In  1968,  she  had  pain  in 
her  left  side  and  some  feeling  of  pressure.  An 
intravenous  pyelogram  showed  suggestion  of 
pressure  on  the  midportion  of  the  left  renal 
pelvis.  Retrograde  pyelography  with  urine  ob- 
tained from  the  left  kidney  showed  cells  sus- 
pected of  being  cancerous.  She  had  a neph- 
roureterectomy  on  Nov  14,  1968,  and  the  tis- 


sue study  revealed  papillary  carcinoma,  grade 

I,  of  pelvis  of  the  kidney.  The  lesions  infiltrat- 
ed the  submucosa  only  slightly:  mild  chronic 
polynephritis  with  minimal  chronic  ureteritis 
was  also  present.  She  tolerated  the  procedure 
well.  She  has  had  no  symptoms  referable  to 
this  carcinoma  to  date. 

Case  5:  This  elderly  woman,  age  70,  had 
symptoms  of  pain  in  the  left  side  of  her  abdo- 
men and  had  been  losing  weight.  Roentgeno- 
grams of  her  kidney  in  June  1961  were  consid- 
ered normal  by  a radiologist,  except  for  showing 
lobulation  of  the  left  kidney.  However,  retro- 
grade examination  was  done  which  disclosed 
the  presence  of  tumor  cells  on  cytopathologic 
study.  She  had  a neph  roureterectomy  on  July 

II,  1961,  reported  as  squamous  cell  carci- 
noma, grade  3,  of  the  left  renal  pelvis.  She  has 
been  followed  since  that  time  and  has  had  no 
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recurrence  of  disease.  She  has  arteriosclerosis 
and  has  been  treated  for  diverticulitis  of  the 
sigmoid  colon. 

Case  6,  Fig  5:  This  woman,  age  59,  had  had 
pain  in  the  right  side  for  a considerable  length 
of  time.  An  intravenous  pyelogram  suggested 
some  filling  defect  in  the  upper  part  of  her 
right  renal  pelvis.  She  had  Streptococcus  infec- 
tion which  was  treated  with  antibiotics  and 
autogenous  vaccines.  Retrograde  pyelography 
showed  atypical  cells,  but  no  frank  tumor  cells 
were  present.  She  had,  at  intervals,  some  he- 
maturia. Finally,  exploratory  surgery  was  per- 
formed. A hemangioma  of  the  renal  pelvis  was 
found,  and  she  had  a nephrectomy.  Subse- 
quently, she  was  found  to  have  tuberculosis  of 
the  dorsal  spine;  with  some  involvement  of  the 
nerve  roots,  and  is  under  treatment  for  this 
condition. 

Case  7,  Fig  6:  In  1962,  this  35-year-old 
woman  had  hematuria.  There  appeared  to  be 
a space-occupying  lesion  in  the  upper  part  of 
her  left  renal  pelvis.  Nephrectomy  disclosed  a 
hemangioma  with  some  adhesions  around  the 
area,  and  also  folding  of  the  renal  pelvis.  Fol- 
low-up examinations  have  shown  no  recurrence 
of  disease. 

Discussion:  There  were  two  men  and  five  women 
in  this  series.  Transitional  cell  tumors  were 
divided  equally.  Vascular  conditions  were  found 
only  in  the  women.  The  squamous  cell  carci- 
noma was  in  a woman.  Hematuria  was  present 
in  each  of  the  cases  with  vascular  conditions 
and  in  one  case  with  transitional  tumor.  How- 
ever, in  the  transitional  cell  tumor  case,  hema- 
turia was  principally  the  result  of  factors  other 
than  the  transitional  cell  carcinoma. 

Pain  in  the  flank,  with  radiation  upwards 
toward  the  lower  part  of  the  chest,  was  present 
in  all  cases.  Cytopathologic  studies  on  all  void- 
ed urine  specimens  were  negative.  By  contrast, 
results  of  cytopathologic  studies  of  cells  in 
urine  obtained  directly  from  the  renal  pelvis  by 
catheter  correlated  100%  with  results  of  path- 
ological examinations  of  neoplastic  surgical 
specimens. 

Postoperatively,  there  were  no  complications 
in  the  nephrectomies. 

All  of  these  tumors  were  small  and  none 
of  the  patients  has  shown  recurrence  of  this 
tumor. 

Dr.  Johnson,  814  West  Eighth  Street,  Plainview,  Tex 
79072. 


5.  Case  6.  Hemangioma  of  right  renal  pelvis. 


6.  Case  7.  Hemangioma  of  left  renal  pelvis. 
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EDWIN  E.  MIDDLETON,  MD 


This  article  presents  two  case  reports  and  a dis- 
cussion of  this  age-old  disease  which  is  still  found 
too  often.  The  diagnosis,  physical  findings,  and 
proper  surgery  are  discussed.  It  is  emphasized 
that  proper  antituberculosis  chemotherapy  must 
be  administered  and  proper  surgery  performed  to 
obtain  complete  recovery. 

ACCORDING  TO  REPORTS  from  world  health 
organizations  and  from  the  United  States  mili- 
tary forces,  infectious  tuberculosis  still  is  a real 
problem  in  areas  where  health  programs  are 
not  as  highly  developed  as  they  are  in  the 
United  States  and  certain  European  countries. 
Tuberculosis  of  the  colon  has  been  reported  in- 
frequently in  the  world  literature,  and  most  of 
the  cases  came  from  areas  in  the  Near  East 
and  Middle  East,  as  well  as  India;  however, 
Jordan  and  DeBakey^  reported  three  cases  of 
tuberculosis  of  the  intestine  in  1954,  and  they 
advised  resection  as  the  treatment  of  choice. 
Carcinoma  was  also  present  in  one  of  their 
cases. 

I encountered  a case  of  tuberculosis  of  the 
colon  in  1966,  and  was  surprised  to  learn  that 
there  were  few  references  to  this  subject  in  the 
recent  literature,  except  for  those  to  the  cases 
in  the  East.  A search  of  the  files  of  the  Medical 
Records  Department  as  well  as  the  Pathology 
Department  at  Hendrick  Memorial  Hospital  did 
not  reveal  another  case  of  tuberculosis  of  the 
colon. 

Case  1:  Bethania  Hospital,  patient  admitted 
April  16,  1961.  At  my  request.  Dr.  James  T. 
Lee  searched  his  records  in  Wichita  Falls  and 
found  a case  of  tuberculosis  of  the  colon.  The 
patient  was  operated  upon  by  Dr.  Charles  H. 
Wilson.  Dr.  Wilson  and  Dr.  Preston  McCall,  an 
internist,  gave  permission  to  cite  the  following 
information  about  their  patient. 


A white  woman,  age  38,  was  admitted  to 
Bethania  Hospital  on  April  16,  1961,  with  pri- 
mary complaint  of  severe  abdominal  cramping. 
These  attacks  of  pain  were  unrelated  to  meals, 
bowel  movements,  passage  of  flatus,  urination, 
or  position.  Her  family  history  was  negative  for 
tuberculosis.  No  bleeding  occurred  with  bowel 
movements.  Her  protein  bound  iodine  level  was 
4.1  jiig/100  ml;  blood  pressure  130/80  mm 
Hg;  and  pulse  rate  68/minute  and  regular.  Sig- 
moidoscopic  examination  showed  no  abnormali- 
ties. A barium  enema  performed  on  April  17, 
1961,  revealed  what  appeared  to  be  the  usual 
apple  core  deformity  of  the  proximal  ascend- 
ing colon  (Fig  1).  The  radiologist  diagnosed 
carcinoma  of  the  ascending  colon. 

The  patient  underwent  surgery  on  April  19, 
1961.  Exposure  was  obtained  through  a right 
midabdominal  transverse  incision.  A large,  hard 
mass  was  identified  in  the  ascending  colon 
adjacent  to  the  ileocecal  valve.  Many  large 
lymph  nodes  were  visualized  extending  to  the 
root  of  the  mesentery.  Excision  of  10  cm  of 
terminal  ileum,  the  ascending  colon,  and  the 
right  half  of  the  transverse  colon  was  per- 
formed and  an  ileotransverse  colostomy  was 
constructed. 

The  pathology  report  described  a tubercu- 
lous ulcer  of  the  ascending  colon,  and  the  pre- 
viously mentioned  enlarged  lymph  nodes  were 
all  involved  with  tuberculosis.  There  was  no 
tumor. 

This  patient  was  given  isoniazid,  pyridox- 
ine,  and  streptomycin  postoperatively.  She  had 
fever  postoperatively  and  a Levin  tube  was 
necessary  for  about  one  week.  Then  she  was 
able  to  eat,  but  remained  febrile  for  most  of  the 
hospital  stay.  She  was  also  given  medication 
for  the  low  thyroid  condition.  Postoperative 
gastrointestinal  series  and  barium  enema  were 
performed  in  July,  1961,  revealing  no  unexpect- 
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ed  findings  in  the  colon,  which  had  a patent 
anastomosis;  moderate  hypermotility  was  ob- 
served. 

This  patient  was  hospitalized  in  Denver,  Colo, 
on  Aug  14,  1961,  at  which  time  her  weight  was 
95  lb;  height  5 ft  5 inches;  respirations  24/ 
minute;  pulse  rate  90/minute;  blood  pressure 
105/80  mm  Hg;  and  temperature  97.6  F.  The 
patient’s  speech  was  slightly  slurred.  She  also 
showed  signs  of  depression.  A healed  trans- 
verse incisional  scar  was  present  under  which 
a hard,  fixed  mass  was  palpated.  Tests  for  his- 
toplasmosis, coccidioidomycosis,  and  blastomy- 
cosis were  negative.  While  in  the  hospital  she 
was  given  streptomycin,  1 gm  daily;  isoniazid, 
700  mg  daily;  and  PAS,  8 gm  daily.  She  was 
discharged  on  June  9,  1962,  improved,  with  a 
work  tolerance  of  5 hours  daily  for  5 days  week- 
ly. She  was  instructed  not  to  take  any  more 
antituberculosis  drugs,  but  to  have  a chest  x- 
ray  annually. 

Case  2:  Hendrick  Memorial  Hospital,  patient 
admitted  March  8,  1966,  by  Dr.  Travis  Smith. 

The  patient  was  a white  woman,  age  74.  She 
had  a history  of  fever  up  to  100  F almost  daily 
for  two  months.  The  family  reported  that  she 
had  had  pulmonary  tuberculosis  in  the  1930s, 
but  she  was  believed  to  be  well  in  this  respect. 
She  had  had  abdominal  pain  and  nausea  and 
had  vomited  infrequently.  She  passed  bright 
red  blood  with  bowel  movements,  and  this  re- 
sulted in  weakness.  This  patient  was  not  always 
mentally  alert.  She  was  about  5 ft  4 inches  tall 
and  weighed  85  to  90  lb.  Her  pulse  rate  was 
100/minute;  and  blood  pressure  was  150/92 
mm  Hg.  The  patient  was  unable  to  turn  over 
in  bed  without  help.  She  was  pale  and  appeared 
to  have  lost  weight.  I was  called  to  see  her  about 
the  tenth  hospital  day  following  severe  bleeding 
from  the  intestinal  tract,  at  which  time  she  was 
unconscious.  After  transfusions  she  became 
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more  alert.  A barium  enema  performed  on 
March  10,  1966,  revealed  some  spasm  of  the 
left  colon;  however,  fuzzy,  indistinct  lesions  of 
the  right  colon  and  right  transverse  colon  were 
described  (Fig  2).  It  was  stated  that  they  might 
represent  areas  of  granulomatous  colitis.  A gas- 
trografin  gastrointestinal  series  was  performed 
on  March  24,  1966,  and  described  one  area 
which  was  possibly  a small  duodenal  ulcer.  A 
chest  film  showed  diffuse,  small  nodular  type 
of  infiltration  of  both  lung  fields.  Findings  were 
compatible  with  several  conditions  that  produce 
fine  granular  areas  of  opacification.  The  aorta 
was  diffusely  uncoiled,  tortuous  and  sclerotic. 
Also,  the  trachea  and  bronchial  rings  were  cal- 
cified. Sigmoidoscopic  examination  on  March  24 
showed  no  abnormalities.  On  March  17  the 
patient  was  started  on  streptomycin,  1 gm 
daily.  This  patient  had  profound  arteriosclero- 
sis, pulmonary  tuberculosis,  and  persistent 
bright  red  bleeding  from  the  lower  intestinal 
tract.  She  was  poorly  nourished  due  to  her  lack 
of  desire  and  inability  to  eat,  which,  in  turn  was 
the  result  of  intermittent  nausea  and  vomiting. 

Urgent  surgery  was  performed  on  March  25, 
under  general  anesthesia  with  Pentothol,  Fluo- 
thane,  nitrous  oxide,  and  oxygen  administered 
by  an  anesthesiologist.  Exposure  was  obtained 
through  a mid-abdominal  transverse  incision, 
which  provided  excellent  exposure.  Tumor  had 
not  been  considered  preoperatively.  Palpation 
of  the  colon  was  not  revealing;  however,  the 
ileum  and  possibly  the  cecum  were  most  se- 
verely involved  with  what  was  believed  to  be 
ileitis.  Proximally,  the  lesions  were  less  severe. 
A small  segment  of  liver  was  removed  as  a 
biopsy  specimen.  About  ten  lesions  were  identi- 
fied in  the  small  intestine,  and  the  mesentery 
was  thickened  and  the  lymph  nodes  enlarged. 


These  lesions  were  fairly  hard.  There  was  no 
evidence  of  obstruction.  It  was  elected  to  ex- 
cise most  of  the  ileum,  ascending  colon,  and 
more  than  the  right  half  of  the  transverse 
colon.  Early  in  the  procedure,  a small  section 
was  removed  from  the  surface  of  the  ileum  for 
frozen  section.  This  was  reported  to  be  scar 
tissue,  inflammatory  reaction,  with  no  evidence 
of  malignancy.  An  ileo-transverse  colostomy 
was  constructed.  On  gross  examination,  the 
specimen  showed  tremendous  transverse  ul- 
cers, with  complete  loss  of  the  mucosa.  The 
question  of  tuberculosis  was  considered.  Spe- 
cial stains  were  to  be  performed.  The  patient’s 
condition  was  poor,  so  we  proceeded  as 
planned  and  an  open  anastomosis  was  per- 
formed. Blood  transfusions  were  given  and 
Ringers  lactate  also  was  given. 

Subsequently,  cultures  grew  in  organisms. 
The  pathological  report  revealed,  “Tuberculous 
ulcerative  ileitis  with  associated  peritonitis, 
mesenteric  adenitis  (acid-fast  bacilli  identified 
in  ulcers  and  nodes).’’ 

Postoperatively,  the  patient  first  had  some 
fever  but  this  later  disappeared.  The  incision 
healed  primarily.  At  first  she  did  not  want  to 
eat,  but  her  appetite  was  stimulated  by  tube 
feeding.  She  was  transferred  to  Sanatorium, 
Tex,  for  treatment  of  tuberculosis.  The  disease 
recurred.  While  at  Sanatorium  she  received 
isoniazid  400  mg,  PAS-C  6 gm,  and  pyridoxine 
25  mg,  all  daily  and  recommended  to  continue 
for  two  years.  Sputum  examination  was  nega- 
tive. (These  patients  develop  peripheral  neuri- 
tis if  vitamins  are  not  given  concurrently.) 

The  patient  returned  to  her  home  in  Decem- 
ber 1966  (the  Sanatorium  closed).  While  at 
home,  cardiac  decompensation,  weakness  and 
edema  became  worse.  The  patient  was  readmit- 
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ted  to  the  hospital  in  San  Angelo  in  February 
1968.  On  this  admission,  tests  for  histoplas- 
mosis and  coccidioidomycosis  were  negative, 
and  no  pathogenic  yeast  was  encountered. 

The  patient  died  suddenly  on  June  10,  1968. 
Dr.  Lloyd  R.  Hershberger  of  San  Angelo  sent  a 
complete  copy  of  the  autopsy  findings.  This 
patient  had  right  heart  failure,  extensive  arte- 
riosclerosis, and  also  had  developed  an  aneu- 
rysm of  the  abdominal  aorta  which  had  become 
adherent  to  the  colon.  She  apparently  had  bled 
into  the  colon  from  an  ulcer  secondary  to  pres- 
sure from  the  aortic  aneurysm. 

Final  review  revealed  no  tuberculosis  in  the 
lungs  or  in  the  gastrointestinal  tract. 

Discussion:  These  two  cases  illustrate  many  of 
the  problems  of  diagnosis,  treatment,  and  long- 
term management  of  this  condition.  Linden 
and  associates^  reported  four  cases  from  Fin- 
land in  1961,  and  stated  that  80%  of  the  cas- 
es of  tuberculosis  of  the  colon  occur  in  the 
cecum.  He  also  emphasized  that  the  clinical 
picture  would  be  variable  due  to  the  different 
stages  of  the  intestinal  disease  at  the  time  of 
examination. 

Angelchik  and  others^  reporting  from  Phila- 
delphia General  Hospital  in  1962,  presented 
five  cases  of  tuberculosis  of  the  colon  in  adults: 
two  in  the  right  colon,  one  in  the  right  trans- 
verse colon,  one  in  the  splenic  flexure,  and  one 
in  the  sigmoid  colon.  All  were  resected  and  end- 
to-end  anastomosis  was  constructed,  and  anti- 
tuberculous medication  administered.  They  re- 
ported no  complications  or  recurrences  during 
the  follow-up  period  to  the  date  of  publication. 

Walton  and  associates^  of  Bryan,  Tex,  re- 
ported a case  in  1965  which  was  successfully 
treated  by  resection  of  the  right  colon,  and 


anastomosis  and  daily  administration  of  300 
mg  isoniazid,  1 gm  streptomycin,  and  12  gm 
PAS. 

More  recently,  in  1970,  Patton  and  others® 
reported  one  case  in  a 12-year-old  Latin  Amer- 
ican boy.  This  child  had  not  changed  in  height 
or  weight  since  his  arrival  in  California  from 
Tijuana,  Mexico,  two  years  earlier.  The  patient’s 
health,  before  leaving  Tijuana  had  been  report- 
ed to  be  good.  The  right  colon  and  distal  ileum 
were  resected  and  isoniazid  and  PAS  were 
given  postoperatively.  Tissue  study  confirmed 
the  diagnosis  of  tuberculosis  of  the  colon.  Gain 
in  height  and  weight  occurred  promptly  in  the 
postoperative  period. 

Other  reports  from  England,®  Iraq,'^  and 
Natal®  of  the  Union  of  South  Africa,  India,  and 
others  all  describe  intestinal  tuberculosis,  es- 
pecially that  secondary  to  pulmonary  tubercu- 
losis, as  remaining  not  uncommon  in  the  Near 
East  and  India. 

These  people  generally  have  pulmonary  tu- 
berculosis; however,  in  former  years,  a goodly 
number  resulted  from  infected  milk,  and  in 
these  cases  it  was  possible  to  isolate  the  bovine 
bacillus  in  primary  ileocecal  lesions. 

A symptom  common  to  all  these  patients  is 
abdominal  pain,  and  the  general  symptoms  of 
malaise  and  weight  loss.  Another  observation  is 
the  frequency  in  which  mental  disturbance  is 
found.  The  abnormality  is  best  demonstrated 
by  appropriate  x-ray  examination;  however,  the 
true  nature  of  the  disorder  is  not  often  recog- 
nized until  tissue  study  is  performed.  The  true 
diagnosis  is  established  by  finding  the  acid-fast 
tuberculous  bacilli  in  the  excised  specimen. 

It  is  an  established  fact  that  in  the  United 
States,  35  years  ago  more  than  30%  of  young 
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adults  reacted  to  the  tuberculin  skin  test, 
whereas  in  1950,  less  than  10%  reacted  J 
These  unfortunate  people,  afflicted  with  this 
age-old  disease  complicated  by  tuberculosis  of 
the  colon,  do  well  after  a proper  preoperative 
evaluation  and  preparation,  and  then  resection 
and  end-to-end  anastomosis  performed  with 
modern  anesthesia  and  supportive  therapy. 
However,  they  must  receive  the  effective  cur- 
rent antituberculous  chemotherapy,  which  al- 
most entirely  prevents  fistulae,  perforation,  and 
similar  complications.  The  modern  medical 
treatment  will  also  aid  materially  in  controlling 
the  pulmonary  tuberculosis. 
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A.  A.  MINTZ,  MD,  Guest  Editor 


Pediatric  grand  rounds: 
Cardiopuimonary  resuscitation 


A case  of  cardiac  arrest  is  presented.  The  imme- 
diate treatment  of  cardiopulmonary  arrest  should 
be  familiar  to  every  practitioner.  The  pathophysi- 
ology and  management  of  this  emergency  is  dis- 
cussed regarding  proper  procedures,  drugs  used 
and  residual  effects. 

PROTOCOL:  A six-weeks-old  boy  was  hospital- 
ized because  of  cough  and  difficult  breathing 
for  24  hours.  The  infant  was  the  product  of  an 
uncomplicated  pregnancy  and  was  delivered  at 
term  weighing  6 lb.  One  episode  of  gastroen- 
teritis occurred  at  two  weeks  of  age.  Feeding 
history,  growth  and  development  were  normal. 

Physical  examination  on  admission  revealed 
a tachypneic  infant  in  respiratory  distress  with 
retractions  of  chest  on  inspiration  and  scat- 
tered wheezes  and  rhonchi  heard  all  over  the 
lung  fields.  There  were  no  other  abnormal  phy- 
sical signs.  The  chest  x-ray  revealed  diffuse 
bronchopneumonia  of  the  right  upper  and  mid- 
dle lobes.  Gram  stain  of  a tracheal  aspirate 
showed  gram-positive  cocci  in  clumps,  which 
on  culture  grew  Haemophilus  influenzae.  The 
admission  blood  and  urine  studies  were  unre- 
markable. The  baby  was  given  methicillin  initial- 
ly, but  ampicillin  was  added  when  H influenzae 
was  grown  on  culture.  Blood  cultures  were  neg- 
ative. Monitoring  of  blood  gases  was  begun 
48  hours  after  admission  because  of  poor 
response  to  antibiotics  and  mist  therapy.  There 
was  retention  of  carbon  dioxide  as  the  patient’s 
condition  became  more  critical.  On  the  third 
hospital  day  it  was  decided  to  intubate  the 
patient  for  the  purpose  of  positive-pressure 
breathing.  While  awaiting  equipment,  the  baby 
had  a cardiorespiratory  arrest.  He  was  immedi- 
ately intubated  and  given  intracardiac  adrenal- 
in which  initiated  a heart  beat.  In  rapid  succes- 
sion he  received  sodium  bicarbonate  by  bolus 


injection,  2 mEq/kg,  followed  by  calcium  chlo- 
ride (1  cc  of  a 10%  solution)  given  via  the 
intravenous  tube  that  was  in  place.  The  baby 
was  then  placed  on  controlled  respiration  with 
the  Bourns  respirator.  From  this  point  he  im- 
proved, was  taken  off  the  respirator  in  48 
hours,  and  was  discharged  from  the  hospital 
on  the  16th  day  after  admission. 

Dr.  Michael  Nihill  (Pediatric  Cardiologist): 
When  one  is  confronted  with  an  apneic,  pulse- 
less child  there  are  certain  basic  therapeutic 
steps  which  must  be  undertaken  for  immediate 
resuscitation,  as  well  as  certain  specific  mea- 
sures which  must  be  applied  to  the  individual 
patient  according  to  the  nature  of  the  predis- 
posing cause  of  the  cardiorespiratory  arrest. 

When  the  heart  ceases  to  beat  in  a coor- 
dinated fashion  the  blood  pressure  and  flow  of 
blood  rapidly  fall  to  zero,  but  there  is  a slower 
fall  of  oxygen  tension  in  the  peripheral  tissues. 
All  tissues  suffer  from  this  oxygen  lack  depend- 
ing upon  their  rate  of  metabolism  and  their 
reliance  upon  oxygen,  therefore  the  amount  of 
damage  in  each  tissue  will  vary.  For  instance, 
brain  cells  suffer  irreversible  damage  and  death 
after  approximately  two  to  three  minutes  of 
anoxia. 

There  are  two  basic  types  of  cardiorespira- 
tory arrest  in  children.  First,  with  cardiac  arrest 
the  heart  fails  to  beat  and  apnea  ensues  within 
a short  time.  The  pupils  start  to  dilate  quickly 
and  brain  damage  begins  from  the  time  of 
cardiac  arrest.  In  contrast  to  this,  in  pure  res- 
piratory arrest  due  to  chronic  hypoxia  or  lung 
disease,  when  respiration  stops  the  heart  con- 
tinues to  beat  for  some  minutes  and  eventually 
slows  down  and  becomes  irregular,  and  then 
the  heart  may  either  fibrillate  or  go  into  asys- 
tole. The  oxygen  tension  in  the  blood  may  fall 
rather  slowly  at  first,  depending  upon  the 
metabolic  rate  of  the  individual  at  the  time  of 
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arrest,  but  after  one  to  two  minutes  the  falling 
saturation  is  precipitous,  and  this,  in  turn,  will 
affect  the  myocardial  oxygen  supply  so  that 
the  heart  eventually  will  either  fibrillate  or  stop; 
that  is,  the  body  may  coast  for  a while  on  its 
available  oxygen  stores.  Therefore,  a child  who 
suffers  from  some  respiratory  difficulty  or  is  on 
a respirator  and  develops  bradycardia  is  likely 
to  be  suffering  from  hypoxia,  and  if  the  brady- 
cardia continues  to  an  irregular  rhythm  or 
asystole,  it  is  likely  that  the  primary  cause  of 
arrest  is  respiratory  rather  than  a primary  car- 
diac cause.  In  this  case,  positive-pressure  ven- 
tilation, clearing  the  airway  or  adjusting  the 
respirator  may  restore  the  cardiac  rhythm  to 
normal  and  cardiotonic  drugs  may  not  be  nec- 
essary. 

The  body  as  a whole  responds  to  acute  car- 
diorespiratory arrest  in  a certain  stereotyped 
fashion  which,  however,  is  modified  by  the  pre- 
existing disease  or  cause  of  the  cardiorespira- 
tory arrest.  In  the  intact  individual  the  basic 
response  is  a tremendous  adrenosympathetic 
outpouring  from  both  the  brain  stem  and  the 
adrenal  medulla  together  with  some  vagal  out- 
put. Most  of  the  following  data  has  been 
obtained  from  patients  in  severe  shock,  which 
may  be  likened  to  death  in  slow  motion  as  the 
responses  do  tend  to  correlate  well  with  stud- 
ies which  have  been  performed  in  subjects  with 
acute  cardiac  arrest.  The  initial  event  which 
the  body  senses  is  severe  and  profound  sys- 
temic arterial  hypotension  which  then  induces 
a tachycardia  together  with  compensatory  peri- 
pheral vasoconstriction.  The  peripheral  vaso- 
constriction is  a result  of  a sympathetic  out- 
flow to  the  constrictor  nerves  of  the  mesenteric, 
renal,  skin,  and  muscle  blood  vessels  in  the 
attempt  to  divert  blood  to  the  coronary  and 
cerebral  circulations.  However,  the  tachycardia 
or  asystole  does  reduce  coronary  blood  flow 


which  then  induces  hypoxic  myocardial  failure 
which  would  lower  any  subsequent  cardiac 
output.  The  reduced  perfusion  pressure  also 
reduces  cerebral  and  coronary  blood  flow  which 
quickly  results  in  the  loss  of  the  neural  control 
mechanisms.  The  peripheral  vasoconstriction 
also  causes  the  accumulation  of  vasodilator 
substances  together  with  the  hypoxia,  and 
results  in  peripheral  vasodilatation  and  pooling 
of  fluids  in  the  peripheral  vascular  beds  and 
increased  capillary  permeability  with  infiltration 
of  fluids  into  the  tissues.  The  increased  capil- 
lary permeability  and  increased  venous  tone 
reduces  blood  volume  and,  therefore,  venous 
return  and  cardiac  output.  The  adrenal  cortex 
is  also  stimulated  so  that  in  a stress  situation 
there  are  likely  to  be  high  levels  of  corticos- 
teroids produced  if  the  adrenal  cortex  is  nor- 
mal. This  must  be  remembered  in  patients  who 
have  been  previously  treated  with  suppressive 
doses  of  corticosteroids  for  any  reason  and 
administration  of  parenteral  steroids  may  be 
mandatory  in  these  patients.  In  summary, 
acute  cardiorespiratory  arrest  causes  lack  of 
perfusion  to  vital  areas  such  as  the  brain, 
heart,  and  kidney  as  well  as  the  pulmonary, 
mesenteric,  and  muscular  vascular  beds  due  to 
drop  in  perfusion  pressure  as  well  as  vasocon- 
striction in  these  areas.  The  acute  hypoxia 
causes  progressive  cellular  damage  to  vital 
organs  such  as  the  heart,  brain,  and  kidney 
and  forces  those  cells  which  are  able  to  survive 
with  anaerobic  metabolism  to  function  and 
results  in  a metabolic  acidemia.  The  combina- 
tion of  hypoxia,  acidemia,  and  peripheral  arteri- 
al and  venous  constriction  together  with  in- 
creased venous  pressure  results  in  pooling  of 
fluid  in  the  tissues  and  peripheral  vascular 
beds  which  reduces  the  effective  blood  volume. 

At  the  cellular  level  the  acute  effect  of  hy- 
poxia is  an  incomplete  reduction  of  glucose  to 
carbon  dioxide  and  water  via  the  Krebs  cycle 
which  causes  lactic  acid  and  pyruvic  acid  to 
accumulate.  Because  of  the  incomplete  reduc- 
tion of  glucose  there  is  a decreased  production 
of  the  high-energy  phosphate  bonds  required 
by  adenosine  triphosphate  (ATP),  and,  as  these 
energy  phosphate  bonds  diminish,  the  integrity 
of  the  cell  membrane  also  starts  to  fail.  Many 
so-called  pump  mechanisms  in  the  cell  mem- 
brane are  maintained  by  ATP  and  adenosine 
triphosphatase  (ATP-ase),  particularly  the  sodi- 
um-potassium pump  which  pumps  sodium  out 
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of  the  cell  and  maintains  a high  concentration 
of  potassium  inside  the  cell.  With  acute  hypox- 
ia and  acidemia,  the  membrane  pumps  are  lost 
so  that  potassium  tends  to  leave  the  cell  to- 
gether with  lactic  and  pyruvic  acids  causing 
hyperkalemia  and  metabolic  acidemia.  Sodium 
and  water  are  then  able  to  enter  the  cell.  With 
this  change  in  intracellular  pH,  the  lysosomal 
system  of  the  cells  degenerates  and  hydrolytic 
and  proteolytic  enzymes  are  released  from  the 
lysosome  so  that  the  cell  will  start  to  self 
destruct  after  a few  minutes  of  anoxia. 

As  a result  of  this  cell  membrane  dysfunc- 
tion, together  with  acidemia  and  an  upset  in 
the  electrolyte  balance  across  the  cell  mem- 
brane, the  cell  will  not  function  in  its  normal 
physiological  fashion.  For  example,  a myocar- 
dial cell,  depending  on  its  position,  may  have 
to  perform  the  functions  of  excitation,  trans- 
mission of  an  impulse,  depolarization  and  con- 
traction. All  these  functions  are  dependent 
upon  the  resting  potential  across  the  cell  mem- 
brane which,  in  turn,  is  basically  dependent 
upon  the  high  concentration  of  potassium  in- 
side the  cell  compared  to  the  outside  and  an 
active  membrane  sodium-potassium  pump.  The 
normal  resting  membrane  potential  in  a typical 
myocardial  muscle  or  contracting  cell  is  about 
— 80  to  — 90  mv,  and  during  depolarization 
the  potential  falls  to  0 and  a little  beyond  that 
to  about  +20  mv  during  the  phase  0 (phase  1 
is  the  overshoot,  phase  2 is  a flat  isoelectric 
phase  of  the  monophasic  action  potential,  and 
the  falling  phase  is  phase  3).  During  phase  0 
there  is  a sudden  alteration  in  membrane  per- 
meability to  sodium  and  also  potassium  which 
results  in  an  inpouring  of  sodium  into  the  cell 
which  reduces  the  membrane  potential  to  0. 
During  the  isoelectric  period,  or  phase  2,  there 
is  some  efflux  of  potassium  out  of  the  cell  and 
during  the  falling  phase  sodium  returns  to  the 
extracellular  fluid  and  restores  the  potential 
difference  across  the  cell  membrane  to  — 80 
mv.  During  the  resting  period  the  sodium-po- 
tassium membrane  pump  goes  into  action  to 
restore  the  previous  balance  of  potassium  and 
sodium.  You  can  see  then  that  any  insult  like 
hypoxia  or  acidemia  which  upsets  the  sodium- 
potassium  gradients  across  the  cell  membrane 
will,  therefore,  affect  the  membrane  potential 
of  the  cell.  If  for  any  reason  there  is  a fall  or 
a diminution  in  the  resting  membrane  potential, 
then  the  subsequent  monophasic  action  poten- 


tial during  excitation  or  contraction  will  be 
much  less  in  voltage,  and  if  this  resting  mem- 
brane potential  becomes  small  enough  no  de- 
polarization will  result.  Even  if  there  is  a little 
depolarization  it  may  become  so  small  that  it 
will  not  be  transmitted  along  the  cell  mem- 
brane to  the  next  cell  so  that  block  of  trans- 
mission will  occur,  resulting  in  heart  block  and 
failure  of  contraction.  During  depolarization  of 
the  cell  membrane,  calcium  enters  the  cell  with 
sodium  and  selectively  takes  up  a position  on 
the  sarcoplasmic  reticulum  which  lies  next  to 
the  contracting  myofilaments,  or  actin  and 
myosin  filaments.  The  presence  of  calcium 
causes  these  two  filaments  to  come  into  appo- 
sition and  couple  and  subsequently  contract, 
and  the  rate  and  force  of  coupling  contraction 
are  directly  related  to  the  amount  of  calcium 
which  enters  the  cell.  An  increase  flux  of  sodi- 
um across  the  cell  membrane  or  an  increased 
concentration  of  sodium  inside  the  cell  will 
force  more  calcium  onto  the  sarcoplasmic 
reticulum  and  therefore,  force  a greater  rate 
and  amount  of  contraction  and  coupling  of  the 
myofilaments  in  the  heart.  This  is  the  mechan- 
ism whereby  ionic  calcium  has  a very  strongly 
positive  ionotropic  effect  on  the  myocardium. 
In  summary  then,  the  integrity  of  a cell’s  func- 
tion depends  upon  the  potential  difference  in 
concentration  between  sodium  and  potassium 
inside  and  outside  the  cell.  An  increase  of  extra- 
cellular potassium  or  a decrease  in  intracellular 
potassium  will  alter  the  membrane  potential  in 
such  a way  that  the  cell  will  not  depolarize  in 
response  to  a given  stimulus  resulting  in  mal- 
function of  this  cell  or  organ  as  long  as  the  elec- 
trolyte disturbance  and  hypoxia  continue. 

The  obvious  therapy  then  for  cardiorespira- 
tory arrest  is  to  restore  the  circulation  of  oxy- 
genated blood  to  the  tissues.  I will  not  dwell  in 
detail  upon  the  mechanics  of  cardiorespiratory 
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resuscitation,  but  there  are  one  or  two  points 
worth  emphasizing  out  of  context  because  they 
are  so  important.  First,  the  person  who  initially 
discovers  the  patient  with  cardiorespiratory 
arrest  should  stay  with  him  and  initiate  some 
therapeutic  measures  immediately,  rather  than 
leaving  the  patient  to  find  help.  Simple  mea- 
sures such  as  mouth  to  mouth  respiration,  a 
sharp  blow  to  the  chest  or  elevating  the  legs 
may  start  the  heart  or  breathing.  If  the  pa- 
tient’s head  is  elevated,  such  as  with  an  infant 
in  an  infant  seat,  he  must  be  laid  flat  with  the 
legs  elevated;  if  there  is  vomitus  in  the  mouth 
and  pharynx,  this  must  be  cleared.  The  blood 
pressure  required  to  maintain  cerebral  circula- 
tion is  much  less  in  the  supine  position  than 
in  the  erect  position;  also  the  venous  return  to 
the  heart  is  increased  when  the  patient  is  su- 
pine with  the  legs  elevated.  A sudden  increase 
in  the  diastolic  stretch  of  the  heart  may  initiate 
cardiac  contraction  and  also  result  in  an  in- 
creased cardiac  output  with  a poorly  contract- 
ing heart. 

A point  about  artificial  respiration:  I think  it 
has  been  shown  conclusively  that  the  older 
methods  of  respiration  (such  as  the  Sylvester 
and  Howard  methods)  are  simply  not  ade- 
quate to  ventilate  the  lungs  with  a decent  vol- 
ume, and  positive-pressure  mouth-to-mouth  or 
mouth-to-nose  respiration  is  extremely  efficient 
and  much  easier  to  use  than  all  these  other 
techniques.  External  cardiac  massage  alone 
will  not  move  air  in  and  out  of  the  lungs  and 
respiration  must  be  carried  on  at  the  same  time 
as  external  cardiac  massage.  If  there  is  only 
one  person  present,  the  first  step  is  to  venti- 
late the  lungs  three  or  four  times  and  then 
start  cardiac  massage  to  allow  blood  to  circu- 
late through  the  lungs  to  pick  up  oxygen  that 
is  there;  as  we  have  discussed  previously  the 
body  can  tolerate  respiratory  arrest  longer  than 


cardiac  arrest.  In  small  infants,  it  is  desirable 
to  cover  both  the  nose  and  mouth  with  the 
resuscitator’s  mouth,  and  to  extend  the  head 
so  that  the  tongue  will  move  away  from  the 
posterior  pharynx.  Since  a very  small  total  vol- 
ume is  required  for  small  infants,  it  is  sufficient 
to  blow  in  only  a mouthful  of  air  rather  than 
a whole  lungful,  as  high  pressures  and  volumes 
may  rupture  the  small  infant’s  lungs. 

Now  a few  words  about  techniques  of  car- 
diac massage.  The  massage  must  be  vigorous 
and  in  adults  it  is  recommended  that  the  ster- 
num be  displaced  at  least  2 inches  downwards 
toward  the  spine  in  order  to  achieve  an  ade- 
quate ejection  of  blood  from  the  heart,  which 
is  compressed  between  the  spine  and  the  ster- 
num. In  infants  and  children,  this  distance 
would  be  reduced  and  1 inch  is  probably  ade- 
quate. The  compression  must  be  vigorous  to 
try  and  simulate  cardiac  ejection  and  this  may 
best  be  monitored  by  feeling  the  carotid  pulsa- 
tion. If  no  carotid  pulsation  is  felt,  then  the 
cardiac  output  is  inadequate  or  there  may  be 
some  other  condition  present  that  may  not 
allow  you  to  give  adequate  cardiac  massage 
such  as  cardiac  tamponade.  In  adult  patients 
it  is  recommended  that  the  heart  be  com- 
pressed about  60  times  per  minute  and  that 
the  ratio  of  compression  to  decompression  be 
approximately  one  to  one.  In  infants  and  chil- 
dren this  rate  may  be  increased  to  about  80 
per  minute  and  although  this  rate  might  seem 
slow  when  compared  to  normal  heart  rates  for 
children,  it  will  maintain  an  adequate  circula- 
tion and  allow  diastolic  filling  of  the  heart.  It  is 
also  easier  for  the  operator  to  time  rates  of  60 
to  80  per  minute  rather  than  faster  rates  of 
100  or  more.  It  has  been  found  in  experimental 
studies  that  when  other  variations  of  rate  or 
rhythm  are  tried,  the  operator  becomes  con- 
fused and/or  exhausted,  and  this  results  in  in- 
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Heart 


Blood  Vessels 

Ectopic  Mode  of  Intes-  Blood 


Drug 

Rate 

Force 

Output 

Beats 

Action 

tines 

Kidney  Muscle  Skin 

Pressure 

Mode  of  Action 

Norepinephrine 

+. • 

-P  -P 

0,  -P 

-P 

Direct  beta 

c 

C 

C,  D 

C 

Rise 

C,  direct  alpha;  D, 
direct  beta 

Epinephrine 

+ +,  —* 

-P  -P 

-P  -P 

-P 

Direct  beta 

c 

c 

D,  C 

c 

Fall  or  rise  C,  direct  alpha;  D, 
direct  beta 

Isoproterenol 

-P  -1-  -1- 

-P  -P  -P 

-P  -P  -P 

(-P) 

Direct  beta 

D 

D 

D 

D 

Fall 

D,  direct  beta 

Methoxamine 

• 

0 

0,  — 

0 

None 

C 

C 

c 

C 

Rise 

D,  direct  alpha 

Tyramine 

-P,  — * 

-P 

0,  + 

-P 

Indirect  beta 

c 

C 

C,  D 

c 

Rise 

C,  indirect  alpha; 

D,  indirect  beta 

Dopamine 

■P,  — * 

-P 

-p 

■P 

Direct  beta 

D 

D 

C 

C 

Rise  or  no 
change 

C,  direct  alpha;  D, 
unknown 

Phenoxybenzamine 

-P 

-P 

-p 

0 

Indirect;  reflex, 
beta 

D 

D 

D 

D 

Fall 

D,  alpha  adrenergic 
blockade 

Phentolamine 

-P 

-P 

-p 

0 

Indirect;  reflex, 
beta 

D 

D 

D 

D 

Fall 

D,  alpha  adrenergic 
blockade  and 
histamine-like 

Propranolol 

— 

— 

— 

0 

Beta  adrenergic 
blockade 

0 

0 

C? 

0 

No  acute 
effect 

C,  beta  adrenergic 
blockade? 

Angiotensin  11 

* 

-P? 

-p? 

0 

Unknown 

C 

C 

C 

c 

Rise 

Unknown 

Aminophylline 

-P 

-P 

-p 

0 

Unknown 

D 

D 

D 

D 

Fall 

Unknown 

Glucocorticoids 

0 

-P? 

-p? 

0 

Unknown 

D? 

D? 

D? 

D? 

7 

Unknown 

C = constriction;  D = dilatation;  + = increase;  — = decrease;  0 = no  change;  ? = uncertain;  * = refiex  bradycardia;  ( ) = masked  by 
sinus  tachycardia. 

I.  Comparison  of  the  effects  of  various  drugs  on  the  heart  and  blood  vessels.  (From  Moran.^} 


efficient  cardiac  resuscitation.  With  adequate 
cardiac  massage  and  artificial  ventilation,  body 
functions  may  be  restored  to  near  normal  and 
the  circulation  may  be  maintained  for  several 
hours;  however,  the  cardiac  output  is  not  en- 
tirely normal  and  has  been  estimated  to  be 
about  one-half  to  one-third  of  normal,  so  that 
we  then  have  a state  of  acute  or  subacute 
shock  and  all  the  subsequent  body  reactions 
to  this  state  which  include  acidemia  and  peri- 
pheral vasoconstriction  as  we  previously  dis- 
cussed. Therefore,  although  we  have  initiated 
and  maintained  a reasonably  normal  circulation 
and  respiration  we  have  a situation  of  continu- 
ing and  increasing  acidemia,  hypoxia  and  cir- 
culatory imbalance,  which  may  eventually  lead 
to  the  death  of  cells  in  spite  of  an  apparently 
adequate  cardiorespiratory  resuscitation  effort. 

Therefore,  after  initiating  external  cardiac 
massage  and  artificial  positive-pressure  venti- 
lation, it  is  necessary  to  start  definitive  therapy 
with  certain  drugs,  unless  of  course  cardiac 


action  returns  spontaneously.  The  aims  of  ther- 
apy are:  (1)  to  increase  the  amount  of  oxygen 
transported  to  the  tissues,  (2)  to  combat  the 
systemic  acidemia  and  (3)  to  stimulate  spon- 
taneous cardiac  action  and  to  increase  the  con- 
tractility and  output  of  the  heart.  These  mea- 
sures must  be  instituted  as  soon  as  possible 
after  starting  resuscitation  unless,  of  course, 
the  heart  starts  to  beat  spontaneously  or  there 
is  some  specific  cause  of  the  cardiorespiratory 
arrest  which  may  be  treated  immediately  by 
the  operators.  The  first  consideration  is  oxygen. 
The  person  administering  the  mouth-to-mouth 
respiration  may  place  a tube  from  the  oxygen 
outlet  in  his  mouth  and  therefore  increase  the 
amount  of  oxygen  in  the  inspired  air,  or  better 
still,  an  endotracheal  tube  should  be  passed 
and  oxygen  and  positive-pressure  be  adminis- 
tered in  this  fashion  as  this  is  even  more  effi- 
cient than  mouth-to-mouth  respiration.  Second, 
ionotropic  drugs  must  be  given  in  order  to 
stimulate  cardiac  contraction  and  to  increase 
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the  degree  of  contraction  of  the  heart.  The 
most  effective  route  of  administration  is  intra- 
cardiac, because  the  peripheral  circulation  may 
be  nonexistent  or  extremely  inefficient.  There- 
fore, epinephrine  should  be  given  into  the 
heart;  the  site  of  injection  should  be  just  left 
of  the  mid-sternum.  A 2-inch  needle  should  be 
used  and  be  plunged  sharply  through  the  skin 
into  the  heart;  blood  must  be  aspirated  before 
the  injection  is  given  and  the  heart  must  be 
massaged  for  a minute  or  so  after  injection  in 
order  to  allow  the  drug  to  reach  the  coronary 
circulation  and  therefore  the  myocardium,  be- 
fore any  therapeutic  effect  can  be  assessed  or 
before  a repeat  injection  is  given.  The  dose  of 
epinephrine  is  0.5  to  2 or  3 cc  of  a 1:10,000 
solution,  depending  upon  the  size  of  the  child. 
This  should  be  repeated  as  necessary  accord- 
ing to  the  response  of  the  patient.  During  the 
initial  phases  of  resuscitation,  the  rest  of  the 
resuscitation  team  should  have  arrived  and  be 
setting  up  for  an  electrocardiogram  and  an  in- 
travenous infusion.  The  intravenous  infusion 
should  be  given  (by  a competent  person) 
through  a large,  fairly  central  vein  such  as  the 
median  cubital  vein  or  a percutaneous  punc- 
ture of  the  femoral,  jugular  or  subclavian  veins. 
A central  venous  catheter  is  then  placed  near 
the  heart  at  least  in  the  thorax,  for  the  admin- 
istration of  larger  volumes  of  fluid  which  may 
include  bicarbonate,  calcium,  glucose  or  blood. 
If  there  is  no  immediate  response  to  intracar- 
diac epinephrine,  then  intracardiac  or  intra- 
venous sodium  bicarbonate  must  be  given  in 
a dose  of  2 mEq/kg  if  no  more  than  two  min- 
utes have  elapsed  since  the  time  of  arrest. 
Larger  volumes  are  needed  if  arrest  has  per- 
sisted for  more  than  two  or  three  minutes. 
Central  venous  pH  should  be  monitored  after 
administering  bicarbonate  in  order  to  deter- 


mine the  amount  of  the  next  dose.  The  central 
venous  pH  and  pC02  respond  fairly  closely  to 
arterial  samples.  After  bicarbonate,  the  next 
drug  to  be  given  is  calcium,  preferably  calcium 
chloride  (as  calcium  is  in  the  ionic  form)  in 
order  to  increase  cardiac  contractility.  The  dose 
is  200  mg/kg.  Calcium  given  intravenously  will 
slow  the  heart,  but  this  is  due  to  a vagal  stimu- 
lating effect  rather  than  a direct  effect  upon 
the  conduction  system  of  the  heart  or  the 
myocardium.  And,  this  effect  may  be  counter- 
acted by  the  use  of  atropine  intravenously. 

These  three  drugs  then,  epinephrine,  sodium 
bicarbonate  and  calcium  chloride,  are  the  basic 
stand-bys  for  the  initial  cardiac  resuscitation. 
The  epinephrine  is  mainly  used  to  stimulate  the 
intrinsic  rate  of  the  heart,  as  well  as  to  stimu- 
late contractility,  while  the  bicarbonate  is  used 
to  counteract  the  systemic  acidemia.  Calcium 
is  also  necessary  to  stimulate  cardiac  contrac- 
tility which  will  be  diminished  because  of  hy- 
poxia and  acidemia.  Epinephrine  will  have  no 
ionotropic  effect  (force)  and  maybe  even  no 
chronotropic  effect  (rate)  in  the  face  of  severe 
acidemia  or  low  calcium  levels.  Therefore,  all 
three  drugs  are  important  and  complementary. 

The  next  step  is  to  find  out  the  electrical 
state  of  the  myocardium:  is  there  asystole  or 
ventricular  fibrillation?  In  order  to  establish  and 
maintain  fibrillation  in  myocardial  muscle,  it  is 
necessary  that  a certain  critical  mass  of  mus- 
cle be  present;  therefore,  it  is  most  unusual 
for  small  infants  and  children  to  have  ventricu- 
lar fibrillation  and  generally  one  can  assume 
that  asystole  is  present  in  acute  cardiac  arrest 
in  children.  However,  it  is  important  to  know 
whether  the  circulatory  arrest  is  due  to  asys- 
tole, fibrillation,  or  inadequate  cardiac  contrac- 
tions in  the  presence  of  a seemingly  regular 
electrical  activity  of  the  heart.  For  example, 
there  may  be  numerous,  multifocal,  premature 
ventricular  contractions  or  a very  fast  ventricu- 
lar or  atrial  tachycardia,  both  of  which  result  in 
inadequate  ejection  and  filling,  and  therefore, 
output  from  the  heart.  That  is,  electrical  activi- 
ty of  the  heart  on  the  electrocardiogram  does 
not  necessarily  mean  adequate  cardiac  output, 
which  must  be  monitored  by  feeling  a central 
arterial  pulse.  If  the  heart  is  fibrillating  it  must 
be  a large-voltage,  coarse  fibrillation  which  con- 
verts much  more  easily  than  a low-voltage,  fine 
fibrillation.  If  the  latter  is  present,  the  voltage 
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Try  Eutron  on  a stubborn  diastolic 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 


When  youWe  not  satisfied  with  your  patient^ s diastolic 
^‘end  point”  under  present  treatment^  consider  a trial  of  Eutron, 
It  will  often  bring  further  reduction  of  blood  pressure^ 
even  in  severe  diastolic  hypertension. 


Special  Characteristics  of  Eutron: 

Course  of  therapy  usually  is  smooth,  with 
blood  pressure  reducing  gradually  over  one  to 
three  weeks. 

Around-the-clock  effect  from  a single  daily  dose. 

Provides  diuresis  when  edema  accompanies 
hypertension. 

Free  of  central  depressant  action. 

Lower  doses  of  pargyline  hydrochloride  are 
made  possible  because  of  the  methyclothiazide 
component. 

TM— Trademark 


Special  Restrictions  (see  back  of  page) : 

Tyramine-containing  foods  (e.g.  aged  cheese) 
should  be  avoided.  (For  further  listing  of  foods, 
see  back  of  page.) 

If  alcohol  is  used,  it  should  be  used  cautiously 
and  in  reduced  amounts. 

Patients  should  be  warned  against  the  concurrent 
use  of  non-prescription  medications  (particularly 
cold  preparations  and  antihistamines),  or 
prescription  drugs  without  physician’s  consent. 

Discontinue  Eutron  at  least  two  weeks  prior  to 
elective  surgery. 

Before  prescribing  Eutron,  see  prescribing 

information  in  package  insert.  A brief 
summary  appears  on  next  page.  201353 


Brief  Summary 
EUTRON" 

pargyline  hydrochloride  and  methyclothiazide 

Filmtab® 

INDICATIONS.  EUTRON  (pargyline  hydrochloride  and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe  hypertension,  especially  those  with  severe 
diastolic  hypertension.  It  is  not  recommended  for  use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  w th  sedatives  and  lor  thiazide  diuretics  alone. 

Because'Of  the  potent  diuretic  properties  of  methyclothiazide,  the  combination  is  particularly 
suited  for  use  when  congestive  heart  failure  or  other  conditions  requiring  diuretic  therapy 
coexist  with  hypertension,  or  when  edema  attributable  to  antihypertensive  therapy  develops. 

As  discussed  in  regard  to  dosage  and  administration,  it  is  desirable  to  establish  the  dosage 
requirements  for  EUTRON  by  the  administration  of  Eutonyl  and  Enduron  separately. 

CONTRAINDICATIONS.  1.  Pargyline  therapy  is  contraindicated  in  patients  with  pheo- 
chromocytoma,  paranoid  schizophrenia,  hyperthyroidism  and  advanced  renal  failure. 

2.  Pargyline  should  not  be  administered  to  those  with  malignant  hypertension,  or  to  children 
under  twelve  years  of  age  because  significant  clinical  information  concerning  the  use  of  the 
drug  in  these  conditions  is  not  available. 

3.  In  general,  the  following  drugs  or  agents  are  contraindicated  in  patients  receiving  pargyline 
hydrochloride: 

a.  Centrally  acting  sympathomimetic  amines  such  as  amphetamine  and  its  derivatives  (also 
found  in  anorectic  preparations). 

Peripherally  acting  sympathomimetic  drugs  such  as  ephedrine  and  its  derivatives  (also 
found  in  nasal  decongestants,  hay  fever  preparations  and  cold  remedies). 

b.  Aged  and  natural  cheese  (e.g.,  Cheddar,  Camembert,  and  Stilton),  and  other  foods  (e  g,, 
pickled  herring,  Chianfi  wine,  pods  of  broad  beans,  chicken  livers,  chocolate  and  yeast 
products),  which  require  the  action  of  bacteria  or  molds  for  their  preparation  or  preserva- 
tion, because  of  the  presence  of  pressor  substances  such  as  tyramine.  Banana  peels  are 
also  contraindicated.  Cream  cheese,  processed  cheese,  and  cottage  cheese  can  be  allowed 
in  the  diet  during  EUTRON  therapy,  since  their  tyramine  content  is  inconsequential. 

In  some  patients  receiving  EUTRON,  tyramine  may  precipitate  an  abrupt  rise  in  blood 
pressure  accompanied  by  some  or  all  of  the  following:  severe  headache,  chest  pain,  profuse 
sweating,  palpitation,  tachycardia  or  bradycardia,  visual  disturbances,  stertorous  breath- 
ing, coma,  and  intracranial  bleeding  (which  could  be  fatal).  A phenothiazine  derivative  or 
phentolamine  may  be  administered  parenterally  for  treatment  of  such  an  acute  hyper- 
tensive reaction. 

c.  Parenteral  administration  of  reserpine  or  guanethidine  may  cause  hypertensive  reactions 
from  sudden  release  of  catecholamines.  Parenteral  use  of  these  drugs  is  contraindicated 
during,  and  tor  at  least  one  week  following,  treatment  with  EUTRON. 

d.  Imipramine,  amitriptyline,  desipramine,  nortriptyline,  or  their  analogues  should  not  be 
used  with  pargyline.  The  use  of  these  drugs  with  monoamine  oxidase  inhibitors  has  been 
reported  to  cause  vascular  collapse  and  hyperthermia  which  may  be  fatal.  A drug-free 
interval  (about  two  weeks)  should  separate  therapy  with  EUTRON  and  use  of  these  agents. 

e.  Methyldopa  or  dopamine,  which  may  cause  hyperexcitability  in  patients  receiving  pargyline, 
should  not  be  given. 

f.  Other  monoamine  oxidase  inhibitors  should  not  be  added  to  a EUTRON  regimen  since 
they  may  augment  the  effects  of  pargyline. 

4.  Methyclothiazide  is  contraindicated  in  patients  with  a known  sensitivity  to  methyclothiazide 
and/or  other  thiazide  diuretics.  It  should  not  be  used  in  patients  with  severe  renal  disease 
(except  nephrosis)  or  complete  renal  shutdown.  Thiazide  diuretics  should  not  be  used  in  the 
presence  of  severe  liver  disease  and/or  impending  hepafic  coma.  Hepatic  coma  has  been 
reported  as  a consequence  of  hypokalemia  in  patients  receiving  thiazide  diuretics. 

WARNINGS 

A PATIENTS 

1.  PATIENTS  SHOULD  BE  WARNED  AGAINST  THE  USE  OF  ANY  OVER-THE-COUNTER 
PREPARATIONS,  PARTICULARLY  “COLD  PREPARATIONS"  AND  ANTIHISTAMINES 
OR  PRESCRIPTION  DRUGS  WITHOUT  THE  KNOWLEDGE  AND  CONSENT  OF  THE 
PHYSICIAN. 

2.  PATIENTS  SHOULD  BE  CAUTIONED  ON  THE  USE  OF  CHEESE  (SEE  CONTRAINDICA- 
TIONS) AND  ALCOHOLIC  BEVERAGES  IN  ANY  FORM. 

3.  PATIENTS  SHOULD  BE  WARNED  ABOUT  THE  LIKELIHOOD  OF  THE  OCCURRENCE  OF 
ORTHOSTATIC  HYPOTENSION. 

4.  PATIENTS  SHOULD  BE  INSTRUCTED  TO  REPORT  PROMPTLY  THE  OCCURRENCE  OF 
SEVERE  HEADACHE  OR  OTHER  UNUSUAL  SYMPTOMS. 

5.  PATIENTS  WITH  ANGINA  PECTORIS  OR  CORONARY  ARTERY  DISEASE  SHOULD 
BE  ESPECIALLY  WARNED  NOT  TO  INCREASE  THEIR  PHYSICAL  ACTIVITIES  IN 
RESPONSE  TO  A DIMINUTION  IN  ANGINAL  SYMPTOMS  OR  AN  INCREASE  IN  WELL- 
BEING OCCURRING  DURING  TREATMENT  WITH  EUTRON. 

B.  PHYSICIANS 

1.  WHEN  INDICATED  THE  FOLLOWING  SHOULD  BE  CAUTIOUSLY  PRESCRIBED  IN 
REDUCED  DOSAGES: 

a.  ANTIHISTAMINES 

b.  HYPNOTICS,  SEDATIVES  OR  TRANQUILIZERS 

c.  NARCOTICS  (MEPERIDINE  SHOULD  NOT  BE  USED) 

2.  DISCONTINUE  EUTRON  AT  LEAST  TWO  WEEKS  PRIOR  TO  ELECTIVE  SURGERY. 

3.  IN  EMERGENCY  SURGERY  THE  DOSE  OF  NARCOTICS  OR  OTHER  PREMEDICATIONS 
SHOULD  BE  REDUCED  TO  IM  TO  1/5  THE  USUAL  AMOUNT.  CLINICAL  EXPERIENCE 
HAS  SHOWN  THAT  RESPONSE  TO  ALL  ANESTHETIC  AGENTS  CAN  BE  EXAGGERATED 
IN  PATIENTS  RECEIVING  EUTRON.  THEREFORE  THE  DOSE  OF  THE  ANESTHETIC 
SHOULD  BE  CAREFULLY  ADJUSTED. 

4.  PARGYLINE  HYDROCHLORIDE  MAY  INDUCE  HYPOGLYCEMIA. 

5.  CARE  SHOULD  BE  EXERCISED  IN  USING  EUTRON  IN  PATIENTS  WITH  ADVANCED 
RENAL  FAILURE. 

The  possibility  of  sensitivify  reactions  to  methyclothiazide  or  pargyline  should  be  considered 
in  patients  with  a history  of  allergy  or  bronchial  asthma. 

There  have  been  several  reports  published  and  unpublished,  concerning  nonspecific  small 
bowel  lesions  consisting  of  stenosis  with  or  without  ulceration,  associated  with  the  administra- 
tion of  enteric-coated  thiazides  with  potassium  salts.  These  lesions  may  occur  with  enteric- 
coated  potassium  tablets  alone  or  when  they  are  used  with  nonenteric-coated  thiazides,  or 
certain  other  oral  diuretics. 

These  small  bowel  lesions  have  caused  obstruction,  hemorrhage  and  perforation.  Surgery 
was  frequently  required  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium  salts  although  lesions 
of  this  type  also  occur  spontaneously.  Therefore,  coated  potassium-containing  formulations 
should  be  administered  only  when  adequate  dietary  supplementation  is  not  practical,  and 
should  be  discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting  or  gas- 
trointestinal bleeding  occurs. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including  thiazides. 

EUTRON  does  not  contain  added  potassium. 


USE  IN  PREGNANCY 

Pargyline  Hydrochloride.  Safe  use  of  pargyline  during  pregnancy  or  lactation  has  not  yet 
been  established.  Before  prescribing  pargyline  in  pregnancy,  in  lactation,  or  in  women  of 
childbearing  age,  the  potential  benefits  of  the  drug  should  be  weighed  against  its  possible 
hazard  to  mother  and  child. 

Methyclothiazide.  Thiazides  should  be  used  with  caution  in  pregnant  women  and  nursing 
mothers  since  they  cross  the  placental  barrier  and  appear  in  cord  blood  and  in  breast  milk. 
The  use  of  thiazides  may  result  in  fetal  or  neonatal  jaundice,  bone  marrow  depression  and 
thrombocytopenia,  altered  carbohydrate  metabolism  in  newborn  infants  of  mothers  showing 
decreased  glucose  tolerance,  and  possible  other  adverse  reactions  which  have  occurred  in 
the  adult.  When  the  drug  is  used  in  women  of  childbearing  age,  the  potential  benefits  of  the 
drug  should  be  weighed  against  the  possible  hazards  to  the  fetus. 

PRECAUTIONS 

Pargyline  Hydrochloride.  The  therapeutic  response  to  a variety  of  drugs  may  be  changed, 
or  exaggerated,  in  patients  receiving  a monoamine  oxidase  inhibitor  such  as  pargyline  hydro- 
chloride. Caffeine,  alcohol,  antihisfamines,  barbiturates,  chloral  hydrate,  and  other  hypnotics, 
sedatives,  tranquilizers  and  narcotics  (meperidine  should  not  be  used),  should  be  used 
cautiously  and  at  reduced  dosage  in  patients  who  are  taking  pargyline. 

Pargyline  has  not  been  shown  to  damage  the  kidney  or  liver.  However,  laboratory  studies 
including  complete  blood  counts,  urinalyses,  and  liver  function  tests  should  be  performed 
periodically.  The  drug  should  be  used  with  caution  in  the  presence  of  liver  disease.  All  patients 
with  impaired  circulation  to  vital  organs  from  any  cause  including  those  with  angina  pectoris, 
coronary  artery  disease,  and  cerebral  arteriosclerosis  should  be  closely  observed  for  symptoms 
of  orthostafic  hypotension.  If  hypotension  develops  in  these  patients,  EUTRON  dosage  should 
be  reduced  or  therapy  discontinued  since  severe  and/or  prolonged  hypotension  may  precipitate 
cerebral  or  coronary  vessel  thromboses. 

The  hypotensive  effect  of  pargyline  may  be  augmented  by  febrile  illnesses.  It  may  be  advisa- 
ble to  withdraw  the  drug  during  such  diseases. 

Since  pargyline  is  excreted  primarily  in  the  urine,  patients  with  impaired  renal  function 
may  experience  cumulative  drug  effects.  Such  patients  should  also  be  watched  for  elevations 
of  blood  urea  nitrogen  and  other  evidence  of  progressive  renal  failure.  If  such  alterations 
should  persist  and  progress,  the  drug  should  be  discontinued. 

An  increased  response  to  central  depressants  may  be  manifested  by  acute  hypotension 
and  increased  sedative  effect.  Pargyline  also  may  augment  the  hypotensive  effects  of  anesthetic 
agents  and  surgery.  For  this  reason,  the  drug  should  be  discontinued  from  at  least  two  weeks 
prior  to  surgery. 

In  the  event  of  emergency  surgery  smaller  than  usual  doses  (1/4  to  1/5)  of  narcotics, 
analgesics,  sedatives,  and  other  premedications  should  be  used.  If  severe  hypotension  should 
occur,  this  can  be  controlled  by  small  doses  of  a vasopressor  agent  such  as  levarferenol. 

Pargyline  therapy  should  not  be  used  in  individuals  with  hyperactive  or  hyperexcitable 
personalities,  as  some  of  these  patients  show  an  undesirable  increase  in  motor  activity  with 
restlessness,  confusion,  agitation  and  disorientation.  Clinical  studies  have  shown  that  par- 
gyline may  unmask  severe  psychotic  symptoms  such  as  hallucinations  or  paranoid  delusions 
in  some  patients  with  pre-existing  serious  emotional  problems.  This  can  usually  be  controlled 
by  judicious  administration  of  chlorpromazine  intramuscularly,  or  other  phenothiazines,  the 
patient  remaining  supine  for  one  hour  after  administration. 

Pargyline  should  be  used  with  caution  in  patients  with  Parkinsonism,  as  it  may  increase 
symptoms.  In  addition,  great  care  is  required  if  pargyline  is  administered  in  conjunction  with 
anti-parkinsonian  agents. 

In  experience  to  date,  pargyline  has  not  been  associated  with  eye  changes  or  optic  atrophy 
as  reported  with  the  use  of  some  hydrazine  monoamine  oxidase  inhibitors.  However,  patients 
receiving  this  drug  for  prolonged  periods  should  be  examined  for  any  changes  in  color  per- 
ception, visual  fields,  fundi,  and  visual  acuity. 

Clinical  reports  state  that  certain  individuals  receiving  pargyline  for  a prolonged  period  of 
time  are  refractory  to  the  nerve-blocking  effects  of  local  anesthetics,  e.g.,  lidocaine. 
Methyclothiazide.  Thiazide  therapy  should  be  used  with  caution  in  patients  with  severely 
impaired  renal  function  because  of  the  possibility  of  cumulative  effects.  Caution  is  also  nec- 
essary in  patients  with  severely  impaired  hepatic  function  or  progressive  liver  disease. 

Thiazide  drugs  may  reduce  response  to  levarterenol.  Accordingly,  the  dosage  of  vasopressor 
agents  may  need  to  be  modified  in  surgical  patients  who  have  been  receiving  thiazide  therapy. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effect  of  the  drug  may  be  enhanced  in  the  svmpathectomized  patient. 

All  patients  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte  imbalance,  including 
hyponatremia  ("low-salt”  syndrome).  These  include  thirst,  dryness  of  the  mouth,  lethargy 
and  drowsiness. 

Hypokalemia  may  occur  during  therapy  with  methyclothiazide.  In  such  cases  supplemental 
potassium  may  be  indicated.  Potassium  depletion  can  be  hazardous  in  patients  taking  digitalis. 
Myocardial  sensitivity  to  digitalis  is  increased  in  the  presence  of  reduced  serum  potassium 
and  signs  of  digitalis  intoxication  may  be  produced  by  formerly  tolerated  doses  of  digitalis. 
Hypochloremic  alkalosis  may  occur  following  intensive  or  prolonged  thiazide  therapy.  Re- 
placement of  chloride  may  be  indicated  in  such  cases. 

Thiazides  may  decrease  serum  P.B.I.  levels  without  signs  of  thyroid  disturbance. 
ADVERSE  REACTIONS.  Generally  side  effects  should  not  be  severe  or  serious  when  the 
recommended  dosages  are  used,  and  necessary  precautions  are  observed.  If  side  effects 
are  severe  or  persist  in  spite  of  symptomatic  treatment,  the  dosage  should  be  reduced  or  the 
drug  withdrawn.  See  also  Warnings  and  Precautions. 

Pargyline  Hydrochloride.  The  most  frequently  occurring  side  effects  are  those  associated 
with  orthostatic  hypotension  (dizziness,  weakness,  palpitation,  or  fainting).  These  usually 
respond  to  a reduction  of  dosage.  Patienfs  should  be  warned  against  rising  to  a standing 
position  too  quickly,  especially  when  getting  out  of  bed.  Severe  and  persistent  orthostatic 
hypotension  should  be  avoided  by  reduction  in  dosage  and/or  discontinuation  of  therapy. 

Mild  constipation,  fluid  retention  with  or  without  edema,  dry  mouth,  sweating,  increased 
appetite,  arthralgia,  nausea  and  vomiting,  headache,  insomnia,  difficulty  in  micturition,  night- 
mares, impotence  and  delayed  ejaculation,  rash  and  purpura,  have  also  been  encountered. 
Hyperexcitability,  increased  neuromuscular  activity  (muscle  twitching)  and  other  extra-pyra- 
midal symptoms  have  been  reported.  Gain  in  weight  may  be  due  either  to  edema  or  increased 
appetite.  Drug  fever  is  extremely  rare.  In  some  patients  reduction  of  blood  sugar  has  been 
noted.  Although  the  significance  of  this  has  not  been  elucidated,  the  possibility  of  hypo- 
glycemic effecfs  should  be  borne  in  mind.  Congestive  heartfailure  has  been  reported  in  patients 
with  reduced  cardiac  reserve. 

Methyclothiazide.  Side  effects  that  may  accompany  thiazide  therapy  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache,  dizziness,  paresthesias,  weakness,  skin  rash,  photo- 
sensitivity. Jaundice  and  pancreatitis  also  have  been  reported. 

Blood  dyscrasias,  including  thrombocytopenia  with  purpura,  agranulocytosis  and  aplastic 
anemia,  have  been  reported  with  thiazide  drugs. 

Thiazides  have  been  reported,  on  rare  occasions,  to  have  elevated  serum  calcium  to  hyper- 
calcemic  levels.  The  serum  calcium  levels  have  returned  to  normal  when  the  medication  has 
been  stopped.  This  phenomenon  may  be  related  to  the  ability  of  the  thiazide  diuretics  to 
lower  the  amount  of  calcium  excreted  in  the  urine. 

Elevations  of  blood  urea  nitrogen,  serum  uric  acid,  and  blood  sugar  have  occurred  with  the 
use  of  thiazide  drugs.  Symptomatic  gout  may  be  induced. 

Although  not  established  as  an  adverse  effect  of  methyclothiazide,  it  has  been  reported  that 
thiazide  diuretics  may  produce  a cutaneous  vasculitis  in  elderly  patients. 
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20  CURBSTONE  CONSULTATIONS 


Persgn-to  portian  conversation#!  discussions  of 
cashes  and  problems  of  general  medical  iaterest. 


14  CONTINENTAL  BREAKFAST  ROUND  TABLES 


Have  feeaW^  with  a guest  speaker  on  Friday  aod 
Saturday  mornings-.  Enjoy  juice,  coffee,  rolls  while 
the  speaker  makes  a 20-minute  presentation.  Then 
participate  in  tbetnfermal  35  minute  open  forum 
that  will  follow. 


33  SPECIALTY  SOCIETY  PROGRAMS 


9 SPECIAL  SYMPOSIUMS 


175  SCIENTI^  AND  TECHNICAL  EXHIBITS 
FOeUM  OF  ORIGINAL  RESEARCH 
FILM  PROGRAM 

PHYSICIANS’  AND  WIVES'  ART  EXHIBITION 


SPORTS/ENTERTAINMENT 


Golf,  Tennis,  Sheet  and  Trap,  Boating,  Fraternity 
and  Alumni  Partly  Class  Reunions,  and  TMA's 
Resta  Noche  del  Rio  featuring  a Msriachi  Band, 
cocktaES,  Mexican  hors  d’oeuvres,  dinner,  ^ 
entertainment. 


45  GUEST  SPEAKERS 

^us250  special  and  TMA-member  speakers 

14  SECTION  PROGRAMS 

Digestive  Diseases,  General  Practice,  Internal 
Medicine,  Nervous  and  Mental  Diseases,  Obstetrics 
and  Gynecology.  Ophthalmology,  Otolaryngology, 
Pathology,  Pediatrics,  Physical  Medicine  and 
Rehabilitation,  Public  Health,  Radiology,  Surgery, 
»id  Urology. 


AI^NCE  REGISTRATION  FORM 
FJLL  OUT  BOTH  SIDES  AND  MATj^oag' 

' j.L' 

Save  time  and  effort  by  registering  in  advanced 
out  the  card  at  right  below,  mail  it  to  TMA,  and 
registration  packet  will  be  waiting  for  j 
no  registration  fee  for  TMA  members. 

A handy  form  for  ordering  tickets  to  the  luncheons^ 
the  “Fiesta  Noche  del  Rio”  and  other  events  is 
located  an  the  back  of  this  Advance  Registration . 
card.  Save  even  more  time  by  ordering  your  tickets 
nom 


youj 


There-ts- 


REQUEST  FOR  HOTEL  OR  MOTEL  RESERVATIONS 


MAKE  YOUR  HOTEL  RESERVATIONS  ^ 
NOW! 

Select  your  first,  second  and  third 
choice  of  hotels  and  motels  from  the 
list,  complete  the  housing 
request  form,  and  mail  it  to  the  TMA 
Housing  Bureau.  Preferences  will  be 
honored  as  far  as  possible,  and 
confirmation  of  reservations  will  be 
sent  directly  to  you  from  the  hotel 
or  motel. 


SAN  ANTONIO  HOTELS  AND 
MOTELS 

1 Convention  Center 
Scientific  Sessions  Headquarters 

2 Hilton  Palacio  del  Rio 

Scientific  Sessions  Co-Headquarters 

3 St.  Anthony  Hotel 

Business  Sessions 

4 La  Mansion  Motor  Hotel 
(formerly  La  Posada) 

Auxiliary  Headquarters 

5 Menger  Hotel  and  Motor  Inn 

6 La  Quinta  Motor  Inn 

7 Gunter  Hotel 

8 Crockett  Motor  Inn 

9 El  Tropicano  Motor  Hotel 

10  Holiday  Inn — Downtown 

11  LaVillita  TraveLodge 
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ADVANCE  REGISTRATION  FORM 
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ADVANCE  REGISTRATION 
FORM.  FILL  OUT  BOTH 
SIDES  & MAIL  TODAY 


MAIL  TO:  TEXAS  MEDICAL  ASSOCIATION 


HAVE  YOUR  TICKETS  READY  FOR 
YOU  WHEN  YOU  GET  TO  SAN 
ANTONIO 
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Avoid  the  lines,  the  last  minute  rush, 
and  the  possibility  of  missing  out 
on  the  TMA  functions  listed  below. 
Fill  out  the  advance  ticket  order 
form,  mail  it  to  TMA  with  your  check, 
and  your  tickets  will  be  waiting  for 
you. 

GENERAL  MEETING  LUNCHEON— 

Friday,  May  12,  12:30  p.m..  Con- 
vention Center.  Featured  speaker  to 
be  announced. 

GENERAL  MEETING  LUNCHEON— 

Saturday,  May  13,  12:30  p.m..  Con- 
vention Center.  Featured  speaker 
will  be  The  Honorable  John  G. 

Tower,  United  States  Senate, 
Washington,  D.C. 

FIESTA  NOCHE  DEL  RIO— A Satur- 
day night  Fiesta  featuring  a Mariachi 
band,  cocktails,  Mexican  hors 
d’oeuvres,  dinner,  entertainment. 
Saturday,  May  13. 


ADVANCE  TICKET  ORDERS 
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CONTINENTAL  BREAKFAST  ROUND 
TABLES — Friday,  May  12,  and 
Saturday,  May  13,  8:15-9:30  a.m.. 
Convention  Center.  There  is  no 
charge,  but  attendance  is  limited 
and  tickets  necessary.  Have  juice, 
coffee,  and  rolls  with  a guest 
speaker,  then  participate  in  an 
informal  discussion  period. 


◄ 

USE  THESE  HANDY 
FORMS  TO  REGISTER 
IN  ADVANCE.  BUY 
TICKETS  AND  MAKE 
HOTEL  RESERVATIONS 


45  GUEST  SPEAKERS  plus  250  special  and  TMA-member  speakers 


JACK  R.  ANDERSON,  M.  D. 

New  Orleans,  otolaryngology 

DAVID  G.  ASHBAUGH,  M D. 

Denver,  trauma  and  thoracic  surgery 

ALLAN  BEIGEL,  M.  D. 

Tucson,  psychiatry 

HARVEY  BLANK,  M.  D. 

Miami,  dermatology 

RENE  CAILLIET,  M.  D. 

Los  Angeles 

physical  medicine  and  rehabilitation 

RALPH  J.  CAPAROSA,  M.  D. 

Pittsburg,  otolaryngology 

HARLEY  C,  CARLSON,  M.D. 

Rochester,  radiology 

ROY  L CLEERE,  M.  D. 

Denver,  public  health 

SHERMAN  S.  COLEMAN,  M.  D. 

Salt  Lake  City,  orthopedic  surgery 

LOUIS  K.  DIAMOND,  M.  D. 

San  Francisco,  pediatrics 

WILLIAM  E.  EASTERLING,  JR.,  M.  D. 
Chapel  Hill,  obstetrics  and  gynecology 

FRANZ  M.  ENZINGER,  M.  D. 
Washington,  D.  C.,  pathology 

JAMES  R.  GILSON,  M.  D. 

Lombard,  Illinois,  Medical  Director, 
Physicians-On-Call 

LEWIS  GRODSKY,  M.  D. 

San  Francisco,  proctology 


FRANK  L.  IBER,  M.  D. 

Jamaica  Plain,  Massachusetts 
internal  medicine 

JOHN  FIGGIS  JEWETT,  M.  D. 

Boston,  obstetrics  and  gynecology 

MARGARET  H.  JONES,  M.  D. 

Los  Angeles,  pediatrics 

WILLIAM  E.  LOTTERHOS,  M.  D. 

Jackson,  Mississippi 

Immediate  Past  President 

American  Academy  of  Family  Physicians 

ERIC  W.  MARTIN,  Ph.  D. 

Pearl  River,  New  York,  Director, 

Medical  Communications  Department, 
Lederle  Laboratories 

JAMES  F.  MASTERSON,  JR  , M.  D. 

New  York,  psychiatry 

MALCOLM  A.  McCANNEL,  M.  D. 
Minneapolis,  ophthalmology 

JOHN  H.  MOYER,  III,  M.  D, 

Philadelphia,  internal  medicine 

GERALD  P.  MURPHY,  M.  D. 

Buffalo,  surgery  and  urology 

MARSHALL  J.  ORLOFF,  M.  D. 

San  Diego,  surgery 

ALAN  D.  PERLMUTTER,  M.  D. 

Detroit,  urology 

E.  JAMES  POTCHEN,  M.  D. 

St.  Louis,  nuclear  medicine 

WALLACE  RUBIN,  M,  D. 

New  Orleans,  otolaryngology 


RICHARD  C.  SCHULTZ,  M.  D. 

Des  Plaines,  Illinois,  plastic  surgery 

THOMAS  E,  SHAFFER,  M.  D, 
Columbus,  adolescent  medicine 

L,  THOMAS  SHEFFIELD,  M.  D. 
Birmingham,  cardiovascular  disease 

HARRY  C.  SHIRKEY,  M.  D. 

New  Orleans,  pediatrics 

BYRON  SMITH,  M D. 

New  York,  ophthalmology 

GENE  H.  STOLLERMAN,  M.  D. 
Memphis,  internal  medicine 

IRVING  R.  TABERSHAW,  M.  D. 
Berkeley,  occupational  medicine 

PHILLIPTHOREK,  M.  D. 

Chicago,  surgery 

HARRY  WOLLMAN,  M.  D. 
Philadelphia,  anesthesiology 

NORMAN  ZAMCHECK,  M D. 

Boston,  gastroenterology 


GENERAL  MEETING 
LUNCHEON  SPEAKER 

THE  HONORABLE  JOHN  G.  TOWER 
United  States  Senate 
Washington,  D.  C. 


CONTINENTAL  BREAKFAST  ROUNDTABLE  PRESENTATIONS 


Friday,  May  12,  8:15-9:30  a.m. 


1.  CUTANEOUS  INFECTIONS 
Harvey  Blank,  M D. 

Miami 


2.  COMMON  FOOT  PROBLEMS 
Rene  Cailliet,  M.  D. 

Los  Angeles 


3.  RADIOLOGY  IN  Gl  BLEEDING 
Harley  C,  Carlson,  M,  D. 
Rochester 


4,  KIDNEY  TRANSPLANTATION — CURRENT  PROGRESS 
Gerald  P.  Murphy,  M.  D 
Buffalo 


5,  TODAY’S  PRESSURES  ON  CHILDREN 
Thomas  E,  Shaffer,  M,  D, 

Columbus 


6.  FACIAL  INJURIES  FROM  AUTO  ACCIDENTS 
Richard  C.  Schultz,  M.  D. 

Des  Plaines,  Illinois 


7 JAUNDICE 

Phillip  Thorek,  M.  D. 
Chicago 


Saturday,  May  13,  8:15-9:30  a,m. 
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may  be  increased  by  giving  epinephrine  and 
then  applying  cardioversion. 

The  basis  of  direct-current  defibrillation  of 
the  heart  is  to  apply  a direct  current  through 
the  myocardium  in  order  to  depolarize  every 
cardiac  cell.  After  this  period  of  depolarization, 
one  hopes  that  an  intrinsic  pacemaker  in  the 
heart  will  then  start  to  fire  and  take  over  a 
coordinated  rhythm  and  contraction  of  the 
heart.  One  must  apply  the  electrodes  to  the 
chest  in  such  a manner  that  the  whole  heart 
is  defibrillated,  and  this  may  be  done  either  by 
applying  one  paddle  under  the  right  clavicle 
and  one  at  the  apex,  or  one  paddle  over  the 
sternum  and  one  over  the  back  so  that  the 
whole  current  goes  through  the  whole  heart. 
Direct  current  conversion  may  be  used  in  ven- 
tricular fibrillation  or  tachycardia  or  very  fast 
atrial  tachycardias.  The  usual  dose  is  about 
1 w/second/lb  as  a starting  dose.  It  is  best  to 
use  the  smallest  current  available  and  increase 
the  joules  stepwise  until  adequate  defibrillation 
occurs.  If  defibrillation  appears  to  be  unsuc- 
cessful in  spite  of  adequate  doses  of  sodium 
bicarbonate  and  epinephrine,  then  intravenous 
or  intracardiac  lidocaine  may  be  administered 
starting  with  an  initial  bolus  injection  of  0.5 
mg/kg,  which  will  reduce  myocardial  irritability 
as  well  as  contractility. 

Let  us  now  assume  that  we  have  a patient 
with  endotracheal  tube  in  place  and  adequate 
ventilation:  we  have  a regular  rhythm  on  the 
electrocardiogram  and  we  have  administered 
adequate  doses  of  sodium  bicarbonate  and 
measured  the  central  venous  pH  and  still  the 
cardiac  output  is  poor  with  weak,  small-volume 
pulses  and  sluggish  peripheral  capillary  circu- 
lation with  half  dilated  pupils — all  of  which  sig- 
nify low  cardiac  output.  First,  we  must  continue 
external  cardiac  massage  in  order  to  maintain 
some  sort  of  cardiac  output  and  then,  at  the 
same  time,  administer  some  drugs  with  a 
positive  ionotropic  action. 

We  first  must  make  sure  that  there  is  an 
adequate  blood  volume  for  the  heart  to  work 
on.  Therefore,  we  establish  a central  venous 
line  and  use,  initially,  dextrose  and  saline  and 
maybe  even  plasma,  albumin  or  whole  blood. 
Increasing  the  blood  volume  may  alone  in- 
crease cardiac  output,  even  though  apparently 
there  was  normal  fluid  balance  before  the  on- 
set of  arrest.  Next  we  administer  an  ionotropic 
drug  according  to  the  clinical  state  of  the 


patient.  Table  1 lists  some  of  these  drugs  and 
their  actions  on  various  parts  of  the  body.  They 
range  from  pure  alpha  stimulators  through  a 
mixture  of  alpha  and  beta  stimulators  to  pure 
beta  stimulators  and  then  to  other  drugs  such 
as  alpha  and  beta  blockers,  and  then  drugs 
which  act  on  the  heart  and  blood  vessels  by 
other  mechanisms.  Isoproterenol  is  an  example 
of  an  almost  pure  beta  stimulator  which  in- 
creases the  rate  and  force  of  cardiac  contrac- 
tion, increasing  cardiac  output  and  dilating  the 
vessels  in  most  vascular  beds  such  as  intes- 
tine, kidney,  muscle  and  skin  resulting  in  a rise 
in  the  systolic  and  a fall  in  the  diastolic  pres- 
sures, but  a fall  in  mean  blood  pressure. 
Theoretically,  this  may  seem  an  ideal  drug  to 
use  except  that  in  patients  with  a low  blood 
volume  or  with  prolonged  shock  where  the 
effective  blood  volume  is  decreased,  the  dila- 
tation in  the  vascular  beds  such  as  muscle  and 
skin  may  produce  a further  fall  in  effective 
blood  volume.  On  the  other  hand,  methoxa- 
mine  is  an  almost  pure  alpha  stimulator  which 
produces  a reflex  bradycardia  due  to  a rise  in 
peripheral  vascular  resistance,  which  is  caused 
by  constriction  in  most  vascular  beds  such  as 
the  muscle,  but  that  also  includes  the  kidney 
and  intestines.  This  drug  is  similar  to  norepin- 
ephrine which  produces  intense  vasoconstric- 
tion and  does  indeed  elevate  the  blood  pres- 
sure and  the  arteriovenous  pressure  gradient, 
which  theoretically  may  seem  to  be  a good 
thing  because  it  would  increase  perfusion  pres- 
sure to  the  tissues.  However,  an  increase  in 
blood  pressure  without  a larger  increase  in 
myocardial  contractility  results  in  inefficient 
myocardial  work  and  force  of  contraction  and 
results  in  a decrease  in  cardiac  output.  There 
are  other  drugs  which  have  been  used  for 
shock-like  states;  among  them  are  epinephrine, 
tyramine  and  dopamine  which  have  both  alpha 
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and  beta  stimulating  effects  in  varying  propor- 
tions in  each  drug.  The  ideal  drug  to  use  would 
be  one  which  increases  myocardial  contractility 
and  force  of  contraction  together  with  an  in- 
crease in  cardiac  output  and  without  too  much 
stimulation  of  ectopic  beats.  This  ideal  drug 
should  also  increase  blood  flow  to  the  myocar- 
dium and  brain  and  also  to  the  kidney  and 
probably  the  intestines  without  a large  increase 
in  blood  flow  to  the  muscle  or  skin,  which  are 
relatively  unessential  vascular  beds.  A present, 
dopamine  seems  to  fill  these  criteria  and  has 
been  used  experimentally  and  in  some  clinical 
settings  of  acute  shock  such  as  cardiogenic 
shock.  However,  it  remains  to  be  seen  whether 
this  drug  will  stand  the  test  of  time  and  repeat- 
ed use  in  many  clinical  settings  or  whether  it 
will  go  the  way  of  glucagon  which  proved  to 
be  good  experimentally  but  was  found  to  be 
ineffective  in  many  clinical  settings  such  as  in 
prolonged  myocardial  strain. 

The  choice  of  an  alpha  or  beta  stimulator  or 
a drug  with  a mixture  of  both  effects  should 
be  made  on  clinical  grounds  for  the  individual 
patient  you  are  resuscitating.  Thus  it  would  be 
dangerous  to  administer  isoproterenol  if  the 
central  venous  pressure  and/or  blood  volume 
is  low,  while  the  administration  of  norepine- 
phrine may  be  contraindicated  if  there  is  evi- 
dence of  severe  peripheral  vasoconstriction  and 
poor  perfusion. 

The  other  drugs  listed  here,  phentolamine 
and  phenoxybenzamine,  are  alpha  blockers  and 
serve  to  dilate  peripheral  vascular  beds  in  a 
similar  manner  to  isoproterenol  but  the  effect 
is  unselective  and  again  may  be  harmful  if  the 
blood  volume  is  low.  Propranolol  is  a beta 
blocker  which  depresses  the  heart  rate  and  force 
of  contraction  of  the  heart  and  may  be  danger- 
ous to  use  if  given  in  large  doses  intravenously. 
Propranolol  should  be  given  in  small  doses 


(0.01  mg/kg)  as  a bolus  injection  until  the 
desired  effect  is  reached.  One  must  be  aware 
of  excessive  bradycardia  due  to  unopposed 
vagal  action;  this  may  be  prevented  by  the 
prior  or  concomitant  administration  of  atro- 
pine. Angiotensin  is  a peripheral  vasoconstric- 
tor which  probably  does  not  have  much  place 
in  the  treatment  of  cardiogenic  shock.  I should 
also  mention  the  use  of  vasopressin,  the  pos- 
terior pituitary  extract  which  selectively  con- 
stricts gastrointestinal  blood  vessels  and  is 
useful  in  the  treatment  of  bleeding  from  esoph- 
ageal varices;  however,  this  has  a coronary 
vasoconstricting  effect  and  must  be  used  cau- 
tiously. Aminophylline  is  a general  purpose 
positive  ionotropic  drug  which  also  dilates 
bronchi  and  may  be  useful  in  treatment  of  pul- 
monary edema  or  asthma,  and  it  does  increase 
renal  blood  flow.  Glucocorticosteroids  have 
been  advocated  strongly  by  some  workers  in 
the  treatment  of  shock  and  they  do  seem  to 
have  some  beneficial  effects  in  severe  shock, 
possibly  at  the  microcirculation  level,  by  reduc- 
ing capillary  permeability,  platelet  aggregation 
and  sludging  of  blood  in  the  small  vessels,  as 
well  as  augmenting  the  adrenal  cortex’s  natural 
response  to  severe  stress.  Fig  2 summarizes 
the  mechanism  of  action  of  these  positive  iono- 
tropic drugs  and  the  sites  of  their  action.  It 
must  be  remembered  that  these  drugs  are 
much  less  effective  in  the  face  of  systemic 
acidemia  and  low  calcium  levels. 

Another  drug  with  a positive  ionotropic  ac- 
tion is  digitalis  which  increases  the  force  of 
contraction  of  the  heart.  However,  given  intra- 
venously its  onset  is  rather  slow,  starting  to 
take  effect  after  about  20  to  30  minutes  and 
having  a peak  effect  in  two  to  six  hours.  There- 
fore, this  drug  would  not  be  used  in  the  acute 
emergency  situation  but  may  be  given  if  the 
clinical  situation  indicates  that  prolonged  heart 
failure  or  shock  may  ensue.  Digitalis  stimulates 
the  vagus  nerve  and  therefore  the  initial  slow- 
ing of  the  heart  may  be  counteracted  by  atro- 
pine. Atropine  may  also  be  useful  during  hy- 
poxia with  bradycardia  or  during  a vasovagal 
syncope  which  results  in  cardiac  arrest.  In- 
creasing the  heart  rate  alone  in  the  presence 
of  a normal  blood  volume  will  increase  cardiac 
output  if  the  initial  rate  is  very  slow.  Again, 
during  slow  heart  rates,  other  ectopic  pace- 
makers may  cycle  in  and  trigger  off  ventricular 
fibrillation  and  this,  too,  may  be  prevented  by 
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2.  Schema  of  biochemical  and  physiologic  actions  of  isoproterenol  and  other 
inotropic  agents  on  the  heart.  CO^  = cardiac  output;  EDP  — end-diastolic  pressure; 
EDV  = end-diastolic  volume;  ST  = stroke  volume. 


pacing  the  heart  at  a faster  rate  or  by  giving 
atropine  to  increase  the  rate  of  firing  at  the 
sinus  node.  It  has  also  been  sho\wn  that  the 
vagus  nerve  does  supply  some  fibers  to  the 
ventricular  myocardium  and  stimulation  of  the 
vagus  does  result  in  a negative  ionotropic 
effect. 

There  are  certain  situations  v/here  external 
cardiac  massage,  positive  ionotropic  drugs  and 
positive  pressure  respiration  may  be  ineffective, 
and  open  chest  massage  may  be  indicated. 
Patients  with  penetrating  chest  wounds,  ten- 
sion pneumothorax,  crush  injuries,  flail  chest, 
and  sometimes  cardiac  tamponade  may  not 
respond  to  closed  chest  massage  and  opening 
the  chest  and  direct  massage  of  the  heart 
against  the  sternum  would  be  indicated.  In  car- 
diac tamponade  there  is  restricted  filling  of  the 
heart  and  Isuprel  has  been  found  to  be  the 
only  effective  drug  in  this  case  as  it  reduces 
the  size  of  the  heart  due  to  increased  contrac- 
tility of  the  myocardium. 

In  summary,  the  aims  of  cardiopulmonary 
resuscitation  are  to  provide  an  adequate  oxy- 
gen delivery  to  the  lungs  and  the  pulmonary 
capillary  bed  and  also  to  provide  an  effective 
cardiac  output  at  a reasonable  cardiac  rate  to 
pick  up  this  oxygen  and  deliver  it  to  the  peri- 
pheral tissues,  especially  to  the  heart  and 
brain,  but  also  to  the  kidney  and  intestine. 
Electrical  activity  on  the  ECG  does  not  neces- 
sarily imply  an  effective  cardiac  output,  and 


this  must  be  monitored  together  with  the  cen- 
tral blood  volume  and  the  central  venous  pH. 
Effective  cardiac  output  may  be  monitored  by 
feeling  the  pulse  pressure  and  recording  a 
blood  pressure,  together  with  evidence  of  spon- 
taneous cardiac  and  respiratory  activity  and 
reversal  of  signs  of  cerebral  damage  such  as 
constriction  of  previously  dilated  pupils  and 
the  return  of  spontaneous  muscle  activity  or 
muscular  tone.  If  circulatory  arrest  has  per- 
sisted for  longer  than  three  minutes,  one  can 
assume  that  cerebral  anoxia  and  edema  will 
ensue  and  steps  must  be  taken  to  minimize 
the  effects  of  this  by  administering  a diuretic 
or  dehydrating  agent  such  as  Lasix,  mannitol 
or  glycerol  intravenously.  Brain  and  heart  me- 
tabolism may  be  reduced  by  lowering  body 
temperature  by  surface  cooling;  however,  it 
must  be  remembered  that  with  temperatures 
below  about  33°  C,  oxygen  consumption  is 
increased. 

I have  tried  to  outline  the  general  measures 
taken  for  acute  cardiopulmonary  arrest  and  the 
rationale  for  the  use  of  certain  drugs  in  this 
situation.  Specific  therapy  will  be  determined 
by  the  predisposing  cause  of  the  cardiac  arrest 
and  by  the  physician  in  charge  of  the  patient. 
Although  the  measures  cited  may  be  started 
by  any  member  of  the  resuscitation  team  at 
the  onset  of  treatment,  specific  therapy,  the 
order  of  giving  drugs  and  the  particular  drugs 
to  be  given,  as  well  as  the  length  of  attempted 
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resuscitation,  should  be  determined  by  one 
physician  who  takes  charge  of  the  procedure — 
preferably  the  attending  physician. 

Dr.  Leon  Librik:  If  you  are  the  only  one  avail- 
able to  give  ventilatory  support  and  external 
cardiac  massage  to  an  infant,  how  much  time 
can  you  spend  on  each?  You  obviously  cannot 
do  both  at  the  same  time. 

Dr.  Nihill:  The  first  step  should  be  to  venti- 
late the  lungs  with  three  to  four  breaths  and 
then  supply  external  massage  for  the  blood  to 
pick  up  the  oxygen  available  in  the  lungs  and 
deliver  it  to  the  body.  Your  timing  sequence 
would  be:  positive-pressure  inspiration  for  one 
second,  exhalation  for  two  seconds,  and  repeat 
this  three  times,  then  apply  external  massage 
at  60  compressions  per  minute  for  10-12  beats 
resulting  in  a total  time  of  respiration  and  mas- 
sage for  about  20-25  seconds.  One  would  then 
repeat  this  cycle  until  other  members  of  the 
resuscitation  team  have  arrived. 

Dr.  Gunyon  Harrison:  I think  you  have  to 
ventilate  the  patient  efficiently  and  in  order  to 
do  this  you  must  place  an  endotracheal  tube. 
This  should  be  done  quickly  and  efficiently  by 
following  the  landmarks  as  the  blade  of  the 
laryngoscope  is  passed  over  the  tongue  to  the 
epiglottis.  If  too  much  time  is  spent  trying  to 
pass  an  endotracheal  tube,  one  must  withdraw 
the  blade  and  the  tube  and  start  mouth-to- 
mouth  respiration  once  again.  A good  way  to 
monitor  the  degree  of  hypoxia  during  these 
procedures  is  for  the  operator  to  hold  his 
breath  while  aspirating  an  endotracheal  tube 
or  inserting  an  endotracheal  tube  in  an  apneic 
patient.  When  the  operator  feels  the  need  for 
a breath,  so  does  the  patient. 

Dr.  A.  A.  Mintz:  How  much  bicarbonate  do 
you  administer  and  how  often? 

Dr.  Nihill:  The  initial  dose  of  bicarbonate  is 


approximately  1 mEq/kg  into  a central  vein  or 
into  the  heart.  Subsequent  doses  will  be  given 
according  to  the  pH  which  may  be  monitored 
by  central  venous  pHs.  Also,  subsequent  doses 
of  ionotropic  drugs  should  be  preceded  by  the 
administration  of  bicarbonate  or  THAM.  If  a lot 
of  sodium  bicarbonate  has  been  given,  then 
you  run  into  the  danger  of  fluid  retention  and 
pulmonary  edema  due  to  high  sodium  content 
of  the  bicarbonate,  therefore  THAM  might  be 
a better  drug  to  give,  especially  in  neonates. 
THAM  has  been  shown  to  dilate  pulmonary 
blood  vessels  in  apneic  newborn  babies  with 
respiratory  distress  syndrome.  Most  drugs 
should  be  administered  about  every  five  to  ten 
minutes  according  to  the  response  obtained 
and  it  must  be  remembered  that  after  giving 
a dose  of  a drug  intravenously  or  into  the  heart 
that  the  heart  must  be  massaged  for  at  least 
half  a minute  in  order  to  get  the  drug  to  circu- 
late to  the  myocardium  to  have  an  effect. 

Dr.  Mintz:  How  long  should  cardiopulmonary 
resuscitation  be  continued? 

Dr.  Nihill:  The  person  to  decide  this  is  the 
attending  physician  or  the  physician  in  charge 
of  the  cardiopulmonary  resuscitation  team.  The 
admitting  diagnosis  and  the  patient’s  previous 
general  condition  should  be  taken  into  ac- 
count, as  well  as  his  response  to  the  initial 
therapy.  Each  step  in  the  resuscitation  effort 
must  be  evaluated  so  that  no  steps  are  left 
out,  such  as  the  administration  of  bicarbonate 
and  correction  of  pH  or  insufficient  dosage  of  a 
drug  or  the  administration  of  fluids  or  whole 
blood  to  restore  an  effective  blood  volume.  If 
there  are  signs  of  neurological  damage,  which 
are  progressive,  together  with  an  inadequate 
spontaneous  cardiac  output,  then  resuscitation 
may  be  discontinued.  However,  signs  of  neuro- 
logical damage  with  an  adequate  cardiac  out- 
put may  require  further  support  and  therapy  as 
children  tend  to  have  a remarkable  capacity 
for  recovering  from  apparently  severe  brain 
damage. 

REFERENCE: 

1.  Moran  NC:  Evaluation  of  the  pharmacologic  basis  for  the 
therapy  of  circulatory  shock.  Amer  J Cardiol  26:570-577,  1970. 


Dr.  Mintz,  Department  of  Pediatrics,  Baylor  College  of 
Medicine,  Houston,  Tex  77025. 


132 


TEXAS  MEDICINE 


Turner’s  Clinical  & 
X-Ray  Laboratories  | 

Medical  Center 

El  Paso,  Texas  | 

Telephone  532-4689 

☆ I 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY  I 

☆ 

GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D.  | 

DAVID  LIBMAN,  M.D.  < 


Ob-Gyn  Department 

Baylor  College  of  Medicine 

Announces  a 

Symposium  on 
Fetal  Monitoring 

March  17  - 18,  1972 

at 

Jesse  Jones  Library  Building  Auditorium 
Texas  Medical  Center 

Guest  Speakers  are: 

Dr.  E.  Carrington  Dr.  R.  Paul 

Dr.  C.  Flowers  Dr.  J.  McDonald 

Dr.  E.  Hon  Dr.  R.  Freeman 

For  any  information  concerning  the  program,  write  to: 

A.  Werch,  M.D. 

Baylor  College  of  Medicine 
Dept.  Ob-Gyn 
Texas  Medical  Center 
Houston,  Texas  77025 


KELSEY-SEYBOLD  CLINIC 

STREET  AC  (713)  526-2671  HOUSTON 


6624  FANNIN 

INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Dieeaaea 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D., 
F.A.C.P. 

Joy  Mackay  M.D. 

Phillips  Kay  Campion,  M.D. 

Pulmonary  Diseaeea 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gaatrointeatinal  Diaeaaea, 
Gaatroacopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentliff  M.D., 
F.A.C.P. 

Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Diaeaae  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Arthritic  and  Rheumatic 
Diaeaaea 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertenaion  and  Peripheral 
Vaacvlar  Diaeaaea 

Gene  E.  Burke,  M.D. 

General  Medicine  and  Oncology 

Carlos  F.  Taboada.  M.D. 

^ihu  N.  Root,  M.D. 

•Military  Service 


Nephrology 

FVancis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 

Jerome  B.  Bart,  M.D. 

Infectiona  Diaeaaea 

Stuart  Risers  M.D., 

F.A.C.P. 

Allergy 

Thomas  R.  Woehler,  M.D. 

Occupational  Health  Servicea 

Paul  E.  Wright  M.D., 

M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
F.A.C.Pr.M. 

Richard  M.  Fenno  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  I.  Karstens,  M.D. 
F.A.C.Pr.M. 

Frank  A.  Goss,  M.D. 

Nicholas  H.  Nauert,  Jr..  M.D., 
F.A.C.P. 

James  D.  Jett,  Ph.D.,  M.D. 

GE^^ERAL  & 'raORACIC 

SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D., 
F.A.C.S. 

OBSTE'TRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 

William  A.  Johnson,  III, 

M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

•Ricardo  Daichman,  M.D. 

Manuel  C.  Ramirez,  M.D. 


PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gaatroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J,  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHITIALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

PA'THOLOGY 

Robert  A.  Jordan.  Ph.D., 
M.D.,  F.A.S.C.P. 

DEN’nSTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M,A. 
Educational  Diagnoatician 
Mrs.  Jean  F.  White,  M.Ed. 


, TEXAS  77025 

SPEECH  PA'THOLOGY  AND 
AUDIOLOGY 
Donna  R.  Fox,  Ph.D. 

Jane  Porter,  M.A. 

CONSULTANTS 
Maxillofacial  Surgery 

Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Paychiatry 

Albert  Owers,  M.D. 
Pulmonary  Diaeaaea 
H.  Irving  Schweppe,  Jr., 

M.D..  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 
Cardiology 

David  K.  Brooks,  Ph.D.,  M.D., 
F.A.C.C. 

Efrain  Garcia,  M.D., 

F.A.C.P. 

Social  Service 

Mary  E.  Wheeler,  Ph.D. 

SPECIAL  FACILI'nES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FA  A Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

Eleetronystagmogi-aphy 

ADMINISTRATOR 
James  A.  Bakken 


Volume  68,  February,  1972 


133 


Only  doctors 
go  to  Kos 


Two  entwined  or 
not  two  entwined? 

A single  snake  entwined  around  a 
knotty  staff  is  the  traditional  emblem 
of  the  medical  profession.  It’s  the 
familiar  rod  of  Aesculapius,  an  ancient 
physician  who  was  referred  to  as  the 
god  of  medicine  and  healing  by  later 
Greek  story  tellers. 

Two  emblems — the  rod  of  Aescula- 
pius and  the  caduceus — have  been 
confused  over  the  ages,  and  both  have 
been  represented  as  medical  emblems. 

But  actually,  the  caduceus  is  not 
a symbol  of  healing;  rather,  it  has  a 
peacemaker  connotation.  The  caduce- 
us— a straight  wand  around  which  two 
snakes  are  entwined — represents  the 
wand  and  wings  of  Hermes  (better 
known  as  Mercury),  the  messenger  of 
the  Greek  gods.  Legend  says  that  it 
was  Hermes  who  separated  two  fight- 
ing snakes,  thus  giving  the  emblem  a 
connotation  of  peacemaking.  This  con- 
notation resulted  in  use  of  the  emblem 
by  non-combatant  military  personnel, 
including  the  medical  corps.  Even  to- 
day, the  US  Army  Medical  Corps  uses 
the  “wrong”  emblem,  and  only  an  act 
of  Congress  can  correct  the  situation. 

The  correct  emblem,  the  rod  of 
Aesculapius,  shows  only  a single 
snake,  symbolizing  wisdom  and  heal- 
ing, and  a knotty  staff,  typifying  the 
"knotty”  problems  of  medicine. 

According  to  the  American  Medical 
News,  the  myth  surrounding  the  ori- 
gins of  the  emblem  of  Aesculapius  is 
this:  The  ancient  physician  was  attend- 
ing a patient  who  had  been  struck  by 
a thunderbolt  when  a serpent  crept 
into  the  room.  Aesculapius  killed  the 
snake,  but  a second  snake  entered  the 
room  and  revived  the  first  one  by  put- 
ting herbs  in  its  mouth. 

Aesculapius  then  used  the  same 
herbs  to  revive  his  patient,  and  snakes 
became  associated  with  healing. 


Editor's  note:  Dr.  Joseph  P.  McNeill  of 
Dallas  and  his  wife  recently  visited  the 
Greek  isle  of  Kos,  home  of  the  great 
Hippocrates.  In  this  article,  the  sur- 
geon provides  a brief  description  of 
the  historic  little  island  as  it  is  today, 
a review  of  its  history  and  geography, 
and  a discussion  of  the  practice  of 
medicine  there  during  antiquity. 

Dr.  McNeill’s  comments  were  origin- 
ally read  before  the  April,  1971,  meet- 
ing of  the  Texas  Surgical  Society  at 
Fort  Worth. 

By  Dr.  Joseph  P.  McNeill 

On  our  way  to  the  Athens  airport  to 
catch  an  airplane  for  the  Greek  isle  of 
Kos,  our  taxi  driver  asked,  “Are  you  a 
doctor?”  “Yes,”  I said,  “how  did  you 
know?”  “Only  doctors  go  to  Kos,”  he 
answered  quickly. 

Looking  over  the  guest  book  at  the 
gates  of  the  Aesculapian  Temple  a few 
hours  later  confirmed  that  our  driver 
was  partially  correct  in  his  statement. 
Most  of  the  signatures  in  the  book 
were  those  of  physicians,  and,  to  our 
surprise,  a large  portion  of  the  temple’s 
physician  visitors  were  Germans. 

The  island  today 

The  little  isle  of  Kos,  one  of  the  most 
eastern  Greek  islands,  is  a dreary, 
dusty,  impoverished  land — a place  one 
would  hardly  expect  to  be  the  birth- 
place and  home  of  the  great  Hippo- 
crates. The  island,  in  the  shape  of  a 
porpoise,  is  25  miles  long  with  an  area 
of  112  square  miles.  It  has  a popula- 
tion of  14,000,  of  which  1,500  are 
Turks. 

Despite  its  antiquity  and  rich  heri- 
tage of  medical  history,  tourism  is  not 
an  economic  factor  here.  Of  the  seven 
or  eight  tourist  guide  books  describing 
trips  to  Greece  not  one  even  mentions 
Kos. 

Half  of  Kos’  population  live  in  small 
villages  and  farms  scattered  through- 
out the  island.  The  remainder  reside 


in  the  city  of  Kos.  The  principal  crops 
are  tobacco,  cotton,  corn,  grapes, 
melons,  summer  fruit,  lettuce,  and 
tomatoes.  A few  goats  and  sheep  are 
raised,  and  the  donkey  is  still  used  as 
a beast  of  burden.  In  ancient  times, 
Kos  was  best  known  for  its  medical 
school,  fine  silks,  and  wine.  Today,  its 
chief  export  is  tomato  paste,  which  is 
processed  in  a plant  on  the  island  and 
exported  all  over  the  world.  If  per- 
chance you  come  across  a can  of 
tomato  paste  labeled  “Hippocrates,” 
you  will  know  it  is  of  Koan  origin. 

In  the  small,  but  sheltered,  harbor 
of  the  city  of  Kos  is  a small  fleet  of 
fishing  boats.  The  shores  of  Turkey  can 
be  seen  clearly  across  the  crystal  blue 
Aegean  Sea  in  which  a Greek  gunboat 
slowly  patrols  to  prevent  contraband 
smuggling  from  Turkey. 

Koan  history 

The  waterfront  of  the  city  of  Kos  is 
dominated  by  an  ancient  fort  that  was 
built  by  the  Venetians  in  600  A.  D. 
The  fort  served  as  an  aid  to  the  Vene- 
tian merchant  navy  that  plied  these 
waters  at  that  time.  The  Venetians 
built  their  fort  with  rock  taken  from 
the  nearby  Aesculapian  Temple. 

Koan  history  generally  parallels  that 
of  the  Greek  mainland,  except  that  its 
civilization  advanced  more  rapidly  be- 
cause of  its  proximity  to  Asia  Minor 
and  its  location  in  the  center  of  the 
ancient  shipping  lanes.  Numerous  arti- 
facts of  Minoan  and  Mycenaean  cul- 
ture have  been  found  in  excavations 
on  the  island. 

In  1000  B.  C.,  the  island  was  invad- 
ed by  the  Dorians  from  the  north  who 
brought  with  them  temples  of  worship 
of  the  Aesculapian  type.  Like  the  Greek 
mainland,  Kos  suffered  at  the  hands 
of  the  Spartans  and  later  was  con- 
quered by  the  Romans. i 

The  Venetians  then  occupied  the 
island  in  600  A.  D.  The  Catalans  looted 
the  city  in  1312;  they  were  followed 
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by  the  crusaders,  Knights  of  St.  John 
of  Jerusalem,  who  enlarged  the  fort, 
building  sturdier  walls  and  completing 
the  building  with  a moat. 

The  Turks  captured  the  island  in 
1523  and  occupied  it  until  they  were 
defeated  by  the  Italians  in  1912. 

In  1943 — during  the  second  World 
War — ^the  British  occupied  the  island, 
but  they  were  quickly  replaced  by  the 
Nazis  who  murdered  50  Jewish  Koan 
residents.  After  the  war,  Kos  was  re- 
occupied by  the  English,  who  returned 
the  island  to  Greece  in  1948  after  425 
years  of  occupation. 

Not  only  did  Kos  experience  a turbu- 
lent political  history,  but  it  also  was 
beset  by  a series  of  disastrous  earth- 
quakes, three  of  which  completely  de- 
stroyed the  city  and  the  Aesculapian 
Temple  there. 

The  site  of  the  ruins  of  the  temple 
was  discovered  by  a Koan  scientist, 
Jacob  Zaraftis,  in  1900,  and  the  site 
was  confirmed  to  be  authentic  by  the 
German  scientist,  Rudolph  Herzog,  who 
made  a number  of  explorations  during 
the  next  several  years.  The  great  steps 
of  the  temple  were  restored  during  the 
Italian  occupation  from  1912  to  1943.2 
Temples  of  healing 

The  Aesculapian  Temple,  like  some 
200  or  300  other  temples  scattered 
throughout  Greece  and  Asia  Minor,  is 
located  on  a protected  side  of  a moun- 
tain in  the  middle  of  a cypress  forest 
with  a magnificent  view  of  the  Aegean 
Sea.  It  has  access  to  hot  and  cold 
mineral  springs  and  is  well  situated  to 
enhance  the  recovery  of  the  ill  patient. 
The  building,  like  most  hospitals,  was 
built  in  stages  during  the  Second  and 
Third  Centuries  B.  C.,  some  100  years 
after  the  death  of  Hippocrates.  Modern 
Greek  scholars  agree  that  Hippocrates, 
therefore,  never  practiced  his  art  in 
this  ruined  temple  when  medical  sci- 
ence was  once  at  its  height  at  Kos. 

Aesculapius,  the  Greek  god  of  medi- 
cine, was  probably  human,  as  he  is 


The  ruins  of  the  Aesculapian  Temple 
in  Kos  sit  silently  on  the  side  of  a 
mountain  in  the  middle  of  a forest. 


From  the  top  of  the  temple,  visitors 
can  view  the  blue-green  Aegean 
Sea.  The  Turkish  mainland  can  be 
seen  in  the  distance. 


Stair  steps  of  the  old  temple  of 
healing  lead  to  the  sacred  cypress 
forest  at  the  top  of  the  temple. 


The  author  and  his  wife  stopped  to 
pose  under  the  ancient  plane 
tree  where  Hippocrates  taught  his 
young  students. 
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An  artist’s  pen  sketches 
the  Aesculapian 
Temple  at  Kos  as  it  might 
have  been  in 
Hellenistic  times.  From 
Asklepios,  Archetypal 
Image  of  the  Physician’s 
Existence. 


mentioned  in  Homer’s  epic  poem,  The 
Iliad,  as  an  “excellent  physician.”  He 
was  elevated  to  the  state  of  a god  by 
succeeding  generations  of  storytellers 
of  Greek  mythology. 3 

Feeling  the  need  of  supernatural 
help  in  curing  and  preventing  dis- 
eases, the  Greek  people  erected  vari- 
ous Aesculapian  temples  which  were 
staffed  by  priest  physicians  called 
Aesculapians.  The  sick  flocked  to  these 
temples  where  they  made  animal  sac- 
rifices, were  given  appropriate  food 
and  shelter,  soothed  by  the  soft  breez- 
es and  running  mineral  water,  enter- 
tained in  theaters  and  gymnasia,  and 
induced  to  sleep  by  psychotherapy  and 
suggestions  from  the  Aesculapians. 
The  patients  were  visited  in  dreams 
by  Aesculapius  and  sometimes  by  his 
daughters,  Hygeia  and  Panacea,  and 
if  fortunate,  the  ill  were  cured  of  their 
diseases.  Certainly,  a large  number  of 
cures  did  occur  as  attested  to  by  the 
many  votive  offerings  excavated  from 
the  temples.  These  offerings  were  in 
the  form  of  casts  of  various  parts  of 
the  anatomy,  with  each  case  depicting 
the  body  area  where  the  disease  oc- 
curred. The  offerings  were  inscribed 
with  an  account  of  the  cures.  Snakes 
and  dogs  were  kept  about  the  temple, 
and  a lick  of  a tongue  over  the  dis- 
eased part  by  these  animals  was 
thought  to  be  auspicious. 

Hippocrates;  his  life  and  practice 
One  name  that  binds  physicians  of  the 
civilized  world  together,  and  rightly  so, 
is  the  name  of  Hippocrates.  Every 
biographer  of  Hippocrates — and  there 
have  been  many  through  the  ages — 
begins  with  the  sentence,  “Very  little  is 
known  about  the  life  of  Hippocrates,” 
and  indeed  it  is  so.  He  is  mentioned 
ever  so  briefly  in  the  works  of  Socra- 
tes, Plato,  and  Aristotle.  That  he  was 
born  on  the  isle  of  Kos  is  irrefutable. 
The  dates  of  his  birth  and  death  are 
not  known,  but  it  is  believed  that  he 
lived  between  460  and  371  B.  C. 


Pericles,  the  statesman;  the  poets 
Aeschylus,  Sophocles,  Euripides,  Aris- 
tophanes, and  Pindar:  the  philosopher 
Socrates  with  his  distinguished  disci- 
ples Plato  and  Xenophon;  and  the  un- 
rivaled sculptor  Phidias  were  his  con- 
temporaries. With  the  intellectual 
awakening  occasioned  by  these  men 
and  their  pupils,  certainly  an  intellec- 
tual awakening  in  the  field  of  medicine 
should  also  occur.  Hippocrates  was 
the  right  man  at  the  right  time  to 
carry  the  banner  for  this  awakening  in 
medicine. 

Hippocrates  was  a member  of  a 
guild  of  practicing  physicians  called 
Aesclepiads  who  were  descended  from 
the  man  Aesculapius,  described  by 
Homer  in  his  Iliad.  Aesculapius  had 
two  sons  who  served  as  military  physi- 
cians during  the  Trojan  War.  These 
Aesclepiads  are  not  to  be  confused 
with  the  Aesculapian  priest-physicians 
who  staffed  the  Aesculapian  temples 
erected  to  the  god  Aesculapius,  who 
was  created  by  the  Greek  storytellers 
several  generations  after  the  death  of 
the  man  Aesculapius. 

At  his  medical  school  on  the  isle  of 
Kos,  all  of  the  useful  medical  informa- 
tion that  had  been  accumulated  from 
ancient  Egypt  and  Mesopotamia  was 
enlarged  with  contributions  by  Hippo- 
crates and  his  contemporaries,  togeth- 
er with  those  of  one  or  two  genera- 
tions of  Aesclepiads  after  Hippocrates’ 
death.  Numbered  among  the  latter 
were  his  two  sons  and  son-in-law. 

In  all  probability,  Hippocrates  prac- 
ticed his  art  in  an  iatreion,  a small 
building  where  he  received  his  patients 
for  consultation  and  treatment  situat- 
ed near  the  plane  tree  in  Kos.  Today, 
the  plane  tree  is  some  45  feet  in  cir- 
cumference and  15  feet  high,  and  its 
branches  are  supported  by  wooden 
and  metal  braces.  Under  this  plane 
tree  is  where  Hippocrates  taught  his 
students  over  2,300  years  ago.  Most 
modern  Greek  scholars  believe  the  tree 


to  be  authentic,  based  on  recorded 
observations  of  visitors  to  the  island 
since  antiquity. 

The  Hippocratic  teachings 
In  the  Third  Century  B.  C.,  long  after 
Hippocrates’  death,  Alexandrian  schol- 
ars compiled  his  Koan  notes  into  the 
Corpus  Hippocratiuni,  a work  of  some 
72  large  volumes  encompassing  all 
branches  of  medicine.  Scholars  from 
all  over  the  civilized  world  came  to  the 
library  of  the  medical  school  founded 
in  Alexandria  to  study  and  copy  these 
documents,  and  thus  the  Hippocratic 
teachings  were  disseminated.  Celsus 
and  Galen  brought  the  information  to 
Rome  and  thence  it  spread  throughout 
the  ancient  Roman  empire.  Nestorius 
carried  the  Hippocratic  Corpus  to  Per- 
sia. Galen’s  influence  was  so  tremen- 
dous that  he  dominated  medical  think- 
ing for  some  1,500  years  after  his 
death  until  the  era  of  modern  medicine 
in  the  Nineteenth  Century.  Since  the 
compilation  of  the  Hippocratic  Corpus, 
Greek  scholars  have  had  a field  day 
trying  to  ascertain  which  parts  were 
actually  written  by  Hippocrates.  These 
decisions  were  made  on  the  basis  of 
the  style  of  writing,  the  content,  and 
the  numerous  commentaries  made  by 
those  who  lived  after  Hippocrates. 

“The  Doctrine  of  the  Four  Humors” 
was  the  basis  of  Hippocratic  concept 
of  disease.  The  four  elements  of  the 
universe — fire,  air,  earth,  and  water — 
correspond  with  the  four  elements  of 
the  human  body  as  conceived  by  Hip- 
pocrates— yellow  bile,  blood,  black 
bile,  and  phlegm.  Any  imbalance  in 
these  four  humors  in  the  body  would 
cause  disease,  and  it  was  the  duty  of 
the  physician  to  help  nature  correct 
this  imbalance.  This  was  done  by  pre- 
scribing the  proper  diet,  the  adminis- 
tration of  cathartics,  emetics,  and  clys- 
ters, and  bloodletting. 

Hippocrates  insisted  that  disease 
had  natural  causes  and  was  not  the 
result  of  the  gods’  displeasure.  He  sep- 
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An  artist's  conception 
shows  the  probable 
interior  of  the 
temple.  Notice  the  votive 
offerings  in  the  form 
of  the  parts  of  the  anatomy 
which  had  been  cured 
hanging  on  the  walls. 

From  Great  Moments  in 
Medicine,  Parke,  Davis  & 
Co.,  1957. 


arated  medicine  from  philosophy.  He 
studied  the  patient  as  a whole,  includ- 
ing a careful  biographical  history  and 
a thorough  physical  examination  which 
he  recorded  in  detail.  The  Corpus  con- 
tained the  first  scientific  clinical  his- 
tories-— 42  of  them.  In  25  of  these 
histories,  the  patient  was  observed 
until  he  died,  and  a complete  record 
of  the  clinical  observations — symp- 
toms, groups  of  symptoms,  and  signs 
— is  given. 

He  described  accurately  the  signs 
and  symptoms  of  diphtheria:  mumps; 
tetanus;  pneumonia;  empyema;  the 
quotidian,  tertian,  and  quartan  fever 
of  malaria:  puerperal  fever;  quinsy: 
and  erysipelas  with  great  accuracy.  He 
placed  great  emphasis  on  prognostica- 
tion not  only  because  it  increased  the 
patient’s  confidence  in  his  physician, 
but  also  because  of  its  importance  in 
prescribing  treatment.  He  perfected 
methods  of  treatment  for  empyema, 
fractures,  dislocation,  hemorrhoids, 
and  anal  fistulas.  He  accurately  de- 
scribed the  facies  of  a dying  man,  the 
succussion  sounds  of  pneumopyotho- 
rax,  and  the  clubbed  fingers  associat- 
ed with  chronic  lung  disease. 

Surgery  and  anatomy 
Hippocrates'  comments  on  surgery  are 
of  particular  interest.  He  gave  detailed 
instruction  on  positioning  the  patient, 
the  surgeon,  and  the  light.  He  admon- 
ished his  assistants  to  keep  silent  and 
to  do  as  they  were  told.  The  finger- 
nails, he  noted,  should  be  trimmed  no 
longer  or  shorter  than  the  finger  tips. 
The  instruments  should  be  arranged  in 
an  orderly  manner  for  easy  access.  The 
dexterity  of  both  hands  should  be 
equally  developed. 

He  listed  indications  and  contraindi- 
cations for  trephining  the  skull  with  a 
detailed  description  of  this  procedure, 
emphasizing  the  care  that  must  be 
taken  to  prevent  injury  to  the  dura. 

Hippocrates’  knowledge  of  anatomy 
was  certainly  advanced  for  his  time. 


taking  into  consideration  that  human 
dissection  was  forbidden.  He  had  a hu- 
man skeleton  and  counted  92  bones. 
He  realized  that  the  brain,  not  the 
heart,  was  the  seat  of  intellect.  He 
knew  of  the  liver,  kidneys,  spleen,  sto- 
mach, and  intestines:  however,  he  com- 
pletely ignored  the  pancreas.  He  dis- 
pelled the  belief  that  the  sacred  dis- 
ease— epilepsy — was  due  to  supernat- 
ural causes  but  insisted  rather  that  it 
was  the  result  of  natural  causes. 
Legacy  to  medicine 

This  great  physician  of  antiquity  left 
a rich  legacy  to  the  field  of  medicine. 
Many  of  the  words  used  today  in  med- 
icine— such  as  hypochondrium,  hypo- 
gastrium,  chronic,  exacerbation,  re- 
lapse, crisis,  and  paroxysm — are  found 
in  the  writings  of  Hippocrates.  Not  the 
least  important,  he  gave  medicine  his 
oath,  setting  down  moral  and  ethical 
standards  for  all  physicians  since  his 
time. 

And  last,  but  not  least,  he  set  forth 
the  first  law  of  medicine  in  his  notes 
on  epidemics:  “The  physicians  must  be 
able  to  tell  the  antecedents,  know  the 
present,  and  foretell  the  future — must 
meditate  these  things  and  have  two 
special  objects  in  view  with  regard  to 
disease,  namely  to  do  good  or  to  do  no 
harm. ”3  From  this  quotation,  the  famil- 
iar and  meaningful  latin  phrase  primum 
non  nocere  is  derived. 
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A statue  of  the 
great  Hippocrates 
rests  in  the 
Kos  Museum, 
along  with  other 
relics  of  the 
past  glory 
of  the  now  dreary, 
impoverished 
land. 


Today,  the  sheltered  harbor  of  the 
city  of  Kos  hosts  a small  fleet  of 
fishing  boats  which  ply  their 
trade  in  the  Aegean  Sea. 
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The  Annual  Session  of  the  Association, 
advertising  in  the  journal,  and  the 
age-old  battle  between  the  medical 
doctor  and  the  chiropractor  received 
primary  attention  in  the  February, 
1922,  issue  of  the  Texas  State  Journal 
of  Medicine.  Interesting  informational 
items  in  the  50-year  old  journal  in- 
cluded: 

H<The  time  and  place  of  the  1922 
Annual  Session  of  the  Texas  Medical 
Association  were  announced.  El  Paso 
was  the  chosen  city,  and  the  dates 
were  May  9-11.  But  travel  arrange- 
ments for  physicians  didn’t  end  with 
the  last  day  of  the  meeting:  “The 
railroads  have  been  asked  to  grant 
[reduced]  rates  which  will  allow  mem- 
bers from  remoter  parts  of  the  State 
to  reach  El  Paso  Sunday,  Monday  and 
Tuesday,  the  7th,  8th  and  9th,  with 
a limit  which  will  permit  a side  trip  to 
Mexico  City,  and  a continuation  of 
travel  so  as  to  include  the  annual 
meeting  of  the  California  State  Medical 
Society,  which  is  to  be  held  in  Yosem- 
ite  Park  May  15-18,  and  from  there  to 
St.  Louis  and  the  meeting  of  the 
Medical  Association,  May  22-26.” 

*ln  regard  to  the  scientific  pro- 
gram of  the  upcoming  Annual  Session, 
journal  editors  wrote  that  plans  were 
becoming  finalized  so  quickly  and 
that  anyone  who  still  wished  to  offer 
a paper  to  a scientific  section  should 
do  so  immediately. 

The  editors  also  reiterated  rules 
for  presentation  of  papers  to  avoid 
any  embarrassment — (1)  any  paper 
read  before  the  state  association  must 
first  be  read  before  a county  medical 
society,  (2)  only  20  minutes  is  allowed 
for  reading  of  the  paper  before  a sec- 
tion, and  (3)  the  limit  for  publication 
in  the  journal  is  2,000  words. 

"Advertising  is  important  to  the 
journal”  was  the  theme  of  another 
editorial  item  in  the  February,  1922, 
issue  of  the  journal. 

The  editors  cited  several  financial 
statistics,  while  quite  obviously  sup- 
porting the  enlarging  of  the  journal 
with  worthwhile  reading  matter,  but 
only  if  additional  advertising  could  be 
obtained.  In  fact,  they  announced  that 
“the  purpose  of  these  remarks  is  to 
urge  that  our  readers  rally  to  the 
support  of  our  advertising  business.” 

The  enlarged,  modernized  California 
State  Journal  of  Medicine  was  declared 


to  be  a “splendid  example  of  State 
Medical  Journalism,”  and  the  editors 
of  the  Texas  journal  commented,  “if 
the  profession  of  California  does  not 
appreciate  the  efforts  being  made  by 
the  editor  and  publication  committee, 
they  are  asleep  at  the  switch  and  do 
not  deserve  the  good  things  that  are 
coming  to  them.” 

>kA  warm  welcome  for  the  new 
state  health  officer.  Dr.  J.  H.  Florence, 
and  a tribute  to  the  past  officer  who 
resigned.  Dr.  M.  M.  Carrick,  was  of- 
fered by  the  journal. 

Although  Dr.  Florence’s  background 
was  reported  rather  extensively,  the 
editors  refused  to  tell  his  age,  saying 
instead  that  he  “is  old  enough  to 
take  care  of  himself.  The  date  of  his 
birth  is  of  record,  but  it  is  not  our 
purpose  to  tell  tales  out  of  school.” 

^Journal  editors  decried  the  tom- 
foolery of  a current  contest,  the  Per- 
fect Spine  Contest,  and  MD’s  were 
warned  that  such  gimmicks  were  to  be 
used  later  for  publicity  purposes  “in 
the  campaign  for  the  legalization  of 
the  chiropractor  in  Texas  by  the  next 
Legislature.”  It  was  also  noted  that 
the  Jan.  7,  1922,  issue  of  Leslie’s 
Weekly  contained  an  excellent  article 
on  the  practice  of  chiropractic  under 
the  title  “Chiro-quack-tic.” 

*Some  revealing  statistics  from  the 
Journal  of  the  American  Medical  Asso- 
tion  in  regard  to  physician  mortality  in 
1921  were  republished  by  the  Texas 
State  Journal  of  Medicine. 

The  figures  indicated  that  the  deaths 
of  2,286  MD’s  were  recorded  during 
the  year.  The  majority  of  the  deaths 
were  due  to  diseases  of  the  heart  and 
the  circulatory  system.  The  largest 
number  of  physicians  (71)  were  66- 
years-old  at  the  time  of  death. 

Ninety-seven  deaths  were  attributed 
to  accident  and  homicide,  and  69  phy- 
sicians ended  their  lives  by  suicide. 
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PERSONALS 


A new  professor  and  chairman  for  the 
department  of  psychiatry  at  Baylor 
College  of  Medicine  in  Houston  has 
been  named.  Dr.  Robert  L.  Williams, 
professor  and  chairman  of  the  depart- 
ment of  psychiatry  at  the  University 
of  Florida  College  of  Medicine  at 
Gainesville,  will  take  over  his  new  posi- 
tion on  July  1,  1972. 

Dr.  Williams,  a native  of  Buffalo, 
N.  Y.,  will  also  serve  as  chief  of  the 
psychiatry  service  at  Ben  Taub  and 
Jefferson  Davis  Hospitals  and  psychia- 
trist-in-chief at  the  Methodist  Hospi- 
tal. He  will  be  responsible,  through  the 
dean’s  committee,  for  the  psychiatric 
service  at  Veterans  Administration 
Hospital  in  Houston. 

Dr.  Enrique  M.  Longoria,  Laredo  der- 
matologist, was  recently  elected  chair- 
man of  the  board  of  directors  of  the 
Laredo  Waterworks  System.  He  will 
serve  a two-year  term. 

Recently  appointed  chairman  of  the 
board  of  scientific  counselors  of  the 
National  Heart  and  Lung  Institute  was 
Dr.  Marvin  D.  Siperstein  of  Dallas. 

Dr.  Siperstein,  a professor  of  internal 
medicine  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas, 
will  chair  meetings  of  the  advisory 
board  at  Bethesda,  Md.,  when  the 
counselors  review  the  institute’s  pro- 
gram of  support  for  heart  and  lung 
research. 

A member  of  the  board  since  1969, 
the  Southwestern  professor  will  serve 
as  chairman  of  the  board  for  two 
years. 

Ophthalmologists  from  Texas  were  ap- 
pointed or  elected  officers,  directors, 
and  voting  members  of  the  Texas 
Society  for  the  Prevention  of  Blindness 
at  the  society’s  annual  meeting  and 
election  of  officers. 

Dr.  James  H.  Scruggs,  Jr.,  of  Waco 
was  appointed  1972-1973  state  medi- 
cal chairman,  and  Dr.  Richard  S.  Ruiz 
of  Houston  was  appointed  vice  medical 
chairman.  Both  physicians  are  also 
members  of  the  state  board  of  direc- 
tors. 

Other  physicians  on  the  board  of 
directors  include:  Drs.  Louis  Daily,  Jr., 
Edwin  E.  Garrett,  and  Robert  H.  Ste- 
wart, Houston;  S.  J.  Silverman,  Bel- 
laire;  Rex  C.  House,  Corpus  Christi; 


John  R.  Loftis,  Longview;  John  L.  Mat- 
thews, San  Antonio;  David  S.  Dow, 
Waco;  Harl  D.  Mansur,  Jr.,  Wichita 
Falls;  and  C.  Harold  Beasley,  Fort 
Worth.  Dr.  Beasley  was  also  presented 
an  award  for  his  service  as  past  state 
medical  chairman  of  the  society. 

Among  the  242  physicians  who  were 
recently  inducted  into  the  American 
College  of  Physicians  were  11  MD’s 
in  Texas. 

Those  admitted  as  members  of  the 
56-year-oId  specialty  society  were:  Drs. 
Jack  D.  Bargainer,  Abilene;  John  Rush 
Pierce,  Arlington;  William  G.  Gamel, 
Austin;  Wilson  Weatherford,  Dallas; 
Frederick  F.  Castrow,  II,  and  R.  Frede- 
rick Gregory,  Houston;  William  C.  Har- 
vey (Maj.,  USAF  MC)  and  Alfred  L. 
Thompson,  Jr.  (Lt.  Col.,  USAF  MC), 
Lackland  Air  Force  Base;  Daniel  Hol- 
lander (Maj.,  USAF  MC),  Robert  E. 
Lordon  (Maj.,  USAF  MC),  and  My- 
ron B.  Zinn,  San  Antonio. 

PAMPHLETS 

Recognizing  the  importance  and  the 
growth  of  blood  banking,  the  American 
Medical  Association’s  Committee  on 
Transfusion  and  Transplantation  has 
issued  a booklet  containing  guidelines 
for  the  establishment  of  hospital  com- 
mittees on  transfusions. 

The  introduction  to  Guide  for  Hospi- 
tal Committees  on  Transfusions  states 
that  the  AMA  committee  “recognized 
that  blood  and  blood  products  are  pre- 
scribed only  by  physicians  and  in  the 
vast  majority  of  cases  administered  in 
hospitals.  The  committee  believes  that 
every  hospital  staff  should  appoint  a 
transfusion  committee  to  concern  it- 
self with  the  provident  and  safe  pro- 
curement and  use  of  blood  for  trans- 
fusion.” 

To  this  end,  the  committee  compiled 
guidelines  on  the  organization,  mem- 
bership, and  tenure  of  service  for 
members  of  the  hospital  committee. 
The  AMA  Committee  on  Transfusion 
and  Transplantation  also  made  sug- 
gestions as  to  the  appropriate  func- 
tions and  activities  of  such  a hospital 
committee. 

An  outline  of  regulations  under  the 
Medicare  program  relating  to  blood 
facilities  and  services  is  also  included. 


In  summary.  Guide  for  Hospital 
Committees  on  Transfusions  says  “A 
carefully  chosen  and  actively  function- 
ing transfusion  committee  will  contrib- 
ute significantly  to  this  phase  of  medi- 
cal practice  and  the  provision  in  the 
hospital  of  high  standards  in  transfu- 
sion therapy.” 

Write  for  copies  of  the  pamphlet  to 
the  AMA,  535  N.  Dearborn  St.,  Chica- 
go, III.  60610. 

Physicians  with  young  cardiac  patients 
are  often  asked  to  make  recommenda- 
tions to  such  patients  regarding  ac- 
tivities. 

To  assist  the  physician  faced  with 
such  questions,  the  American  Heart 
Association,  Texas  Affiliate,  Inc.  has 
available  a publication  entitled  Recrea- 
tional and  Occupational  Recommenda- 
tions for  Physicians  Counseling  Young 
Patients  with  Heart  Disease. 

This  important  statement  sets  forth 
guidelines  for  MD’s  who  are  called  on 
to  issue  such  recommendations  to 
their  young  cardiac  patients.  The  state- 
ment covers  both  recreational  and 
occupational  recommendations  for  pa- 
tients with  a cardiac  defect. 

Write  for  a copy  of  the  publication 
to  American  Heart  Association,  Texas 
Affiliate,  Inc.,  P.O.  Box  9928,  Austin 
78757.  There  is  no  charge  for  the 
statement. 

Current  concepts  and  practical  as- 
pects of  early  disease  detection  are 
examined  in  a new  publication  called 
Early  Disease  Detection  11:  Health 
Screening  in  Private  Practice. 

The  book,  published  by  Symposia 
Enterprises  of  N.  Miami,  Fla.,  is  actual- 
ly the  proceedings  of  the  Second 
International  Symposium  on  Early  Dis- 
ease Detection  which  was  held  in 
Chicago,  III.,  on  March  17,  1971.  The 
symposium  was  chaired  by  Dr.  William 
C.  Felch  of  Rye,  N.  Y.,  and  was  spon- 
sored by  Ames  Company,  Division 
Miles  Laboratories,  Inc. 

A complimentary  copy  of  the  publi- 
cation may  be  obtained  from  J.  G. 
Thomas,  professional  relations  manag- 
er, Ames  Company,  Division  Miles 
Laboratories,  Inc.,  Elkhart,  Ind.  46514. 

Additional  copies  may  be  purchased 
from  Future  Publishing  Co.,  Inc.,  295 
Main  St.,  Mount  Kisco,  N.  Y,  10549. 
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Clinical  Approach  to  Endocrine  Prob- 
lems in  Children,  Matthew  M.  Stein- 
er, 406  pp.,  402  illus.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1970,  $29.50. 

CHILDREN  MANIFESTING  abnormali- 
ties in  weight,  height,  or  sex  (or  any 
combination  of  these  three  physical 
characteristics)  are  usually  considered 
to  be  suffering  from  an  endocrine  dis- 
turbance. As  a matter  of  fact,  this  is 
not  always  the  case;  such  abnormali- 
ties usually  are  due  to  nonendocrine 
disturbances.  The  present  volume  is 
intended  primarily  for  pediatricians 
and  is  written  from  a clinical  pedagogi- 
cal viewpoint.  It  includes  a number  of 
excellent  illustrations  and  case  histor- 
ies. Discussion  of  basic  mechanisms 
is  excluded,  but  appropriate  laboratory 
tests  are  presented. 

Although  the  sophisticated  endocri- 
nologist may  find  criticisms  of  certain 
points  of  the  book  (e.g.,  the  use  of 
17-ketosteroid  in  precocious  puberty  in 
the  male,  the  lack  of  mention  of  pure 
growth  hormone  deficiency,  the  inclu- 
sion of  such  questionable  data  as  the 
height  of  giants,  etc.),  pediatricians 
and  general  practitioners  will  find  this 
book  of  interest  and  help  in  their 
everyday  practice.  It  should  enable 
them  to  diagnose  and  manage  effec- 
tively most  children  presenting  prob- 
lems suggesting  an  underlying  endo- 
crinopathy. 

ARTHUR  GROLLMAN,  M.D. 

Dallas. 

Radiologic  Atlas  of  Pulmonary  Ab- 
normalities in  Children,  Edward  B. 
Singleton  and  Milton  L.  Wagner, 
251  pp.,  illus.,  Philadelphia,  W.  B. 
Saunders  Co.,  1971,  $13.50. 

DRS.  SINGLETON  AND  WAGNER  have 
authored  an  excellent  atlas  on  pediat- 
ric pulmonary  abnormalities.  The  book 
evolved  from  a vast  collection  of  radio- 
graphs the  authors  accumulated  for 
instruction  courses  at  meetings  of  the 
American  Roentgen  Ray  Society. 

The  atlas  contains  excellent  repro- 
ductions of  the  radiographs,  and  the 
accompanying  captions  explain  the 
radiographs  quite  well. 

A number  of  abnormalities  seen 
only  in  neonates  are  outlined,  and  an 
accompanying  clinical  evaluation  and 


a differential  diagnosis  are  included. 

The  authors  acknowledge  that  many 
pediatric  pulmonary  diseases  are  in- 
distinguishable, but  they  do  an  excel- 
lent job  in  relating  pertinent  clinical 
facts  to  the  radiographic  findings. 

An  extensive  bibliography  is  pro- 
vided at  the  end  of  each  chapter  for 
the  reader  who  wishes  to  pursue  in 
further  detail  any  of  the  disorders 
discussed. 

The  atlas  will  be  of  value  to  any 
diagnostic  radiologist,  especially  if  he 
is  doing  some  pediatric  radiology. 

J.  H.  STARKEY,  M.  D. 

Victoria. 

Physiology  of  Reproduction,  William  D. 

Odell  and  Dean  L.  Moyer,  152  pp., 

104  illus.,  St.  Louis,  The  C.  V.  Mosby 

Co.,  1971,  $12. 

THIS  EXCELLENT  TEXT  was  written  by 
the  authors  in  the  hope  that  it  might 
prepare  a solid  base  from  which  the 
budding  reproductive  physiologist  can 
launch  himself  into  an  investigative  ca- 
reer. To  this  end,  the  volume  has  been 
skeletonized  to  leave  only  the  essen- 
tials, but  it  contains  a voluminous 
bibliography  with  references  conveni- 
ently placed  at  the  end  of  each  chap- 
ter. Practically  all  of  the  references  are 
journal  articles,  some  of  which  were 
unpublished  at  the  time  the  chapters 
were  written. 

Reproductive  processes  and  the  ana- 
tomical and  physiological  framework  of 
reproduction  are  discussed.  Included 
also  is  information  concerning  the  ma- 
turation of  system  components  and  of 
the  integrated  systems  (puberty),  the 
functioning  systems  in  males  and  fe- 
males, conception,  and  the  steps  of  re- 
production through  early  uterine  im- 
plantation. Discussion  of  pregnancy, 
parturition,  and  postpartum  states  and 
their  physiology  is  not  included  because 
the  text  is  directed  ultimately  toward 
solving  the  problem  of  conception  con- 
trol. When  human  data  are  limited,  sta- 
tistics and  information  from  animal 
studies  are  drawn  upon,  and  an  attempt 
is  made  to  point  out  possible  relation- 
ships to  the  human  data. 

FRANK  A.  GIGLIO,  M.  D. 

Beaumont. 
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RECENT  DEATHS 


DR.  J.  C.  GUENTHER 

Longtime  La  Grange  family  physician 
Dr.  John  Charles  Guenther,  70,  died 
Nov.  18,  1971,  \while  on  a deer  hunt- 
ing trip.  Cause  of  death  was  an  appar- 
ent heart  attack. 

A native  of  Moulton,  Dr.  Guenther 
practiced  in  his  hometown  for  a short 
time  before  joining  his  father.  Dr.  John 
G.  Guenther,  in  practice  in  La  Grange 
in  1928. 

He  was  a 1923  graduate  of  St.  Louis 
University  in  St.  Louis,  Mo.  In  1925, 
he  was  awarded  his  MD  degree  from 
St.  Louis  University  School  of  Medicine. 
From  1925  to  1926,  he  served  an  in- 
ternship at  St.  Louis  University  Hospi- 
tals in  St.  Louis,  Mo.,  and  then  re- 
turned to  Texas. 

In  1926,  Dr.  Guenther  became  half 
owner  of  the  hospital  his  uncle,  the 
late  Dr.  Frank  J.  Guenther  of  Moulton, 
built  in  La  Grange.  He  remained  an 
owner  until  1951  when  the  hospital 
was  converted  a voluntary  non-profit 
organization  and  was  renamed  Fayette 
Memorial  Hospital. 

Dr.  Guenther  was  a member  of 
American  Medical  Association,  Ameri- 
can Academy  of  Family  Physicians, 
and  Texas  Medical  Association.  He 
had  served  as  city  health  officer  in 
La  Grange  for  23  years  and  had  been 
president  of  the  Colorado-Fayette 
Counties  Medical  Society  in  1951. 

Survivors  include  his  wife.  Flora 
Finegan  Guenther,  and  a sister,  Mrs. 
Marian  Rubush  of  Fort  Worth. 

DR.  L.  MONTALVO 

Dr.  Lauro  Montalvo,  Laredo  general 
practitioner,  died  Dec.  8,  1971,  at  the 
age  of  64. 

Dr.  Montalvo  had  been  in  practice 
in  Laredo  for  21  years  and  had  prac- 
ticed for  10  years  in  Zapata  before 
coming  to  Laredo.  He  had  also  main- 
tained offices  in  Mexico  from  1934  to 
1938. 

A native  of  Guerrero,  Tamaulipas, 
Mexico,  Dr.  Montalvo  attended  Texas 
A&l  University  at  Kingsville  and  in 
1933  was  graduated  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston. 

He  was  well  known  for  his  work 
among  the  poor  in  Laredo  and  had 
been  medical  director  of  the  Laredo- 
Webb  County  Health  Department  for 
the  past  12  years.  He  was  also  Webb 


DR.  DOAK 


■r"/ 

DR.  MOSES 


County  health  officer  and  physician 
for  Webb  County  Jail.  He  also  provided 
medical  services  at  Duncan  Home  in 
Laredo. 

Dr.  Montalvo  served  as  a combat 
surgeon  in  the  US  Army  during  World 
War  II  with  the  45th  Armored  Medical 
Battalion  in  the  European  Theater  of 
Operations  under  Gen.  George  Patton 
from  1942  to  1945.  He  received  the 
European  Theater  of  Operations  ribbon 
with  five  bronze  stars  for  the  cam- 
paign of  Normandy,  Northern  France, 
Central  Europe,  and  Rhineland.  When 
he  was  discharged,  he  held  the  rank 
of  captain. 

He  was  a member  of  the  American 
Medical  Association,  American  and 
Texas  Academies  of  Family  Physicians, 
and  Texas  Medical  Association.  He  was 
on  the  staff  of  Mercy  Hospital  of 
Laredo  and  had  been  president  of  the 
Webb-Zapata-Jim  Hogg  Counties  Medi- 
cal Society. 

Dr.  Montalvo  is  survived  by  his  wife, 
Estella  Garcia  Montalvo;  two  sons, 
Lauro  Montalvo,  Jr.,  of  Columbus, 
Ohio,  and  Javier  Esteban  Montalvo 
of  Laredo;  a daughter,  Mrs.  Minerva 
Dayse  of  Columbus,  Ohio;  a brother, 
Evaristo  Montalvo,  Jr.,  of  McAllen;  two 
sisters,  Mrs.  Otila  M.  Vda.  de  Flores  of 
Guerrero,  Mexico,  and  Mrs.  Francisco 
M.  Trevino  of  Laredo;  and  two  grand- 
children. 

DR.  E.  DOAK 

Dead  at  the  age  of  93  is  prominent 
Taylor  physician  Dr.  Edmond  Doak.  Dr. 
Doak  died  in  Johns  Community  Hospi- 
tal in  Taylor  on  Dec.  20,  1971. 

An  outstanding  member  of  the  com- 
munity, Dr.  Doak  was  born  in  Lexington 
on  Aug.  9,  1878,  but  at  the  age  of  two 
months  came  with  his  family  to  Taylor, 
which  was  then  called  Taylorsville.  His 
father.  Dr.  A.  V.  Doak,  was  a pioneer 
physician  and  civic  leader  in  the  city. 
He  subdivided  an  area  of  west  central 
Taylor  into  the  Doak  Addition,  with 
streets  named  for  members  of  his  fam- 
ily. The  elder  Dr.  Doak  also  built  a cen- 
ter for  social  life  in  the  early  years — 
the  Doak  Pavilion — and  the  pavilion 
and  the  Doak  home  have  since  been 
marked  with  historical  medallions.  In 
his  early  years.  Dr.  Edmond  Doak 
worked  for  the  streetcar  line  that  his 
father  established. 

In  1897,  Dr.  Doak  was  graduated 


from  Taylor  High  School  as  valedictor- 
ian; he  was  the  only  boy  in  the  class. 
After  his  graduation.  Dr.  Doak  decided 
to  pursue  medical  studies.  He  attended 
The  University  of  Texas  Medical  Branch 
at  Galveston  for  three  years  and  after 
the  great  storm  of  1900  there  com- 
pleted work  on  his  MD  degree  at  Jef- 
ferson Medical  College,  Thomas  Jeffer- 
son University,  in  Philadelphia,  Pa.  In 
1918  and  in  1920,  he  did  postgraduate 
work  at  New  York  Polyclinic  Medical 
School  and  Hospital  in  New  York  City. 

Dr.  Doak  had  served  as  local  sur- 
geon for  the  International  & Great 
Northern  railroad  and  for  the  Missouri, 
Kansas,  and  Texas  railroad  since  1901, 
when  he  began  practice  in  Taylor.  He 
helped  establish  several  hospitals  in 
the  area,  and  in  1943,  he  was  named 
city  health  officer,  succeeding  his  son. 
Dr.  Edmond  King  Doak.  Dr.  Doak  was 
elected  an  honorary  member  of  Texas 
Medical  Association  in  1954.  He  was 
also  past  president  of  Williamson  Coun- 
ty Medical  Society. 

An  active  member  of  the  community. 
Dr.  Doak  was  instrumental  in  the  estab- 
lishment of  parks  and  a swimming  pool 
in  the  city,  the  beautification  of  the 
city  cemetery,  the  first  paving  of  Tay- 
lor’s streets,  the  development  of 
schools  in  the  area,  and  was  involved 
in  many  other  civic  concerns.  For  his 
efforts.  Dr.  Doak  was  named  Outstand- 
ing Citizen  of  Taylor  in  1951. 

Dr.  Doak  is  survived  by  his  son,  Ed- 
mond King  Doak,  MD,  of  Houston;  two 
grandchildren  and  two  great-grandchil- 
dren. His  wife,  the  former  Ethel  King 
Doak,  died  in  1941. 

DR.  L.  E.  MOSES 

The  director  of  clinical  pharmacology 
at  Southwestern  Foundation  for  Re- 
search and  Education  in  San  Antonio, 
Dr.  Louis  Emmet  Moses,  died  Nov.  14, 
1971,  in  San  Antonio.  Cause  of  death 
was  massive  coronary  occlusion. 

The  62-year-old  physician  had  been 
in  practice  in  San  Antonio  since  1951. 
He  was  a native  of  Toledo,  Ohio. 

Dr.  Moses  was  graduated  from  the 
University  of  Toledo  in  1930  with  an 
AB  degree.  In  1943,  he  was  awarded 
a Ph.D.  degree  in  physiology  from  the 
University  of  Chicago,  III.  From  1943 
to  1945,  he  taught  classes  in  physiol- 
ogy at  the  University  of  Chicago  and 
did  research  in  that  field.  He  enrolled 
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in  the  University  of  Arkansas  School 
of  Medicine  in  Little  Rock  in  1946  and 
was  presented  his  MD  degree  in  June, 
1949.  From  1949  to  1951,  he  served 
with  the  US  Air  Force  School  of  Avia- 
tion Medicine  in  San  Antonio.  Dr. 
Moses  took  postgraduate  work  at  the 
University  of  Chicago  and  at  the  Uni- 
versity of  California  School  of  Medicine 
at  Los  Angeles. 

He  was  a member  of  American  Med- 
ical Association,  American  Academy  of 
Family  Physicians,  Bexar  County  Medi- 
cal Society,  Planned  Parenthood — 
World  Population,  American  Society  for 
Clinical  Hypnosis — Education  and  Re- 
search Foundation,  International  Soci- 
ety for  Clinical  and  Experimental  Hyp- 
nosis, American  Association  of  Univer- 
sity Professors,  The  Endocrine  Society, 
Aerospace  Medical  Association,  Ameri- 
can Association  for  the  Advancement 
of  Science,  American  Heart  Associa- 
tion, and  Sigma  Xi.  He  had  also  served 
as  secretary  of  the  Bexar  County  Acad- 
emy of  Family  Physicians,  a member  of 
the  membership  committee  of  the  Tex- 
as Academy  of  Family  Physicians,  and 
chairman  of  the  advertising  committee 
for  the  International  Medical  Assembly 
of  Southwest  Texas. 

Dr.  Moses  leaves  his  wife,  Ida  Gold- 
stein Moses;  two  daughters,  Mrs.  Sally 
Ann  Klein  of  San  Antonio  and  Mrs. 
Ellen  Sue  Freed  of  Laredo;  a son, 
Stephen  Bennet  Moses  of  San  Antonio; 
a sister,  Mrs.  Molly  Richelew  of  Detroit, 
Mich.;  two  brothers,  David  A.  Moses  of 
Toledo,  Ohio,  and  Phillip  Moses  of 
Phoenix,  Ariz.;  and  one  granddaughter. 

DR.  W.  N.  SNEED,  JR. 

Dr.  William  Newton  Sneed,  Jr.,  of  Fair- 
field  died  Dec.  10,  1971.  He  was  92. 

A native  of  Fairfield,  Dr.  Sneed  had 
practiced  for  55  years  in  his  hometown 
before  his  retirement  in  1961.  He  had 
also  had  offices  during  his  long  career 
in  Las  Cruces,  N.  M.,  and  El  Paso. 

Dr.  Sneed  had  attended  Texas  A&M 
University  in  College  Station  and  was 
graduated  from  Tulane  University 
School  of  Medicine  in  New  Orleans, 
La.,  in  1906. 

In  1930,  Dr.  Sneed  served  as  presi- 
dent of  the  Freestone  County  Medical 
Society.  He  was  later  elected  to  hon- 
orary membership  in  both  the  American 
Medical  Association  and  Texas  Medical 


Association.  Dr.  Sneed  was  recognized 
for  his  outstanding  service  to  the  local 
chapter  of  the  Woodmen  of  the  World 
in  1961. 

He  is  survived  by  a son,  Morris  Sneed 
of  Fairfield;  four  grandchildren;  and 
three  great-grandchildren. 

DR.  S.  P.  ROGERS 

Orthopaedic  surgeon  Dr.  S.  Perry  Rog- 
ers died  at  his  home  in  El  Paso  on 
Oct.  18,  1971,  after  an  extended  ill- 
ness. He  was  70. 

Dr.  Rogers,  a resident  of  El  Paso 
since  1943,  was  a graduate  of  Bucknell 
University  in  Lewisburg,  Pa.,  and  the 
University  of  Michigan  Medical  School 
in  Ann  Arbor.  He  interned  at  University 
Hospital  in  Ann  Arbor  and  then  served 
as  a resident  at  State  Hospital  for 
Crippled  Children  in  Elizabethtown,  Pa. 
He  also  did  postgraduate  work  as  a 
research  fellow  at  the  Hospital  for  the 
Ruptured  and  Crippled  in  New  York 
City.  He  spent  a year  as  chief  of  ortho- 
paedics at  San  Juan  General  Hospital 
in  San  Juan,  Puerto  Rico. 

From  1936  to  1940,  Dr.  Rogers  was 
an  instructor  in  orthopaedic  surgery  at 
University  of  Illinois  College  of  Med- 
icine, Chicago.  In  1940,  he  joined  the 
faculty  at  Stritch  School  of  Medicine, 
Loyola  University,  in  Chicago  as  an 
assistant  clinical  professor  of  bone  and 
joint  surgery.  From  1936  to  1941,  he 
also  was  attending  orthopaedic  sur- 
geon at  Chicago  Wesley  Memorial  Hos- 
pital and  Illinois  Masonic  Hospital, 
both  located  in  Chicago.  In  1941,  he 
accepted  a position  as  attending  or- 
thopaedic surgeon  at  Mercy  Hospital 
in  Chicago. 

In  1963,  the  orthopaedic  surgeon 
served  for  six  months  with  Project 
Hope  in  Peru.  In  El  Paso,  he  had 
served  as  chief  of  staff  at  Hotel  Dieu 
Sisters’  Hospital  and  as  attending  or- 
thopaedic surgeon  at  Southwestern 
General  Hospital,  Providence  Memorial 
Hospital,  R.  E.  Thomason  General  Hos- 
pital, and  Sun  Towers  Hospital. 

Certified  by  the  American  Board  of 
Orthopaedic  Surgery,  Dr.  Rogers  was  a 
fellow  of  the  American  College  of  Sur- 
geons and  a member  of  Texas  Medical 
Association,  El  Paso  County  Medical 
Society,  American  Academy  of  Ortho- 
paedic Surgeons,  and  Clinical  Ortho- 
paedic Society.  Author  of  numerous 


scientific  articles,  he  was  well  known 
for  his  amputation  procedure  for  the 
knee  joint. 

A native  of  Montgomery  County,  Pa., 
Dr.  Rogers  is  survived  by  his  wife, 
Ouida  L.  Guice  Rogers;  a brother,  the 
Rev.  Raymond  Rogers  of  Round  Lake, 
N.  Y.;  and  a stepbrother,  William  Finn 
of  Montclair,  N.  J. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25^,  and  with 
streptococci  and  various  other 
organisms  (chiefly  g;ram-negative) 
in  the  remainder.  Si^ificantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  e^thromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes* 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
— - •1*’  */* 


♦Reynolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
1.  Data  on  file,  Medical  Research  Department,  The  Upjohn  Company 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

CleociriHci 

clindamycin  HQ  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains;  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS;  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1 ,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  reported  other  side  effects. 

Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  hove  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections- 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections— 8 to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 


or  glomerulonephritis. 

SUPPLIED:  ISO  mg  Copsu/es-Bottles  of  16's  and  lOO's.  75  mg  Capsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  (ig.  Sensitivity  Powder- Vials. 
For  additional  product  information,  see  your  Upi'ohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-3)  JA7I-156S 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


TEXAS  MEDICAL  ASSOCIATION 


ScfiiHliiuiviaii  Adventure 

SUu'kholiii  • Helsinki  • Cnpeiilnij'en 


DEPARTING  HOUSTON  AND  DALLAS  JUNE  9 AND  JUNE  13,  1972 


TWO  EXCITING  WEEKS  IN  THE 

• Direct  flights  via  chartered  World  Airways 
707  jet 

• Deluxe  hotels  in  each  city 

• Complete  American  breakfasts  at  your  hotel 

• Gourmet  dinners  at  a selection  of  the  finest 
restaurants 

• VIP  preregistration  at  all  hotels 

• Expedited  Customs  formalities 

• Generous  70  pound  baggage  allowance 

• Escort  and  five  hosts  always  available  to 
assist  you 


LAND  OF  THE  VIKINGS 

• Optional  sightseeing  tours  each  day 

• Plenty  of  time  for  shopping 

• Never  any  regimentation  ...  do  as  you  please 

Your  Scandinavian  Adventure  will  be  an  unfor- 
gettable holiday — the  finest  in  travel.  You’ll  enjoy 
sightseeing  . . . shopping  . . . nightclubs  ...  or 
just  relax!  The  choice  is  yours.  All  for  only  $868 
per  person.  Complete  the  reservation  form  below 
and  return  it  today.  Space  is  strictly  limited. 


Send  to;  TEXAS  MEDICAL  ASSOCIATION 
1801  North  Lamar  Blvd. 


Austin,  Texas  78701  Name 


Enclosed  is  my  check  for  $ Home  Address 

($100  per  personas  deposit.) 


City  State  Zip  Code  Phone 
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T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS  ; 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T,  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SVNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-11  meg  % 

Gtipose 

die  Smooth 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


...to  tffyroid  replacemeiit  tiierapy' 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling^ 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID® 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.;  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Synthroid 

Mium  levothpxinci) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

FACTS: 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


j 'a! 

I OFFER: 

I Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
I SYNTHROID.  Free  information  to 
j physicians  on  role  of  thyroid 
I function  tests  in  a new  booklet 
J titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 


Name 


Address 


j City  State  Zip  | 

I 1 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  'xine)  Tablets  include 
myxedema,  hypothyroidism  vrithout  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing's  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  FBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


What  Does  The  Future  Hold? 


DBVEREUX  SCHOOLS 


UNDER  THE  DEVEREUX  FOUNDATION 

A NON-PROFIT  ORGANIZATION 


Helena  T.  Devereux, 

Founder  and  Consultant 

FOR  INFORMATION  AND  LITERATURE: 


Marshall  H.  Jarvis, 

President 

Charles  J.  Fowler,  Director  of  Admissions 
Devereux  Schools,  Devon,  Pa.  19333 


PENNSYLVANIA,  MASSACHUSEHS,  CONNECTICUT 

CALIFORNIA  Keith  A.  Seaton,  Registrar 

TEXAS  Mrs.  Jo  Lange,  Registrar 

ARIZONA  Bette  Hammer,  Ed.D.,  Director 


Ellwood  M.  Smith,  Registrar,  Devon,  Pa.  19333 

Box  1079,  Santa  Barbara,  93102 

Box  2666,  Victoria,  77903 

6404  E.  Sweetwater,  Scottsdale,  85254 
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TEXAS  MEDICINE 


What  T exas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUAIJY  INDEMNnY  EXOHANBE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

EXECUTIVE  DIRECTOR 

DON  L BOWEN,  M.G.M.A. 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M D.,  M.A.C.R. 
Donirlas  E.  Bihby.  M.D..  F A C R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Rirhard  C.  Gasser.  M T).,  M A r.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 3.Sfi-8fi81  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O'Hare.  M D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery ; 

E.  L.  Mahon,  Jr.,  M.D. 

Urology : 

H.  F.  Rives,  M.D. 

Business  Manager  of  Travis  Clinic 


JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd.  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell.  M.D. 

Mary  A.  Bone.  M.D. 

J.  A.  Armstrong,  M.D. 


Pathology : 

Harbert  Davenport,  Jr., 


M.D. 


Obstetrics  and  Gynecology ; 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 
L.  W.  Ralston,  M.D. 

.T.  G-  Ca.sev 
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TEXAS  MEDICINE 


Texas  Physicians’  Directory 


Allergy 

Clinics 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamin,  M.D.,  F.A.A.P.,  Oiplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.D.,  Internal  Medicine  0-  Sterling  Gillis,  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Internal  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Pathology — 

R.  A.  Morse,  M.D.,  Internal  Medicine  '*■  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics  Consultant  in  Radiology — 

Tnm  D u r»  c John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

0.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

RADIOLOGY— CONSULTANTS 
CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 

THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  884-3861 

GYNECOLOGY  OPHTHALMOLOGY 

J.  H.  Thomas,  M.D.  L.  David  Wright,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE  FAMILY  MEDICINE 

G.  A.  Reeves,  M.D.  Travis  B.  Phelps,  M.D. 

Pruett  Moore,  Jr.,  M.D.  J-  D-  Harvey,  M.D.,  A.B.F.P. 

Salvador  Ortiz,  M.D.  H-  .R-  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

SURGERY  ^ ORTHOPEDICS 

S.  T.  Coleman,  M.D.,  F.A.C.S.  c.  M.  Yanez,  M.D.,  F.A.C.S. 

(Consultant)  UROLOGY 

Donald  E.  Jackson,  M.D.,  F.A.C.S.  j.  d.  Stephenson,  M.D. 

(Consultant)  ADMINISTRATOR 

RADIOLOGY  B.  J.  Clark 

Crysup  Sory,  M.D.  DIRECTOR  OF  NURSES 

Clinic  - Pat  Parker 

Hospital  - Mrs.  Joyce  Pettit 

DRS.  SAMS  AND  MEADOWS 

Allergy  and  immunology 

Joseph  T.  Sams,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 

C.  David  Meadows,  M.D. 

900  West  Randol  Mill  Road,  Suite  215,  Arlington,  Texas  76012,  227-5526 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is 
allowed  for  six  months'  advance  payment.  Section  headings 
are  limited  to  those  specialties  in  which  there  is  an  American 
Medical  Association  recognized  specialty  board  and/or  an 


AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Advertising  Assistant,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 
line is  the  20th  of  the  month  preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.JLA.M.A.,  Administrator 

LANCASTER  OFFICE 


ADMINISTRATION 

C.  H.  “Hamm”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 


OBSTETRICS  & GYNECOLOGY 
O.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 


525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 

G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D, 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 


B.  B.  Trotter,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 

H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 
Telephone  335-4333 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S. 
R.  J.  Turner,  III,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D.,  F.A.C.P. 
D.  W.  Johnston,  M.D.,  F.A.C.P. 
Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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TEXAS  MEDICINE 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 


Surgery  of  the  Colon  and  Rectum 


714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


3801  19th  St.,  Suite  500,  Lubbock,  Texas 


2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 
315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 


ROBERT  A.  GRUMMON,  M.D. 

American  Board  of  Surgery 

American  Board  of  Colon  & Rectal  Surgery 

Colon  & Rectal  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 
R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 


J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 


A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 


1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Family  & General  Practice 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgary 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

IRWIN  KURTZ,  M.D. 

Diplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Ciark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

VD  is  sex  pollution! 


As  part  of  an  educational  program  on  VD,  TMA  has  produced  an  informative  leaflet  for 
free  distribution.  Help  the  public  get  the  facts  so  they  will  seek  early  treatment.  Send 
your  order  to:  Public  Relations  Division,  Texas  Medical  Association,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


156 


TEXAS  MEDICINE 


Neurological  Surgery 

Neurology 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CURK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 
Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write;  TMA  Members’ 
Retirement  Trust  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 

Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  0.  Box  6374,  Corpus  Christ!,  Texas  78411 

512  853-7319 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.’ 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

'‘Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  915  533-7465 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  (Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529>-4389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.'' 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
‘Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

Watch  out  for  the  other  guyl 

DRIVE  DEFENSIVELY 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

•X-  105th  Annual  Session,  May  11-14,  1972,  San  Antonio 
■Jf-  Conference  on  Medical  Practice,  Sept.  23,  1972,  Austin 
•X-  Conference  on  Legislation,  Jan.  20,  1973,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.LC.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfaliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

Pathology 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  0.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

Pharmaceutical  advertising  in 

TEXAS  MEDICINE  keeps  you  informed 
and  pays  for  publishing  costs. 

When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

in  your  journal. 
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Physical  Medicine  & Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

'Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

Plastic  Surgery 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

Pasadena  Office 

904V4  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

Texas  Medicine 

Present  your  ideas 
in  Texas  Medicine 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  “Information  for  Authors.” 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

ANNUAL  SESSION 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

SAN  ANTONIO 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

MAY  11-14  1972 
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Psychiatry 


WM.  OTHOGILLEAN,  JR., 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


M.D. 


"Bernard  J.  Dolenz,  M.D. 

"Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Auenue,  Fort  Worth,  Texas  76104,  336-5469 


Practice  Limited  to 

General  Psychiatry 

140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


•Diplomates  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
•Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  dolayed  mail  whan  changing  addresses. 
Send  old  and  new  address  to: 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

CHARLES  T.  MEADOWS,  M.D. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dotphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

HECTOR  A.  ESCAMILLA,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

TEXAS  MEDICINE 

regularly  lists  highlights  of  more  than  100 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817-387-3828 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 

information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “COMING 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

MEETINGS’’  section. 

7972  ThAA  Annual  Session 

May  11-14  San  Antonio 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  grroup. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road.  Dallas,  Texas  76216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-esUblished 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
n heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals. 48  miles  south  of  Dallas.  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford.  Texas  76670,  area  code  214.  493-2511. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36.000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified,  60- 
bed  county  hospital  now  under  construction,  complete  in  May.  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2500/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
workng  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D..  379-8166,  379-8166,  Newton, 
Texas. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessai*y  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn.  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Eiarly  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator. P.  O.  Box  28,  Dallas,  Texas. 


WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  76501. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  toym 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin.  Texas  78701. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  salary 
and  incentive.  Excellent  fringe  benefits  including  retiiement  plan.  New 
modem  building  with  fully  equipped  x-ray  and  laboratory  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas  75601. 
Telephone  AC  214,  792-7161. 


WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  sUff  of 
San  Angelo  Center.  Base  annual  salary  $21,500,  40  hour  work  week  with 
ample  vacation  time,  other  fringe  benefits.  Excellent  community  to  live. 
Near  San  Angelo,  Texas.  Contact  Medical  Director,  San  Angelo  Center, 
Carlsbad,  Texas  76934. 


AN  OB-GYN,  UNDER  40  YEARS  OF  AGE,  is  wanted  to  join  a four- 
doctor  OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  part- 
nership. Contact  Midland’s  Women’s  Clinic,  2009  West  Wall,  Midland, 
Texas  79701. 


GENERAL  PRACTITIONER  NEEDED  in  Beaumont,  Texas.  City  of 
120,000  servicing  400,000  to  600.000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,500  per  month  with  60% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new, 
fully  equipped  clinic.  Presently  have  6-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 
78761. 


STAFF  PHYSICIANS  NEEDED  for  school  for  the  retarded.  Progres- 
sive 2,000  resident  state  institution.  Eligibility  for  Texas  license  required. 
Paid  vacation,  paid  sick  leave,  group  insurance,  retirement  plan  and  13 
paid  holidays.  Send  resume  to  John  E.  Muller,  Personnel  Officer,  Austin 
State  School,  P.O.  Box  1269,  Austin,  Texas  78767. 


INDUSTRIAL  MEDICAL  AND  SURGICAL  CLINICS  located  in  Dallas, 
Texas,  at  426  Medical  Arts  Building,  1719  Pacific  Avenue  and  3B0  Locke 
Medical  Building,  6011  Harry  Hines  Blvd.,  and  opening  a clinic  at  the 
new  Dallas-Fort  Worth  Regional  Aimurt  in  Arlington,  Texas,  has  posi- 
tions available  for  interested  physicians.  Contact  Harry  Carter,  Admin- 
istrator, Cook  Clinic,  360  Locke  Medical  Building,  Dallas,  Texas  76236. 
Telephone  AC  214-638-2730. 


PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  44  year 
old  physician  in  established  pediatric  practice  in  Austin.  Willing  to  con- 
sider any  mutually  agreeable  affiliation,  ranging  from  office  sharing  to 
full  partnership.  Please  reply  to  Ad-342,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


ASSOCIATE  PATHOLOGIST  WANTED  for  385-bed  hospital,  good 
community,  fine  medical  staff,  automated,  computerized  laboratory  with 
12  ASCP  technologists.  Salary  first  year,  then  percentage  in  partnership. 
Very  good  future  opportunity.  Please  reply  to  L.  L.  Duncan,  M.D.,  1000 
Pine,  Texarkana,  Texas  76601.  Telephone  AC  214-793-4122. 


INTERNIST  OR  GENERAL  PRACTITIONER— for  staff  of  70-bed 
medical  service  in  130-bed  Veterans  Administration  Hospital.  Starting 
salary  to  $24,285,  depending  on  qualifications.  Excellent  fringe  benefits. 
Nondiscrimination  in  employment.  Write  or  call  collect:  David  C.  Lindsey, 
M.D.,  Director,  VA  Hospital,  Amarillo,  Texas  79106.  Telephone  806- 
355-9704. 

EXPERIENCED  ANESTHESIOLOGIST.  Needed  for  suburban  Houston 
hospital.  Fee  for  service.  Private  practice  with  staff  membership.  Needed 
for  hospital  bed  expansion.  Please  reply  to  Ad-353,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


NEEDED— TURNED  ON  CHRISTIAN  GP  to  associate  with  busy  GP 
who  desires  to  spend  more  time  in  Rio  Grande  River  Ministry  and  British 
Honduras  with  Amigos  Internationales.  North  Central  Texas,  population 
25,000.  Two  fully  accredited  hospitals,  200  beds,  staff  privileges  deter- 
mined by  training  and  experience.  Salary  open.  Reply  Ad-351,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  BOARD  ELIGIBLE  OR  CERTIFIED  PSYCHIATRIST  as 
medical  director  of  hospital  outpatient  clinic  and  director  of  outreach 
services.  Salary  $27,000  with  additional  $1,000  for  certification.  Hospitali- 
zation and  life  insurance  partly  paid  by  employer.  Excellent  vacation, 
holiday  and  sick  leave.  JCAH  hospital,  excellent  staff,  and  opportunities 
provide  a challenge.  Write  Superintendent,  Preston  E.  Harrison,  M.D., 
P.O.  Bo-x  231,  Big  Spring,  Texas  79720. 

GP  ASSOCIATE  WANTED.  Four  active  practitioners  ages  30-43. 
Begin  July  1,  1972.  Full  privileges  commission  hospitals.  $2,000  monthly 
guarantee  plus  sharing — 1st  year  potential  $35,000  net.  Replace  associate, 
residency  bound  in  18  months.  500,000  North  Central  Texas  city.  Consider 
if  group  advantages,  above  average  income  with  desire  of  general — 
general  practice  with  rotating  calls  nights  and  weekends.  1-817-534-6616 
or  write  Ad-356,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

PSYCHIATRIST:  Board  certified  or  eligible  with  Texas  license  or 
eligible  for  reciprocity,  for  2700-bed  modern  state  hospital.  Salary 
$24,000,  plus  additional  for  board  certification.  Apply  Luis  M.  Cowley, 
M.D.,  Superintendent,  Terrell  State  Hospital,  Terrell,  Texas  75160.  An 
equal  opportunity  employer. 

PHYSICIANS : Texas  license  or  eligible  for  reciprocity,  for  2700-bed 
modern  state  hospital.  Salary  $21,500,  plus  possibility  of  additional  com- 
pensation in  three  to  six  months.  Apply  Luis  M.  Cowley,  M.D.,  Super- 
intendent, Terrell  State  Hospital,  Terrell,  Texas  75160.  An  equal  oppor- 
tunity employer.  

STAFF  PHYSICIANS  NEEDED  for  state  hospital.  Progressive  1,000 
resident  state  institution.  Eligibility  for  Texas  license  required.  Paid 
vacation,  sick  leave,  holidays,  good  retirement  plan,  free  group  insurance. 
Please  contact  Luther  W.  Ross,  M.D.,  Superintendent,  Kerrville  State 
Hospital.  P.O.  Box  1468,  Kerrville,  Texas  78028  or  phone  512-257-3211. 


FRANKLIN  COUNTY,  MT.  VERNON,  TEXAS  NEEDS  two  general 
practitioners,  group  or  solo.  New  clinic.  Medicare  approved  hospital,  con- 
sultants. $2,500  a month  guarantee.  100  miles  east  1-30  from  Dallas.  Good 
schools,  churches  and  recreation  facilities.  Call  214-537-2922,  4025  or  2261* 
Write  P.O.  Box  477,  Mt.  Vernon,  Texas  75457. 

GENERAL  PRACTITIONER  to  join  six  man  group  on  either  an  indi- 
vidual or  salaried  basis  in  suburban  Corpus  Christi.  Texas.  Office  adja- 
cent to  90  bed  modern  hospital.  Excellent  income,  regulated  time  off, 
excellent  recreational  facilities.  Write  or  call  collect  D.  B.  Hamilton, 
M.D.,  Rt.  1,  Box  46,  Robstown,  Texas.  Phone  AC  512-387-1541. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  «ontact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS  : Maintain  free 
piactice  of  medicine.  Work  for  patient  oai  fee-for-service  basis.  Full 
(lepartment  status.  Average  earnings  $45,000  with  guarantee.  Positions 
Wichita  Falls,  San  Antonio,  Houston,  and  Beaumont.  Call 
1-512-732-9247  collect.  Reply  to  Ad-360,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin.  Texas  78701. 

‘ <^ENERAL  PRACTITIONER,  INTERNIST  OR  PEDIATRI- 
ClAN  to  join  medical  staff  of  Abilene  State  School,  a facility  for  the 
mentally  retarded  under  the  Texas  Department  of  Mental  Health  and 
^^tardation.  Base  annual  salaiT  of  $21,500.  A supplement  of 
$1,000  possible  if  board  certified  and  working  full  time  in  that  capacity. 
Other  supplemental  possible,  based  on  qualifications,  experience  and  re- 
sponsibility. Forty-hour  week  with  excellent  vacation,  sick  and  holiday 
plan.  Good  life  and  hospitalization  plan,  social  security  and  excellent 
State  retirement  plan.  Progressive  city  of  90.000  friendly  people  in  West 
Central  Texas,  Texas  license  required.  Contact  Superintendent  L.  W. 
Cain,  Box  451,  Abilene,  Texas  79604.  AC  915-692-4053.  Equal  opportunity 
employer. 

CHIEF  MEDICINE  POSITIONS.  Progressive  university  affiliated  chest 
hospital  engaged  in  research  and  educational  programs  is  seeking  a Clin- 
ical Director  and  a Chief  of  Pulmonary  Physiology  Department.  Excellent 
entering  salary — negotiable — depending  on  training  and  experience.  Addi- 
Uonal^  stipend  for  board  certification.  Challenging  opportunity  in  East 
Texas^  outstanding  medical  community  with  all  the  social,  cultural,  and 
recreational  activities.  Eligibility  for  Texas  licensure  required.  Submit 
resume  to  Personnel  Officer,  East  Texas  Chest  Hospital.  Box  2003,  Tyler, 
Texas  75701.  An  equal  opportunity  employer. 

CHEST  HOSPITAL  STAFF  POSITION:  Progressive  chest  hospital 
needs  GP  or  internist  with  interest  in  pulmonary  diseases.  Excellent  start- 
ing salary — negotiable — depending  on  training  and  experience  with  an 
additional  stipend  for  board  certification.  Multiple  fringe  benefits  with 
40  hour  week.  Eligibility  for  Texas  licensure  required.  To  apply  for  this 
challenging  position  in  the  rolling,  piney  woods  of  East  Texas,  submit 
resume  or  contact  Personnel  Officer,  East  Texas  Chest  Hospital,  Box  2003, 
Tyler,  Texas  75701.  An  equal  opportunity  employer. 

DESIRE  GP,  SURGEON  OR  EENT.  16,000  population,  rural  area.  In- 
dustry and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
association.  Cleburne,  Texas.  For  additional  information  contact  Ad-363, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PRIVATE  GENERAL  PRACTICES  in  Dallas,  Houston  and  Baytown. 
$3,000  rninimum  monthly  collections  guaranteed.  Solo  and  group  situa- 
tions. Nights  and  weekends  covered  by  salaried  physicians  in  emergency 
rcwms.  Maximum  leisure  time  with  family.  Beautiful  residential  areas 
with  excellent  schools.  Not  an  employment  agency.  No  cost  to  physician. 
Sanford  Smith,  Director  of  Physician  Planning,  Hospital  Affiliates,  Inc., 
P.O.  Box  9836,  Houston,  Texas  77015.  713-453-6324.  

GENERAL  SURGEON  willing  to  do  general  family  practice  at  first 

and  limit  later  for  private  group  practice  in  Dallas.  Minimum  $3,000  per 
month  guaranteed.  No  practice  expense.  Not  an  employment  agency.  No 
cost  to  physician.  Sanford  Smith,  Director  of  Physician  Planning,  Hos- 
pital  Affiliates.  Inc.,  P.O.  Box  9836,  Houston,  Texas  77015.  713-453-6324. 

PRIVATE  ORTHOPEDIC  SURGERY  PRACTICE  in  Baytown.  Tej^ 
in  association  with  another  young  orthopedist.  $2,000  minimum  monthly 
guaranteed.  Large  concentration  of  general  practitioners.  Not  an  employ- 
ment agency.  No  cost  to  physician.  Sanford  Smith,  Director  of  Physician 
Planning,  Hospital  Affiliates,  Inc.,  P.O.  Box  9836,  Houston,  Texas  77015. 
713-453-6324. 

GENERAL  PRACTITIONER.  FAMILY  PHYSICIAN,  OR  INTERNIST 

needed  to  join  36  year  old  family  practitioner,  to  fill  vacancy  because  of 
partner  leaving  for  residency.  Large  practice  immediately  available  in 
Gulf  Coast  area,  30  minutes  from  Houston.  Junior  college  town,  excellent 
schools,  churches,  diversified  economy.  Large  completely  equipped  modern 
clinic,  with  laboratory  and  x-ray.  Hospital  is  fully  accredited,  60  beds, 
with  plans  to  double  in  size  this  year.  Practice  consists  of  general  family 
medicine,  industrial,  some  surgery  and  OB  if  desired.  Rotate  night  and 
week-end  call.  Guarantee  or  percentage  income,  producing  comfortable 
living.  Partnership  available  after  first  year.  Many  fringe  benefits.  Write 
to  Doctors  Clinic,  511  South  Gordon  Street,  Alvin,  Texas  77511  or  call 
AC  713-585-8421. 


Situations  Wanted 


YOUNG  MD  INTERESTED  in  obtaining  weekend  and  weeknigrht 
emergency  room  or  similar  work.  Presently  in  service.  Have  Texas 
license.  Weeknisht  work  must  be  in  Austin-San  Antonio  area.  Would 
consider  weekend  work  anywhere  in  Texas  if  remuneration  would  allow. 
Have  several  other  MD  friends  interested  in  same.  Is  possible  could  give 
coverage  every  weekend.  Reply  to  Ad-347,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


MD  EXPERIENCED  IN  FAMILY  PRACTICE,  insurance,  industrial 
and  institutional  work  wishes  location.  Assistantship,  locum  tenens,  col- 
lege infirmary  or  institutional,  insurance,  industrial.  Good  references. 
Does  not  drink  or  smoke,  good  health,  good  reason  for  wishing  change. 
Please  reply  to  Ad-358,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 


BOARD  CERTIFIED  SURGEON.  33,  with  training  in  peripheral,  vas- 
cular and  trauma  surgery  wishes  to  join  group  or  associate,  or  solo  prac- 
tice. Limited  general  practice  if  needed.  Please  reply  to  Ad-361,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST,  WITH  GENERAL  PRACTICE  AND  EMERGENCY  ROOM 
EXPERIENCE,  available  for  either  part-time  or  locum  tenens  position. 
Preferably  in  San  Antonio  area.  Please  reply  to  Ad-362,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


MEMORIAL  CITY  MEDICAL  CENTER— HOUSTON.  TEXAS.  Medical 
and  dental  space  available  in  new  120  suite  professional  building  connected 
to  a new  160  bed  general  hospital  in  the  Spring  Branch-Memorial  area  of 
West  Houston.  Texas.  A 60  bed  addition  to  the  hospital  is  planned  for 
1972.  For  information,  contact  Memorial  City  General  Hospital,  920  Frost- 
wood  Drive,  Houston,  Texas  77024,  office  of  the  director.  Telephone  AC 
713  464-1881. 


GENERAL  PRACTICE  FOR  SALE.  Records  intact.  Doctor  deceased, 
sixteen  years  established  practice.  New  clinic  used  four  months,  fully 
equipped.  Population  2,000;  drawing  area,  10,000.  Excellent  county 
hospital.  Reciprocal  time  off.  Ten  minutes.  Lake  Cypress  Springs,  golf, 
boating,  fishing,  hunting.  Contact  Mrs.  Calvin  Tom,  Box  484,  Mt.  Vernon. 
Texas  76467.  Phone  214-637-4028. 


PRACTICE  FOR  SALE : Leaving  my  office  and  general  practice  of 
medicine  (without  obstetrics)  January  31,  1972.  Located  in  Abilene,  office 
is  complete  with  lab.  x-ray  and  excellent  personnel.  Building  is  included 
or  optional.  Excellent  class  A practice  with  95  percent  collections.  Could 
be  continued  intact.  For  further  information  contact  W.  R.  Sibley.  Jr.. 
M.D.,  3662  North  6th,  Abilene,  Texas  79603. 


FOR  SALE  IN  BULK.  MISCELLANEOUS  GENERAL  PRACTICE 
INSTRUMENTS.  Most  new,  German  origin.  Also  microphotographic  at- 
tachment and  ultraviolet  light.  Stored  in  Central  Texas.  German  text 
books.  Would  donate  to  non-profit  organization  if  transportation  fur- 
nished. Please  reply  to  Ad-359,  Texas  Medicine,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 


FOR  RENT.  Gulf  Coast  front  row  beach  house;  rent  to  fellow  physi- 
cians, less  than  market.  Freeport,  Texas  ; one  hour  from  Houston,  Astro- 
dome. Modern,  sleeps  7 ; you  furnish  linens  and  food.  Fishing,  swimming, 
surfing,  good  restaurants.  Week-end  $35.  Make  weekly  reservations  for 
summer  now.  J.  C.  DeWitt.  M.D.,  611  S.  Gordon  Street,  Alvin,  Texas 
77511.  Telephone  585-8421  or  585-2343. 


EXCEPTIONAL  OPPORTUNITY  FOR  INDEPENDENT  PRACTICE  I 
Efficiently  designed  office  for  sublease  in  established  location  in  a rap- 
idly growing  area  of  suburban  Dallas.  Particularly  good  spot  for  surgeon, 
internist,  GP,  OB-GYN.  O.  L.  Willbanks,  M.D.,  19405  East  Northwest 
Highway,  Dallas,  Texas  75238. 


BOARD  ELIGIBLE  37  year  old  Ob/Gyn  five  years  in  practice  wishes 
to  relocate  in  Texas  and  associate  with  another  Ob/Gyn  or  group.  Tulane 
University  medical  graduate.  Internship  Confederate  Memorial  Medical 
Center,  Shreveport,  Louisiana.  Residency  Baltimore  City  Hospitals  and 
Scott  and  White  Memorial  Hospital,  Temple,  Texas.  Please  reply  to 
Ad-354,  Texas  Medicine,  1801  North  Lamar  Blvd..  Austin,  Texas  78701. 


FOR  RENT — DALLAS  AREA.  2,000  foot  air  conditioned,  carpeted,  fully 
equipped  and  furnished  office  of  busy  GP  who  has  left  office  practice. 
Includes  12  rooms,  plus  two  baths.  Ready  for  immediate  occupancy.  All 
diagnostic  and  examining  equipment  use  included  in  total  monthly  lease ; 
$700  plus  bills.  Downtown  Dallas  15  minutes.  Contact  Allen  Maurice  Fain, 
M D.,  627  Hustead  & Fain,  Duncanville,  Texas  76116.  Phone  AC  214- 
298-3169. 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D,  Blond  Seale 

Medical  Director  Administrator 
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When  you  prescribed 

Orinase 


14  years  a^, 

you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used;  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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MD  mayors  in  Texas 

Current  Texas  immunization  program 
Diagnostic  scintiscanning 
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STorbptt,  iJ^utcijitiQs , iUtmoriai  ^aapital 

A«Ji  ©orb^tt  Cltntc 


306  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 
Cecil  A.  McRee,  M.D. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussdl,  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 


fWarlitt,  tfipxas 


ALLERGY 
S.  W.  Hughes.  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown.  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr..  M.D. 
David  M.  McTaggart.  M.D. 

UROLOGY 


Telephone:  WE  6-3561 


DENTISTRY 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 


Howard  O.  Smith,  M.D.,  F.A  C S Superintendent  of  Nurses; 

D.  R.  Swetland,  M.D.,  F.A.C.S.  Howard  L.  Smith,  M.D.,  F.A.C.S.  Ruby  Lowrance,  R.N. 

Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  foiTiis  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
♦Ozro  T Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
♦Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B. U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Haicuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 
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♦Adam  D.  Green,  M.D.,  Surgery 
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Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D..  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P,, 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D..  D.A.B.U.,  F.A.C.S.,  Urology 
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George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D..  Dermatology 
Landon  W.  Stewart,  M.D.,  Internal  Medicine 
William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 

Richard  B.  Dulany,  M.D.,  Urology 

William  F.  Walton,  D.D.S.,  General  Dentistry 

E.  Nelson  Forsyth,  Jr.,  M.D.,  Gastroenterology  & Interna' 
Medicine 

George  D.  Blake,  D.D.S. , General  Dentistry 
Lucinda  A.  Melichar,  M.D.,  General  Medicine 
Cloyce  L.  Stetson,  Jr.,  M.D.,  Internal  Medicine 
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♦Inactive  status 


When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5'mg 
or  2'mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tensioryknxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


(diazepam) 


For  the  tense  cardiac  patient  who  must  he  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,' tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions;  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage;  Individualize  for  maximum 
beneficial  effect.  Adu/fs:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose^  packages  of  1000. 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc, 

Nutley,  N J.  07110 
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„.NO  TRANQUILIZER  CAN  DO  THAT! 


Emotional  symptoms,  such  as  anxiety,  depression, 
nervousness,  and  fatigue,  may  be  related  to  a 
diminishing  production  of  estrogen.  In  such  cases, 
PREMARIN,  by  providing  specific  replacement 
of  estrogen,  can  help  relieve  much  of  the  emo- 
tional distress  of  the  menopause. . . in  addition  to 
the  classic  symptoms  of  hot  flushes  and  sweats. 

Sedatives,  tranquilizers,  and  psychotherapy,  of 
course,  may  be  helpful  in  some  selected  cases, 
but  they  cannot  correct  the  underlying  vasomotor 
and  metabolic  disturbances,  nor  the  nonspecific 
emotional  component  related  to  loss  of  hormonal 
support.''-'* 

Many  psychosomatic  symptoms  which  occur  at 
this  time  of  life  appear  to  correlate  fairly  well  with 


declining  estrogen  levels. And  in  patients  where 
emotional  instability  has  been  latent,  such  mani- 
festations may  be  unmasked  and  even  magnified."* 
Anxiety  and  depression  resulting  from  estrogen 
deficiency  usually  respond  to  estrogen  therapy  in 
a relatively  short  time.^  Other  “psychogenic” 
symptoms  such  as  headaches,  crying  spells,  in- 
somnia, feelings  of  weakness  and  fatigue  due  to 
estrogen  deficiency  may  also  be  relieved. And 
in  the  large  majority  of  patients,  PREMARIN  im- 
parts a renewed  sense  of  well  being.® 

When  your  menopausal  patient  suffers  emo- 
tional distress  resulting  from  estrogen  deficiency, 
PREMARIN  can  often  help— because  it  gives  her 
back  some  of  the  estrogen  support  she’s  lost. 


BRIEF  SUMMARY.  (For  full  prescribing  information,  see  package  circular.) 
PREMARIN®  (Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  PREMARIN  provides  speoifio  replacement  therapy  in  the  manage- 
ment of  estrogen  deficiency  states,  notably  in  the  menopause  and  postmeno- 
pause. 

Precautions:  In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with  1 week  rest 
period— Withdrawal  bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected  recurrence  is  an  in- 
dication tor  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods  of  time  may  produce 
gynecomastia,  loss  of  libido,  and  testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  recommended  (3  weeks  of 
daily  estrogen  therapy  and  1 week  off). 

If  patient  has  not  menstruated  within  last  two  months  or  more,  cyclic  ad- 
ministration is  started  arbitrarily.  If  patient  is  menstruating,  cyclic  administration 
is  started  on  day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting  during  estrogen 
therapy),  increase  estrogen  dosage  as  needed  to  stop  bleeding.  In  the  following 
cycle,  the  dosage  level  which  was  employed  for  hemostasis  should  be  used  for 
daily  administration.  In  subsequent  cycles,  the  estrogen  dosage  is  gradually 
reduced  to  the  lowest  level  which  will  maintain  the  patient  symptom-free.  (See 
Precautions.) 

Menopause  (natural  or  artificial)  — PREMARIN  1.25  mg.  daily,  cyclically.  Ad- 
just dosage  upward  or  downward  according  to  severity  of  symptoms  and 
response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  continuing  cyclic  estrogen 
replacement  therapy  throughout  the  postmenopause  as  a protective  influence 


against  accelerated  degenerative  changes  at  the  cellular  level. 

Postmenopause— {\f  uterus  is  intact  the  patient  is  considered  postmenopausal 
from  one  year  after  cessation  of  menstruation  to  end  of  life  span.)  If  the  pre- 
senting symptoms  are  those  of  the  menopause,  see  above  for  dosage.  As  a 
protective  measure  against  premature  degenerative  changes  in  bone  and 
cellular  metabolism  (e.g.  atrophic  vaginitis,  osteoporosis),  give  PREMARIN 
daily  and  cyclically.  Adjust  dosage  to  lowest  effective  but  subbleeding  level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis  Vulvae,  and  Pruritus  Vulvae 
— 1.25  mg.  to  3.75  mg.  daily,  or  more,  cyclically— depending  on  the  tissue  re- 
sponse of  the  individual  patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tablets,  U.S.P.).  No.  865— 
Each  purple  tablet  contains  2.5  mg.  No,  866— Each  yellow  tablet  contains  1.25 
mg.  No.  867— Each  red  tablet  contains  0.625  mg.  No.  868— Each  green  tablet 
contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also  available  in  unit  dose 
package  of  100. 


References:  1.  Kupperman,  H.S.:  Medical  Aspects  of  Human  Sexuality  7;64 
(Sept.)  1967.  2.  Rhoades,  F.P.:  J.  Amer.  Geriat.  Soc.  15:346  (Apr.)  1967.  3. 
Kerr,  M.D.:  Mod.  Treatm.  5:587  (May)  1968.  4.  Greenblatt,  R.B.,  in  Conn,  H.F. 
(Ed.):  Current  Therapy  1970.  Philadelphia,  W.B.  Saunders  Company,  1970,  p. 
757.  5.  Astwood,  E.B.,  in  Goodman,  L.S.,  and  Gilman,  A.  (Eds.):  The  Pharma- 
cological Basis  of  Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company, 
1970,  Chap.  69  p.  1538.  6.  Tramont,  C.B.:  Geriatrics  27:212  (Nov.)  1966. 
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Department  of  Health, 
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Dr.  Ferenc  Gyorkey,  profes- 
sor of  pathology,  and 
Ms.  Phyllis  K.  Gyorkey, 
research  assistant 
professor  of  pathology, 
Veterans  Administration 
Hospital,  Houston. 
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Powell,  Jr.,  professor. 
Department  of  Obstetrics 
and  Gynecology:  and 
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151  Personals 

151  Pamphlets 

155  Medicine  in  Literature 

157  Recent  Deaths 


ON  THE  COVER 

Bright  buttons,  bumper 
stickers,  and  blaring  bands 
are  a traditional  part  of 
the  campaign  trail. 

But  what  happens  when 
the  hectic  pace  is  over? 
Learn  about  a life  in 
politics — and  medicine — 
from  some  of  your 
colleagues,  the  MDs  in 
Texas  who  are  serving  (or 
have  served)  as  mayors 
of  their  communities. 

A record  of  their  problems, 
achievements,  and  advice 
to  you  begins  on 
page  142. 

PREREGISTER  NOW 

You  can  avoid  waiting  in 
line  by  preregistering  now 
for  the  TMA  annual 
session  May  11-14  in 
San  Antonio.  Also,  ticket 
orders  and  room  reserva- 
tions can  be  made  in 
advance.  Use  the  con- 
venient forms  on  pages 
19-22  and  skip  the 
last-minute  rush. 

NEXT  MONTH 

Articles  scheduled  for  the 
April  issue  include 
use  of  temporary  pace- 
makers in  acute  myocardial 
infarction;  acute  trau- 
matic dissecting  aneurysm 
of  the  abdominal  aorta; 
partial  splenectomy 
and  pleural  splenic  trans- 
position, a new  approach 
to  congestive  hyper- 
splenism  of  portal 
hypertension;  correction 
of  hypospadias  in 
the  infant;  use  of  oxytocin 
and  sparteine  in  post- 
partum hemorrhage  caused 
by  uterine  atony;  pri- 
mary malignant  melanoma 
in  the  upper  cervix;  and 
pediatric  grand  rounds. 
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The  new  Rocomi” 
Medical 
Management 
Ssrstem... 


helps  solve  these  five  vexing 

of&ce  prohLems 

1.  taking  health  histories 

2.  maintaining  meaningful 
patient  records 

3.  handling  incoming 
telephone  calls 

4.  keeping  appointments 
on  schedule 

5.  providing  useful  supplemental 
patient  instructions 


Each  component  in  the  new  ROCOM  Medical 
Management  System*  deals  with  a specific 
office  problem  to  help  you  provide 
better  patient  care  and  improve  the  use 
of  your  office  time. 

In  designing  these  products,  hundreds 
of  doctors,  nurses  and  receptionists  were 
consulted  about  their  particular  office 
problems.  More  than  two  years  of  development 
under  actual  office  conditions  proved  that 
the  ROCOM  systems  actually  do  help  solve 
difficulties  without  upsetting  existing 
office  routines. 

In  private  or  group  practice,  most 
physicians  will  find  one  or  more  of  these 
products  useful.  The  components  can  be 
employed  alone,  in  various  combinations, 
or  preferably  as  the  complete  ROCOM  Medical 
Management  System,  depending  on  your  own 
office  situation.  To  obtain  additional 
information,  please  send  this  coupon  to 
ROCOM  — the  health  information  and  education 
division  of  Hoffmann  - La  Roche  Inc. 


^Created  and  developed  by  Patient  Care  Systems,  Inc. 


1.  ROCOM  Health  History  System 

provides  maximum  screening  informa- 
tion about  the  patient  with  a 
minimum  expenditure  of  your  time. 

Prior  to  your  examination,  the 
patient  answers  129  carefully  chosen 
questions  arranged  by  body  system. 

Only  positive  answers  transfer 
through  to  the  summary  sheet.  You 
get  an  immediate  picture  of  the 
patient's  current  complaints  with 
the  knowledge  that  important  screen- 
ing questions  are  covered. 

SOMETHING  NEW... ROCOM  HEALTH  HISTORY 
SYSTEM  (Spanish)  --  Questions  are 
in  Spanish,  answers  in  English.  The 
form  does  the  "translating." 

2.  ROCOM  Medical  Record  System 

a simple  but  comprehensive  method 
for  keeping  a complete  record  on 
every  one  of  your  patients.  Permits 
you  to  review  a patient's  medical 
history  in  seconds  and  retrieve 
information  quickly.  Can  be  used 
with  the  "problem-oriented"  method 
of  keeping  patient  records.  Color 
coding  virtually  eliminates  the 
likelihood  of  misplaced  files.  A 
disease  cross-index  card  keeps  track 
of  patients  by  disease  entity. 

Family  Jacket  Holder  keeps  all 
medical  records  of  an  individual 
family  in  one  location.  Well-kept 
records  can  be  one  of  the  great- 
est deterrents  to  malpractice  suits. 

The  ROCOM  Medical  Record  System 
helps  protect  your  good  name. 

3.  ROCOM  Telephone  System 

a complete  system;  one  that  can  be 
understood  quickly  by  your  newest 
office  aide;  one  that  permits  your 
staff  to  answer  specific  patient 
questions  with  confidence;  one  that 
will  make  your  practice  more  pro- 
ductive by  assuring  that  you  are 
interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing 
assures  that  all  incoming  calls  can 
become  part  of  the  patient's  perma- 
nent record. 

4.  ROCOM  Appointment  System 

worked  out  by  you  in  your  own  prac- 
tice with  the  help  and  guidance  of 
ROCOM.  Time  segments  are  individ- 
ualized to  your  own  requirements. 

Can  be  coordinated  with  your  col- 
league's or  nurse's  schedule.  Helps 
keep  a steady  flow  of  traffic  through 
the  waiting  room.  An  unlimited 
variety  of  schedules  available. 

5.  ROCOM  Patient  Health  Guides 

a series  of  25  education  aids  that 
provide  basic  knowledge  to  sup- 
plement your  counselling  and  in- 
structions. Follows  a question  and 
answer  format.  Tested  for  accuracy 
and  effectiveness  in  private  medical 
practices.  This  literature  is  "pa- 
tient-oriented" not  "product- 
oriented."  A convenient  holder  for 
storage  of  the  Guides  is  also 
available . 
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ROCOM" 

Division  of  Hoffmann  - La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

□Health  History  I I Patient  Health 

System  ' — ' Guides 

□ Telephone  System  | | Appointment  System 

□Medical  Record 
System 

Name Specialty 


Street 

City  State 


Please  do  not  forget  Zip  Code 


TMA  council  offers  ideas 
on  screening  program 

The  physical  examination  form  to  be 
used  by  physicians  when  examining 
children  under  age  6 under  the  Medic- 
aid program  in  Texas  was  recently  re- 
viewed by  the  Texas  Medical  Associa- 
tion’s Council  on  Tax-Financed  Health 
Care  Programs,  and  a few  suggestions 
on  improving  the  form  have  been  of- 
fered to  the  Texas  State  Department 
of  Public  Welfare. 

With  the  authorization  of  the  Asso- 
ciation’s Executive  Board,  the  council 
forwarded  specific  recommendations  to 
Raymond  W.  Vowell,  commissioner  of 
welfare,  and  Dr.  Philip  A.  Gates,  assist- 
ant commissioner  for  medical  affairs. 

The  form  studied  by  the  council  in- 
cluded several  items  including  name, 
address,  case  number  (to  be  supplied 
by  the  public  health  nurse)  and  a sys- 
tem for  describing  as  normal  or  ab- 
normal various  parts  of  the  child’s 
anatomy. 

After  a review  of  the  form,  council 
members  offered  some  suggestions  for 
making  the  medical  screening  program 
of  children  more  effective  and  proposed 
that  the  program  and  the  program  form 
incorporate  the  following  recommenda- 
tions: 

1.  That  the  history  and  vital  signs 
sheet  be  completed  prior  to  the  time 
the  child  is  brought  to  the  physician 
for  examination  and  that  it  be  attached 
to  the  examination  form  for  the  phy- 
sician’s review. 

2.  That  each  child  be  accompanied 
by  the  parent,  or  guardian,  or  whoever 
regularly  cares  for  the  child,  and  thus 
is  knowledgeable  of  the  child’s  general 
health  and  care. 

3.  That  examinations  be  scheduled 
individually  by  appointment,  and  not 
arranged  for  en  masse. 

4.  That  the  physician  himself  com- 
plete the  examination  form. 

5.  That  laboratory  tests  for  urine 
and  hemoglobin,  white  and  differential, 
be  required,  but  that  the  Kahn  V.D.R.L. 
not  be  included. 

6.  That  an  extra  column  be  included 
on  the  form  labeled  "For  Follow-Up  by 
Public  Health  Nurse.’’  The  physician 
can  check  this  column  when  he  notes 
abnormal  findings  that  require  follow- 
up. The  physician’s  comments  con- 
cerning these  findings  could,  of  course, 
be  found  under  item  26  of  the  form 
(recommendations)  and  item  27  (ad- 
ditional comments),  but  it  would  be 
helpful  to  the  examining  physician  to 


have  the  “Follow-Up”  column. 

7.  It  is  also  recommended  that  pay- 
ment for  this  examination  be  in  accord- 
ance with  the  usual,  customary,  and 
reasonable  fee  practices  of  the  examin- 
ing physician. 

8.  That  the  Texas  Academy  of  Fam- 
ily Physicians  and  the  Texas  Pediatric 
Society  be  consulted  prior  to  the  im- 
plementation of  this  examination  pro- 
gram. 

The  screening  program  for  children 
under  age  6 under  Title  XIX  was 
scheduled  to  go  into  effect  on  Feb.  1 
in  Texas.  The  program  was  incorporated 
into  Medicaid  through  federal  regula- 
tions which  were  published  in  the  Fed- 
eral Register  in  late  1970  and  1971. 

New  master’s  program  in 
nuclear  science  approved 

A new  program  in  nuclear  medicine  has 
been  approved  for  The  University  of 
Texas  Graduate  School  of  Biomedical 
Sciences  at  Houston. 

The  special  master  of  science  pro- 
gram in  nuclear  medicine  was  given 
final  approval  by  the  Committee  on 
Graduate  Studies  of  the  school. 

The  curriculum  of  the  new  program 
is  designed  to  cover  the  basic  sciences 
that  have  applicability  in  nuclear  medi- 
cine; the  program  is  aimed  at  prepar- 
ing medical  practitioners  and  basic  sci- 
entists for  careers  in  the  field  of  nu- 
clear medicine. 

During  the  period  of  study,  which  is 
designed  for  a minimum  of  two  years, 
each  student  will  be  attached  either  to 
The  University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute  at  Hous- 
ton or  to  another  cooperating  institu- 
tion. Students  will  attend  a systematic 
course  of  lectures  and  laboratories 
under  the  program. 

Entry  deadline  almost 
here  for  students’  papers 

The  deadline  for  submitting  entries  to 
Texas  Medicine’s  seventh  annual  writ- 
ing contest  is  nearing,  and  students 
planning  to  enter  the  competition 
should  mail  their  papers  as  soon  as 
possible  to  Managing  Editor,  Texas 
Medicine,  1801  N.  Lamar  Blvd.,  Austin 
78701. 

Deadline  for  papers  to  reach  the 
journal  office  is  April  1,  1972. 

Sponsored  by  the  Journal  since  1966, 
the  award  honors  excellence  in  medi- 
cal and  scientific  writing.  All  students 
in  Texas  medical  schools  are  eligible 
to  enter  the  contest.  Papers  must  deal 
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with  a subject  within  the  realm  of  the 
basic  sciences  or  medicine  and  must 
be  original  and  unpublished.  There 
is  no  minimum  nor  maximum  word 
length  for  entries. 

All  papers  will  be  reviewed  by  the 
journal’s  Scientific  Publication  Commit- 
tee, who  will  make  the  decision  on 
first-  and  second-place  winners. 

The  first-place  award  winner  will  re- 
ceive a check  for  $300  and  a certificate. 
The  second-place  prize  will  consist  of 
$100  and  a certificate.  Both  the  first- 
and  second-place  papers  will  be  pub- 
lished in  the  journal. 

UT  regents  okay  joint 
computer  center  in  Dallas 

Final  plans  for  a building  to  house 
the  North  Texas  Regional  Computer 
Center  to  serve  all  University  of  Texas 
System  component  institutions  in  that 
part  of  the  state  and  the  gift  of  a tract 
of  land  in  Dallas  on  which  to  con- 
struct the  facility  were  approved  re- 
cently by  the  UT  System  board  of 
regents. 

The  North  Texas  Regional  Computer 
Center — which  will  serve  UT  Arling- 
ton, UT  Dallas,  and  UT  Southwestern 
Medical  School — is  being  established 
as  a joint  computer  facility  to  service 
the  administrative,  educational,  and 
research  needs  of  the  three  institu- 
tions. 

The  building  will  contain  about  10, 
000  gross  square  feet  of  floor  space 
and  will  cost  approximately  $420,000. 
It  will  be  located  on  a 73,245-square- 
foot  tract  of  land  given  to  the  UT 
Southwestern  Medical  School  at  Dallas 
by  the  Southwestern  Medical  Founda- 
tion. 

In  other  action  involving  the  Dallas 
medical  school,  the  board  of  regents 
authorized; 

1.  An  addition  to  the  Academic  and 
Administration  Building.  The  one-floor, 
ground-level  addition  will  contain  ap- 
proximately 6,000  square  feet  of  space, 
and  the  estimated  total  project  cost  is 
$250,000. 

2.  Completion  of  unfinished  ground- 
floor  space  in  the  new  Basic  Science 
Research  Building,  on  which  construc- 
tion is  nearing  an  end.  The  ground- 
floor  area,  containing  about  20,000 
square  feet  of  space,  will  be  used  for 
such  service  functions  as  the  Centrex 
telephone  system,  post  office,  campus 
security  office,  and  duplicating  depart- 
ment. The  estimated  total  project  cost 
is  $246,000. 

3.  The  establishment  of  a master 


of  science  degree  in  rehabilitation 
counseling,  subject  to  approval  by  the 
Coordinating  Board,  Texas  College  and 
University  System.  The  new  degree  pro- 
gram will  be  offered  in  Southwestern's 
School  of  Allied  Health  Professions. 

Date  of  national  student 
research  forum  nearing 

Plans  for  the  12th  annual  Student 
American  Medical  Association-Universi- 
ty of  Texas  Medical  Branch  National 
Student  Research  Forum  have  been 
made,  and  the  student  co-directors  of 
the  forum  are  looking  forward  to  anoth- 
er successful  year. 

This  year’s  program  will  begin  on 
Thursday,  April  20,  and  will  last  through 
Saturday,  April  22.  In  addition  to  the 
presentation  of  research  by  students, 
participants  will  hear  addresses  by  two 
outstanding  speakers.  Dr.  John  Hog- 
ness,  president  of  the  Institute  of  Medi- 
cine, National  Academy  of  Sciences  in 
Washington,  D.C.,  will  speak  at  the 
opening  general  session  set  for  1 
p.m.  on  April  20,  and  Dr.  Howard  P. 
Rome,  senior  consultant  in  psychiatry 
at  the  Mayo  Clinic  and  professor  of 
psychiatry  in  the  Mayo  Graduate  School 
of  Medicine  in  Rochester,  Minn.,  will 
deliver  the  Dr.  Benedict  E.  Abreu  Me- 
morial Address.  A former  chairman  of 
the  UTMB  department  of  pharmacolo- 
gy, Dr.  Abreu,  who  died  in  1964,  was 
an  advisor  to  the  forum  and  was  large- 
ly responsible  for  its  success. 

The  meeting  will  also  feature  tours 
of  the  Medical  Branch,  the  SAMA- 
Squibb  scientific  exhibits,  and  the 
SAMA-Eaton  medical  art  salon  exhibit. 

The  American  Medical  Association 
Education  and  Research  Foundation 
has  contributed  $10,000  for  support 
of  the  forum,  which  has  grown  from 
a regional  meeting  to  a national-level 
gathering  of  outstanding  young  scien- 
tists in  the  health  fields.  Pharmaceuti- 
cal and  other  industries  have  also  pro- 
vided financial  assistance. 

Sessions  of  the  1972  forum  will  be 
held  in  the  Galveston  Holiday  Inn,  and 
arrangements  for  the  forum  are  being 
handled  by  the  student  co-directors, 
John  B.  Tebbetts,  James  L.  Copeland, 
Jr.,  and  James  A.  Richardson. 

Write  for  journal  index 

Texas  Medicine  subscribers  desiring 
the  index  to  the  1971  volume  (Vol. 
67)  of  the  journal  may  address  their 
requests  to  the  Journal  Office,  Texas 
Medical  Association,  1801  N.  Lamar 
Blvd.,  Austin  78701. 


Wisconsin  researcher 
given  1972  Bertner  award 

The  1972  Bertner  Foundation  Award, 
given  by  The  University  of  Texas  M.D. 
Anderson  Hospital  and  Tumor  Institute 
for  outstanding  achievements  in  can- 
cer research,  was  presented  to  Dr. 
Howard  R.  Temin  (PhD)  of  the  Uni- 
versity of  Wisconsin  on  March  8. 

The  presentation  was  made  on  the 
first  day  of  the  25th  Annual  Symposi- 
um on  Fundamental  Cancer  Research, 
“Viral  Studies  in  Neoplasia,”  cospon- 
sored by  M.D.  Anderson;  the  UT  Gradu- 
ate School  of  Biomedical  Sciences,  Di- 
vision of  Continuing  Education;  Ameri- 
can Cancer  Society,  Texas  Division; 
and  the  National  Cancer  Institute. 

A graduate  of  the  California  Insti- 
tute of  Technology,  Dr.  Temin  is  cur- 
rently serving  as  head  of  the  viral 
oncology  laboratory  of  the  McArdle 
Memorial  Laboratory  at  the  University 
of  Wisconsin  at  Madison. 

One  of  the  award  winner’s  greatest 
contributions  to  virology  is  the  dis- 
covery of  reverse  transcriptase,  an  en- 
zyme that  appears  to  trigger  the  body’s 
genetic  chemicals,  RNA  and  DNA.  The 
enzyme  serves  as  a catalyst  for  the 
RNA  to  manufacture  DNA  and  thus  re- 
verse the  normal  flow  of  genetic  in- 
formation. This  phenomenon  may  play 
a role  in  the  transformation  of  a nor- 
mal cell  into  a cancerous  one.  Dr. 
Temin  reported  this  work  at  the  10th 
International  Cancer  Congress  which 
was  held  in  Houston  in  1970. 

The  Bertner  Foundation  Award  is 
named  in  honor  of  the  late  Dr.  E.  W. 
Bertner,  who  was  the  first  acting  di- 
rector of  Anderson  Hospital. 

Promotions  announced  at 
Blue  Cross-Blue  Shield 

Three  employees  of  Blue  Cross  and 
Blue  Shield  of  Texas  have  been  pro- 
moted, according  to  Blue  Cross-Blue 
Shield  president  Tom  L.  Beauchamp, 
Jr. 

In  one  of  two  newly  created  positions 
is  Victor  R.  Kennedy,  Jr.  Kennedy, 
who  had  been  vice-president,  market- 
ing, since  the  spring  of  1969,  will  as- 
sist the  president  in  every  phase  of  the 
company’s  operation  as  vice-president, 
corporate  staff. 

Wallace  R.  Langston  was  named  to 
fill  Kennedy’s  previous  post.  He  had 
been  assistant  vice-president,  market- 
ing. Langston,  who  has  been  with  Blue 
Cross  since  1949,  will  have  overall 
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responsibility  for  the  sales  effort  of 
the  company. 

Appointed  as  vice-president,  hospital 
affairs,  was  Bill  R.  Newsom,  who  has 
been  with  the  company  since  1964. 
In  his  newly  created  position,  New- 
som will  have  responsibility  for  all 
relations  with  hospitals  throughout 
Texas. 

UTMB  faculty  members 
endow  professorship 

The  University  of  Texas  System  board 
of  regents  has  approved  the  estab- 
lishment of  an  endowed  professorship 
in  general  surgery  at  UT  Medical 
Branch  at  Galveston  by  two  long-time 
faculty  members  of  the  school. 

The  husband-and-wife  team  of  Dr. 
Edgar  J.  Both  and  Dr.  Gaynelle  Robert- 
son donated  the  funds  necessary  to 
set  up  the  new  Robertson  Both  Bro- 
fessorship  of  General  Surgery. 

Dr.  Robertson,  who  joined  the  facul- 
ty in  1947  and  at  one  time  served 
as  acting  chairman  of  the  department 
of  ophthalmology,  recently  became  a 
professor  emeritus.  Her  husband,  a 
distinguished  surgeon,  has  been  a 
member  of  the  UTMB  faculty  since 
1943.  Dr.  Both  was  named  the  first 
Ashbel  Smith  Brofessor  at  Galveston 
in  1964. 

The  two  donors  have  also  announced 
their  intention  to  endow  a second  pro- 
fessorship, to  be  in  the  field  of  oph- 
thalmology, at  a later  date. 

Gift  to  UTMSH  to  assist 
in  recruiting  faculty 

Faith  Foundation  of  Houston,  the  phi- 
lanthropic foundation  of  the  Wesley 
West  family,  has  awarded  a $50,000 
gift  to  The  University  of  Texas  Medical 
School  at  Houston. 

The  funds  will  be  used  to  recruit 
faculty  for  the  new  medical  school’s 
program  in  pharmacology  under  the 
direction  of  Dr.  G.  Alan  Robison,  who 
will  join  the  faculty  of  UTMSH  in  May. 

Much  of  the  work  of  the  medical 
school’s  pharmacology  faculty  will 
center  around  biochemical  pharma- 
cology, the  study  of  the  effects  of  syn- 
thetic drugs  and  natural  hormones  at 
the  molecular  level. 

Since  its  establishment  in  1956,  the 
Faith  Foundation  has  supported  many 
institutions  in  the  Houston  area.  Its 
gifts  have  assisted  medical  research, 
hospitals,  and  higher  and  secondary 
education. 


European  travelers  don’t 
need  immunizations  now 

The  Center  for  Disease  Control  in  At- 
lanta, Ga.,  has  announced  that  all 
European  countries  have  now  joined 
the  United  States  in  removing  all  re- 
quirements for  immunization  of  per- 
sons traveling  between  the  US  and 
Europe. 

Spain,  Bulgaria,  and  Russia  have 
dropped  their  requirements  for  small- 
pox certificates  for  travelers  from  the 
United  States.  They  were  the  last 
countries  in  Europe  to  require  smallpox 
vaccination  for  travelers  from  the  US. 
For  some  time,  European  countries 
have  not  required  cholera  or  yellow 
fever  certificates  from  US  travelers. 

CDC  officials  stated  that  this  an- 
nouncement should  end  the  confusion 
which  has  existed  concerning  immu- 
nization requirements  for  travel  to 
Europe  and  should  prevent  unneces- 
sary immunizations  for  prospective 
travelers. 

Rehabilitation  department 
expands  enrollment  policy 

The  department  of  rehabilitation 
science  in  the  School  of  Allied  Health 
Brofessions  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
is  expanding  its  program  to  accept 
students  who  have  had  two  years  of 
college  work,  according  to  the  school’s 
dean.  Dr.  John  Schermerhorn  (BhD). 

The  dean  announced  that  with  60 
semester  hours  and  certain  prerequi- 
site requirements  to  his  credit,  a stu- 
dent may  enter  the  program  and  grad- 
uate with  a bachelor  of  science  degree 
in  rehabilitation  science  two  years 
later. 

Those  who  are  at  the  senior  or 
baccalaureate  level  in  college  are  able 
to  enter  the  rehabilitation  program  and 
emerge  with  either  a degree  or  a 
certificate  in  one  year,  explained  Rob- 
ert Boudreaux,  coordinator  for  the  un- 
dergraduate program  of  the  depart- 
ment. 

In  addition  to  academic  classroom 
studies,  students  work  with  community 
agencies  during  an  on-the-job  training 
period. 

A number  of  community,  state,  and 
local  agencies  in  Dallas  are  used  in 
the  teaching  program.  These  include 
the  Texas  Rehabilitation  Commission, 
the  State  Board  of  Bardons  and  Ba- 
roles,  the  Children’s  Development  Cen- 
ter, Jewish  Vocational  Counseling  Serv- 


ice, Barkland  Hospital — Bhysical  Medi- 
cine and  Rehabilitation  Division,  Dallas 
County  Mental  Health-Mental  Retarda- 
tion Centers,  Dallas  Association  for  Re- 
tarded Children,  DAL-WORC,  Goodwill 
Industries,  and  the  Dallas  Epilepsy  As- 
sociation. 

At  these  agencies,  students  work 
with  disabled  and  disadvantaged  per- 
sons, including  heart,  cancer,  and 
stroke  patients,  amputees,  paraplegics, 
the  retarded  and  emotionally  disturbed, 
and  the  culturally  deprived. 

The  School  of  Allied  Health  Brofes- 
sions, established  in  1969,  now  offers 
programs  in  physical  therapy,  nutri- 
tion and  dietetics,  and  medical  tech- 
nology, as  well  as  rehabilitation  science. 

Grant  given  to  Baylor’s 
allied  health  center 

Baylor  College  of  Medicine’s  Center  for 
Allied  Health  Manpower  Development 
has  been  awarded  a $329,500  grant 
by  the  W.  K.  Kellogg  Foundation  of 
Battle  Creek,  Mich.,  Dr,  Joseph  M. 
Merrill,  Baylor  executive  vice  president, 
announced  recently. 

The  grant,  which  is  for  a four  and 
one-half  year  period,  will  assist  the 
center  in  developing  a division  of  allied 
health  teacher  education  and  leader- 
ship programs. 

Dr.  Robert  E.  Roush,  director  of  the 
center,  said  specifically,  the  new  divi- 
sion funded  by  the  Kellogg  grant  will: 

1.  Offer  degree  programs  from  the 
baccalaureate  through  the  doctoral 
level  that  are  designed  to  prepare  in- 
structional and  leadership  personnel 
who  are  qualified  to  teach  in  or  direct 
programs  of  allied  health  professions 
in  community  colleges  or  four-year 
colleges. 

2.  Brovide  for  supervised  internships 
in  existing  programs  at  the  Texas  Med- 
ical Center  and  at  other  Houston  area 
institutions  of  higher  education. 

3.  Conduct  continuing  education 
programs  for  professionals  who  are 
already  teaching. 

4.  Establish  a section  for  educa- 
tional research  and  services  to  design 
core  curricula,  develop  a learning  re- 
source laboratory,  and  conduct  pro- 
gram evaluations. 

5.  Develop  a postdoctoral  training 
program  for  leaders  in  allied  health 
education. 

6.  Implement  a regional  placement 
service  to  maximize  the  utilization  of 
the  personnel  trained  through  the  new 
division. 
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Correction 

A statistical  error  was  discovered  in  the 
original  manuscript  of  the  scientific 
article  by  Dr.  Robert  E.  Leslie,  “A  Ten- 
Year  Reevaluation:  Nitroglycerin  and 
Isosorbide  Dinitrate  in  Coronary  Insuf- 
ficiency,” published  on  pages  95-98 
of  the  November,  1971,  issue  of  Texas 
Medicine. 

Table  2 should  read  as  shown  at 
right. 

The  last  sentence  in  the  left  column 
on  page  96  should  read,  “The  overall 
number  of  angina  attacks  was  less  in 
the  second  trial;  however,  the  differ- 
ences between  the  designs  of  the  two 
trials  precluded  further  statistical  com- 
parisons.” 

The  last  complete  sentence  in  the 
right  column  on  page  96  should  read, 
“Although  it  was  impossible  to  fully 
evaluate  the  statistical  significance  of 
the  differences  between  the  two  trials, 
the  patients  in  trial  2,  who  received 
the  prophylactic  oral  ISDN,  averaged 
fewer  attacks  than  did  the  patients  in 
trial  1,  who  were  not  on  prophylactic 
medication.” 

AMA,  TIVIA  establish 
joint  practice  committees 

Texas  has  joined  the  American  Medical 
Association  and  the  American  Nurses’ 
Association  in  establishing  a joint  prac- 
tice commission  to  examine  medical 
and  nursing  practices  and  their  rela- 
tionship to  each  other. 

Just  two  days  after  the  first  meeting 
of  the  AMA-ANA  National  Joint  Practice 
Commission  on  Jan.  20-21,  TMA  Presi- 
dent Dr.  James  H.  Sammons  of  Bay- 
town  announced  that  he  planned  to  ap- 
point a special  Medicine-Nursing  Joint 
Practice  Commission  to  work  with  the 
Texas  Nurses  Association  in  a study 
of  the  congruent  roles  of  the  two  pro- 
fessions and  for  the  purpose  of  issuing 
joint  practice  statements. 

Asked  to  serve  on  the  Texas  com- 
mission were  Dr.  Ted  Forsythe,  Lubbock 
obstetrician-gynecologist;  Dr.  Ernest  E. 
Rising,  Jr.,  Arlington  orthopaedic  sur- 
geon; Dr.  Mario  E.  Ramirez,  Roma  fam- 
ily physician;  Dr.  Max  Johnson,  San  An- 
tonio; and  Dr.  Robert  A.  Ingram,  Orange 
family  physician.  Dr.  Sammons  also 
asked  TMA  President-Elect  Dr.  Braswell 
Locker  to  serve  as  an  ex  officio  mem- 
ber of  the  commission  to  represent  the 
officers  of  the  Association. 

Dr.  Robert  A.  Murray,  Temple  ortho- 


Therapy 

Average  Daily 

No.  of  Attacks 

Average  Daily 

No.  of  SUPPLEMENTARY 
Nitroglycerin  Tablets 

Average  Daily 
No.  of  STUDY 
Tablets 

Trial  1 (no  prophylactic  ISDN) 

Chewable  ISDN 

1.83 

0.18 

1.88 

Sublingual  ISDN 

1.70 

0.18 

1.66 

Sublingual  nitroglycerin 

1.83 

0.25 

1.81 

CV 

26.53 

188.01 

21.40 

hsd*  p = .05 

0.32 

0.64 

0.26 

p = .10 

0.28 

0.56 

0.23 

Triai  2 (with  prophylactic  ISDN) 

Chewable  ISDN 

0.84 

0.46 

Chewable  placebo 

1.00 

0.60 

Sublingual  nitroglycerin 

1.18 

0.71 

CV 

38.38 

64.54 

hsd*  p = .05 

0.24 

0.24 

p = .10 

0.21 

0.20 

'These  multiple  comparisons  are  made  according  to  the  method  described  by  Tukey.’ 
2.  Adjusted  treatment  means  for  each  treatment  condition  in  each  trial. 


paedic  surgeon,  is  a member  of  the 
16-member  AMA-ANA  National  Joint 
Practice  Commission. 

According  to  the  AMA,  the  ultimate 
goal  of  the  national  commission  is  to 
recommend  to  both  professions  neces- 
sary action  which  will  encourage  opti- 
mum working  relationships  and  assure 
the  best  care  of  patients. 

Areas  expected  to  be  examined  by 
the  national  commission  include  cur- 
rent clinical  practice,  patient  care  pro- 
cedures, new  methods  of  providing 
care,  and  relationships  with  new  cate- 
gories of  health  care  personnel. 

The  national  commission  expects  to 
have  counterpart  committees  of  physi- 
cian and  nurse  practitioners  set  up  in 
every  state  to  deal  with  the  areas 
mentioned  previously  and  any  related 
subjects. 

The  National  Commission  for  the 
Study  of  Nursing  and  Nursing  Educa- 
tion assisted  in  launching  the  new  na- 
tional commission  by  sponsoring  its 
first  meeting  this  past  January  in  St. 
Louis,  Mo. 

Funds  allow  researchers 
to  pursue  cancer  studies 

Funds  from  various  organizations  are 
assisting  researchers  at  Texas  medical 
and  educational  facilities  in  their  stud- 
ies of  cancer,  the  second-ranked  cause 
of  death  in  this  country. 

Institutions  involved  in  cancer  re- 
search and  recent  grants  to  them 
include; 

Baylor  University  Medical  Center,  Dal- 
las, $12,800  from  the  American  Can- 
cer Society. 

The  University  of  Texas  at  Dallas, 

$34,109  from  the  American  Cancer 
Society. 

The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  $141,350 


from  the  American  Cancer  Society. 

The  University  of  Texas  at  Austin, 
$189,424  from  the  American  Cancer 
Society. 

Baylor  College  of  Medicine,  Houston, 
$370,640  from  the  American  Cancer 
Society. 

The  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute, 
Houston,  $633,664  from  the  American 
Cancer  Society  and  $10,000  from  the 
American  Legion  Auxiliary,  Department 
of  Texas,  for  research  in  malignant 
melanoma. 

The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences,  Hous- 
ton, $7,200  from  the  American  Legion 
Auxiliary,  Department  of  Texas,  for  two 
fellowships  for  cancer  researchers. 

The  University  of  Texas  Medical  Branch 
at  Galveston,  $7,200  from  the  Ameri- 
can Cancer  Society. 

The  University  of  Texas  Medical  School 
at  San  Antonio,  $74,433  from  the 
American  Cancer  Society. 

Funds  given  by  the  national  Ameri- 
can Cancer  Society  totaled  $1,497,114, 
while  the  Texas  Division  of  the  ACS 
contributed  $36,000.  According  to  Dr. 
R.  B.  Carraway,  president  of  the  ACS 
Texas  Division,  the  money  is  used  for 
various  types  of  grants,  including  insti- 
tutional research  funds,  clinical  fellow- 
ships, and  lifetime  grants  to  recog- 
nized scientists. 

Currently,  the  society  funds  11 
national  clinical  fellowships  for  young 
Texas  physicians,  said  Dr.  Carraway. 
The  ACS  clinical  fellows  in  the  state 
include:  Drs.  Allan  C.  Campbell,  Baylor 
University  Medical  Center  in  Dallas; 
Dr.  Richard  E.  Gray,  Baylor  College  of 
Medicine  in  Houston;  and  Drs.  Robert 
B.  Livingston,  Richard  C.  Reed,  George 
M.  Ruby,  Richard  H.  Conklin,  B.  Jay 
Bortz,  James  L.  Hoehn,  and  John  Jay 
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Oldroyd,  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Insti- 
tute in  Houston.  In  addition,  the  society 
has  granted  a second-year  advanced 
clinical  fellowship  to  Dr.  Joseph  A. 
Lynn  of  Baylor  University  Medical  Cen- 
ter in  Dallas,  and  Dr.  Thomas  E.  Wil- 
liams of  The  University  of  Texas  Medi- 
cal School  at  San  Antonio  has  received 
a third-year  advanced  clinical  fellow- 
ship from  the  organization. 

Sixteen  more  national  ACS  clinical 
fellowships  totaling  $76,800  will  be- 
come effective  on  July  1,  1972.  These 
awards  have  been  made  to  Baylor  Uni- 
versity Medical  Center  in  Dallas,  The 
University  of  Texas  Medical  Branch  at 
Galveston,  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  in  Houston,  and  The  Univer- 
sity of  Texas  Dental  Branch  in  Hous- 
ton. 

Two  Lackland  AFB  MDs 
win  Funk  award  for  1971 

Two  MD  Air  Force  officers  stationed  at 
Lackland  Air  Force  Base  near  San  An- 
tonio have  been  jointly  awarded  the 
1971  Casimir  Funk  Award  of  the  Asso- 
ciation of  Military  Surgeons. 

Lt.  Col.  Eliot  Schechter  and  Col. 
Malcolm  C.  Lancaster  were  named 
recipients  of  the  honor  at  the  annual 
meeting  of  the  association. 

The  award,  named  in  honor  of  the 
discoverer  of  vitamins,  recognizes  re- 
searchers who  contribute  to  the  under- 
standing and  treatment  of  cardiovas- 
cular disease.  Only  medical  personnel 
of  the  three  military  services,  the  Vet- 
erans’ Administration,  and  the  US 
Public  Health  Service  are  eligible  for 
the  award. 

Col.  Lancaster  is  chief  of  the  Inter- 
nal Medical  Branch,  Clinical  Sciences 
Division,  USAF  School  of  Aerospace 
Medicine,  and  Col.  Schechter  is  chief 
of  the  Cardiology  Service,  Department 
of  Medicine,  Wilford  Hall  USAF  Medical 
Center. 

Mrs.  DeBakey  dies 

Mrs.  Michael  E.  DeBakey,  the  wife  of 
the  president  of  Baylor  College  of 
Medicine  and  chairman  of  the  depart- 
ment of  surgery,  died  Feb.  11,  1972, 
at  Methodist  Hospital  in  Houston  of  a 
heart  attack  following  a brief  illness. 
She  is  survived  by  her  husband.  Dr. 
Michael  E.  DeBakey,  four  sons,  and  a 
sister. 


Cooperative  agreements 
for  UTMSSA  approved 

An  affiliation  agreement  between  The 
University  of  Texas  Medical  School  at 
San  Antonio  and  Trinity  University,  a 
private  institution  in  San  Antonio,  has 
been  approved  by  the  UT  System  board 
of  regents. 

The  agreement  will  allow  graduate 
students  at  the  medical  school  and  at 
Trinity  to  enroll  in  “specific  courses 
for  credit”  at  the  institution  they  are 
not  regularly  attending,  provided  that 
they  can  be  accommodated  and  they 
pay  the  required  tuition. 

The  one-year  agreement,  which  is 
subject  to  annual  renewal,  also  allows 
faculty  members  at  the  medical  school 
and  at  Trinity  to  exchange  “guest  lec- 
turer services  whenever  practicable  and 
appropriate.” 

Dr.  F.  C.  Pannill,  dean  of  the  San 
Antonio  medical  school,  said  the  agree- 
ment is  designed  “to  establish  a frame- 
work to  facilitate  cooperation  between 
these  two  institutions.” 

The  board  of  regents  has  also  ap- 
proved a number  of  other  actions  in- 
volving the  UT  system  medical  com- 
ponents in  San  Antonio.  These  actions 
include: 

1.  Passage  of  a “resolution  on  co- 
operation” between  the  medical  school 
and  the  city  of  San  Antonio,  which 
authorizes  the  medical  institution  to 
cooperate  with  the  city  in  areas  where 
there  is  common  concern. 

2.  Ratification  of  an  affiliation  agree- 
ment between  the  UT  Clinical  Nursing 
School  at  San  Antonio  and  Brooke  Gen- 
eral Hospital  at  Fort  Sam  Houston  per- 
taining to  training  of  student  nurses. 

3.  Approval  of  additional  interim 
space  for  the  San  Antonio  Clinical  Nurs- 
ing School  through  the  construction  of 


Mercantile  National  Bank  Stock  Fund 
Loomis-Sayles  Capital  Development  Fund 
T.  Rowe  Price  Growth  Stock  Fund 
Loomis-Sayles  Mutual  Fund 
Stein  Roe  & Farnham  Balanced  Fund 
Mercantile  Bank  Fixed  Income  Fund 


prefabricated  buildings  estimated  to 
cost  $175,000.  At  the  present  time, 
both  the  nursing  school  and  the  San 
Antonio  dental  school  are  housed  in 
the  medical  school.  However,  when  the 
nursing  school  moves  into  its  new  in- 
terim quarters,  which  are  scheduled  for 
completion  in  September,  the  dental 
school  will  add  to  its  own  space  in 
the  medical  school  by  taking  over  the 
offices  vacated  by  the  nursing  school. 

The  regents’  action  on  this  matter 
will  allow  the  dental  school  to  in- 
increase its  entering  class  from  16  to 
32  students,  for  a total  enrollment  of 
128,  and  the  nursing  school  will  be  able 
to  increase  its  enrollment  by  20  (from 
a total  enrollment  of  150  to  170.) 

Chemotaxis  is  subject  of 
UTMB  research  project 

A professor  of  pathology  at  The  Uni- 
versity of  Texas  Medical  Branch  has 
been  awarded  at  $34,500  grant  from 
the  National  Science  Foundation. 

Dr.  R.  Harrison  Rigdon  will  use  the 
funds  in  support  of  his  basic  research 
project  entitled  “A  Mechanism  of  Chem- 
otaxis.” 

“Basically,  what  we  are  investigating 
is  inflammation,”  said  Dr.  Rigdon.  “In- 
flammation is  something  that  has  been 
known  for  many  years.  In  fact,  Celsus 
in  the  First  Century  described  the  four 
cardinal  signs  of  inflammation  as  swell- 
ing, redness,  heat,  and  pain.” 

The  professor  added,  "I  am  em- 
barrassed, however,  that  I and  other 
teachers  have  lectured  to  medical  stu- 
dents about  chemotaxis  as  though  we 
really  knew  what  we  were  talking 
about.” 

He  hopes  to  learn  from  the  study 
the  mechanism  by  which  chemotaxis 
occurs. 


$10.25 

$12.23 

$12.23 

14.20 

12.58 

14.57 

25.93 

30.12 

33.56 

16.82 

14.96 

18.68 

23.34 

21.79 

27.67 

10.00 

11.13 

11.13 

*Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enroiiing  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 
on  mutual  funds.) 
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with  just  one  non-staining  dose 
of  Antiminth  (pyrantel  pamoate] 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn’t  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
(1  tsp.  per  50  lbs.]. 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to  take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  antheimintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  ot  the  drug. 

Antiminth  is  partialiy  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  /rg/ml)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SCOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  iiver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  eievation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Orai  Suspension 
(50  mg.  of  pyrantei  base/ml.)  shouid  be  administered  in  a singie  dose  of  11 
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A portrait  of  Dr.  G.  V.  Brindley,  Jr.,  winner  of  the  first  Distinguished  Service  Award  of 
Scott  and  White,  was  unveiled  at  ceremonies  marking  the  beginning  of  the  75th  anniver- 
sary of  Scott  and  White.  Assisting  at  the  ceremonies  were  (from  left  to  right)  Dr.  O.  B. 
Gober,  clinic  president;  Dr.  Richard  D.  Haines,  president  of  the  hospital-foundation;  Mrs. 
Brindiey;  and  award  recipient  Dr.  Brindiey. 


Dr.  Brindley  wins  award 
for  outstanding  service 

A Past  President  of  the  Texas  Medical 
Association  was  honored  recently  as 
the  first  recipient  of  the  Scott  and 
White  Distinguished  Service  Award. 

Dr.  George  Valter  Brindley,  Jr.,  was 
presented  the  award  on  Jan.  14,  the 
beginning  of  the  75th  year  of  opera- 
tion of  Scott  and  White. 

The  award  was  given  jointly  by  Scott 
and  White  Memorial  Hospital,  Scott  and 
White  Clinic,  and  Scott,  Sherwood,  and 
Brindley  Foundation.  The  governing 
boards  of  these  organizations  have  de- 
clared that  the  award  will  be  presented 
whenever  merited  to  a staff  member 
who  has  for  many  years  given  outstand- 
ing service  professionally  and  in  extra- 
curricular activities. 

Dr.  Richard  D.  Haines,  president  of 
the  hospital-foundation  traced  the  life 
and  career  of  Dr.  Brindley  at  the  pres- 
entation ceremonies  and  said  that  Dr. 
Brindley  has  been  set  apart  by  “the 
exemplary  way  in  which  he  has  bridged 
the  gap  between  science  and  service, 
the  practice  of  medicine  on  one  hand 
and  the  discharge  of  public  and  civic 
responsibility  on  the  other.” 

A member  of  some  17  professional 
societies,  the  award  recipient  has  serv- 
ed as  chief  of  thoracic  surgery  and 
member  of  the  general  surgical  staff 
at  Scott  and  White  Memorial  Hos- 
pital and  Clinic  since  August,  1946. 
He  is  currently  chairman  of  the  de- 
partment of  thoracic  and  general  sur- 
gery there. 

Dr.  Brindley  was  first  associated  with 
Scott  and  White  in  1940  when  he  serv- 
ed a surgical  residency  at  the  hospital. 
However,  his  lifelong  ambition,  he  said 
at  the  presentation,  was  to  join  his 
father.  Dr.  George  Valter  Brindley,  Sr., 
who  was  also  a Past  President  of  TMA, 
as  a surgeon  at  Scott  and  White. 

NASA  solicits  proposals 
for  space  health  system 

The  National  Aeronautics  and  Space 
Administration  has  asked  eight  aero- 
space firms  for  proposals  to  design, 
develop,  and  test  a ground-based  unit 
of  the  Integrated  Medical  and  Behavior- 
al Laboratory  Measurement  System 
(IMBLMS),  and  proposals  from  the 
firms  were  to  be  received  early  this 
month. 

IMBLMS  is  to  be  a sophisticated  lab- 
oratory system  that  will  allow  a spe- 
cially trained  crewmember  on  board  a 


spacecraft  to  obtain  basic  medical  and 
behavioral  data  in  the  zero-gravity  en- 
vironment of  space.  The  system  will 
also  be  used  to  provide  clinical  sup- 
port for  the  crew  from  ground-based 
operations. 

Although  NASA  has  experience  in 
providing  health  care  for  crewmen  while 
in  space,  full  definition  and  design 
of  a health  service  system  that  will 
satisfy  the  requirements  of  long-dura- 
tion missions  is  still  needed.  A long 
mission  will  require  that  some  mem- 
ber of  the  crew  have  special  training 
in  health  services,  and  the  individual 
who  is  responsible  for  onboard  health 
services  must  be  able  to  consult  with 
the  ground  and  to  obtain  special  as- 
sistance to  assure  comprehensive, 
quality  care. 

Because  of  the  similarity  between 
providing  health  care  to  space  crews 
and  to  persons  in  remote  areas  on 
earth,  the  space  agency’s  request  for 
proposals  was  directed  toward  develop- 
ing a ground-based  IMBLMS  test  unit. 
Extensive  testing  of  the  unit  will  be  a 
necessary  step  to  the  agency’s  develop- 
ment and  verification  of  a remote 
health  services  capability  for  space. 

The  Houston  Manned  Spacecraft 
Center,  which  issued  the  request  for 
proposals,  calls  for  the  IMBLMS  field 
equipment  to  be  installed  and  opera- 
tionally tested  in  a remote  area  to 
identify  and  validate  the  techniques, 
procedures,  and  equipment  require- 
ments for  ultimate  use  of  the  IMBLMS 
space  system.  The  site  for  the  ground- 
based  testing  will  be  selected  at  a 
later  date.  According  to  NASA,  the 


most  critical  portion  of  the  proposed 
testing  will  be  measurement  of  the  ef- 
fectiveness of  the  IMBLMS  field  equip- 
ment in  actual  operation. 

With  proper  application,  the  field 
unit  could  hopefully  also  be  used  to 
evaluate  the  delivery  of  health  services 
to  remote  or  isolated  communities  on 
earth. 

This  generator  has  heart, 
in  a manner  of  speaking! 

Airline  passengers  who  plug  into  re- 
corded music  during  their  flights  now 
have  nothing  on  medical  students  who 
are  plugging  stethoscopes  into  heart- 
sound  simulations. 

At  The  University  of  Texas  South- 
western Medical  School  at  Dallas,  the 
entire  sophomore  class  has  tried  out 
individual  stethoscopes  which  were 
connected  to  a heart-sound  generator 
operated  by  Dr.  Charles  Mullins,  asso- 
ciate professor  of  internal  medicine. 
Any  heart  sound  or  murmur  can  be 
simulated  realistically  with  the  system 
and  is  an  outstanding  innovation  in 
the  teaching  of  heart  disease.  Dr. 
Mullins  said. 

Also,  with  the  new  equipment,  any 
number  of  students  can  listen  simul- 
taneously to  the  heart  beat  of  a pa- 
tient in  a hospital  ward,  along  with  the 
instructor,  by  simply  plugging  their 
stethoscopes  into  the  portable  equip- 
ment carried  on  the  instructor’s  belt. 

Dr.  Fred  Christen,  head  of  instruc- 
tional communications  at  Southwest- 
ern, believes  "this  type  of  instruction 
is  the  leading  edge  of  the  future.” 
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1972  Annual  Session  to  be 

Generally  (or  specially!)  speaking,  the 
programs  at  the  1972  Annual  Session 
should  be  outstanding. 

The  two  general  meeting  luncheons 
and  the  special  programs  that  will  oc- 
cur during  the  four-day  session  from 
May  11-14  in  San  Antonio  feature 
outstanding  speakers  and  interesting 
topics. 

General  meeting  luncheons 
Texas’  senior  senator,  John  G.  Tower, 
will  be  guest  speaker  for  the  Saturday 
general  meeting  luncheon.  Sen.  Tower, 
who  is  running  for  reelection  this  year, 
will  present  an  address  entitled  “Wash- 
ington, Government,  and  the  92nd  Con- 
gress" in  the  Banquet  Hall  of  the  San 
Antonio  Convention  Center. 

A native  Houstonian,  Tower  came  to 
the  Senate  on  June  15,  1961,  as  the 
result  of  a special  election,  and  in 
1966,  he  was  reelected  with  56.7%  of 
the  popular  vote. 

Sen.  Tower  is  now  the  ranking  Re- 
publican on  the  Senate  Banking,  Hous- 
ing, and  Urban  Affairs  Committee  and 
the  third-ranking  Republican  on  the 
Armed  Services  Committee. 

When  first  elected,  he  was  the  Sen- 
ate’s youngest  member,  the  first  Re- 
publican elected  to  the  Senate  from 
Texas  since  1870,  and  the  first  Re- 
publican elected  to  the  Senate  since 
Reconstruction  from  any  Confederate 
state.  Now,  as  the  senior  senator  from 
Texas,  he  ranks  49th  in  seniority,  yet 
at  46,  only  17  senators  are  younger 
than  he. 

Sen.  Tower,  a former  educator,  is  a 
graduate  of  Southwestern  University  in 
Georgetown  and  Southern  Methodist 
University  in  Dallas.  A Navy  veteran,  he 
did  postgraduate  work  at  the  University 
of  London  in  Great  Britain  and  then 
taught  political  science  for  nine  years 
at  Midwestern  University  in  Wichita 
Falls  until  his  election  to  the  Senate. 

Tickets  for  the  general  meeting 
luncheons  are  available  at  $4.50  each 
from  TMA.  Use  the  advance  ticket  order 
form  on  pages  19-22  to  reserve  tickets. 

The  speaker  for  the  Friday  general 
meeting  luncheon  is  pending. 

Special  programs 

Scientific  symposia  and  seminars  will 
offer  Annual  Session  participants  a 
variety  of  information  on  current  topics 
of  interest  to  the  medical  profession. 

There  will  be  10  special  programs 
presented  in  conjunction  with  the  pro- 
grams of  the  scientific  sections  and 


a special  occasion! 


Texas’  senior  senator,  Republican  John  Tower, 
will  tell  1972  Annual  Session-goers  about 
“Washington,  Government,  and  the  92nd  Con- 
gress" at  the  general  meeting  luncheon 
scheduled  in  the  Banquet  Hall  of  the  San 
Antonio  Convention  Center  on  Saturday,  May 
13. 

related  organizations  at  the  1972  An- 
nual Session,  and  participants  may 
pick  from  the  following: 

Symposium  on  Sports  Medicine.  Thurs- 
day, May  11,  from  8 a.m.  to  4:15  p.m.. 
Mission  Room,  Convention  Center.  Con- 
troversial health  issues  in  school  sports; 
the  training,  conditioning,  and  care  of 
athletes:  and  physical  education  at  the 
high  school  level  are  some  of  the  topics 
to  be  discussed  at  this  special  session. 
Sponsors  of  the  symposium  are  the 
TMA  Committees  on  School  Health  and 
on  Athletics  and  the  Texas  Society  of 
Athletic  Team  Physicians. 

Symposium  on  Cardiovascular  Diseases. 
Thursday,  May  11,  from  9 a.m.  to  5 
p.m..  Room  31,  Convention  Center.  The 
TMA  Committee  on  Cardiovascular  Dis- 
eases and  the  American  Heart  Associa- 
tion, Texas  Affiliate,  Inc.,  are  co- 
sponsors of  this  symposium,  which  will 
cover  topics  in  the  testing  of  the  heart 
and  selected  problems  in  cardiovascular 
diseases. 

Symposium  on  Trauma.  Thursday,  May 
11,  from  9 a.m.  to  4:40  p.m..  Room  34, 
Convention  Center.  Caring  for  the  se- 
verely injured  patient  will  be  a primary 
topic  of  this  special  program  that  will 
be  presented  by  the  TMA  Committee  on 
Disaster  Medical  Care  and  the  Texas 
Traumatic  Surgical  Society.  The  State 


Health  Department’s  role  in  disasters 
will  also  be  discussed,  and  trauma  as- 
sociated with  rural  deaths  will  be  an- 
other program  topic.  A demonstration 
of  the  MAST  (Military  Assistance  to 
Safety  and  Traffic)  Program,  a helicop- 
ter ambulance  service  located  at  Fort 
Sam  Houston,  will  highlight  the  sym- 
posium. 

T AFP  Seminar.  Thursday,  May  11,  from 
9 a.m.  to  5 p.m..  Room  25,  Convention 
Center.  As  it  did  last  year,  the  Texas 
Academy  of  Family  Physicians  will 
again  sponsor  an  informative  seminar 
which  will  focus  on  general  topics  of 
interest  to  family  practitioners. 
Symposium  on  Death  and  Dying.  Thurs- 
day, May  11,  from  2 p.m.  to  5 p.m.. 
Room  36,  Convention  Center.  The  pa- 
tient and  family  in  terminal  illness, 
when  children  die,  and  the  part  that 
faith  plays  in  death  and  dying  are  areas 
that  will  be  probed  in  the  Symposium 
on  Death  and  Dying,  sponsored  by  the 
TMA  Committee  on  Medicine  and  Re- 
ligion. 

Symposium  on  the  Physician’s  Assistant. 
Thursday,  May  11,  from  2 p.m.  to  5 
p.m..  Rooms  A,  B,  and  C,  Convention 
Center.  Discussion  at  this  symposium, 
which  will  be  sponsored  by  the  TMA 
Committee  on  Health  Careers,  will 
focus  on  the  status  of  the  physician’s 
assistant  in  Texas,  training  programs, 
licensure,  emergence  of  new  health 
professions,  legal  aspects,  liability  in- 
surance considerations,  and  acceptance 
of  the  physician’s  assistant. 

Symposium  on  Alcoholism.  Thursday, 
May  11,  begins  at  8 p.m..  La  Vista 
Room,  Hilton  Palacio  del  Rio.  A discus- 
sion of  "Planning  for  the  Develop- 
ment of  Comprehensive  Alcoholism 
Programs:  Concepts  and  Critical  Is- 
sues” will  highlight  this  evening  sym- 
posium. The  program  will  be  spon- 
sored by  the  Texas  Commission  on  Al- 
coholism, The  University  of  Texas  Di- 
vision of  Extension,  and  the  Texas 
Medical  Association. 

Symposium  on  Maternal  Health.  Friday, 
May  12,  from  2 p.m.  to  4:30  p.m.. 
Room  22,  Convention  Center.  Designed 
as  an  audience-participation  group 
analysis  of  selected  maternal  deaths 
occurring  in  Texas  in  the  past  three 
years,  the  symposium  will  feature  guest 
discussant  Dr.  John  Figgis  Jewett  of 
Boston,  who  will  respond  to  cases.  Em- 
phasis will  be  directed  toward  finding 
the  missing  link  in  the  chain  of  health 
care  which  resulted  in  the  death  of  the 
patients. 
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Medical  History  Presentation.  Friday, 
May  12,  begins  at  6:30  p.m.,  Navarro 
Room,  St.  Anthony  Hotel.  “Some  Re- 
marks on  Early  Texas  Ophthalmology” 
will  be  presented  by  Dr.  Sam  N.  Key, 
Jr.,  of  Austin  to  members  and  guests 
of  the  Committee  on  Medical  History 
at  a dinner  meeting  hosted  by  the  com- 
mittee. Tickets  for  the  dinner  presenta- 
tion may  be  obtained  in  the  registration 
area. 

Women  Physicians  Brunch.  Saturday, 
May  13,  begins  at  11:30  a.m..  Oak 
Hills  Country  Club.  A brunch,  sponsored 
by  the  Alamo  Branch  of  the  American 
Medical  Women’s  Association,  will  al- 
low women  members  of  TMA  to  meet 
and  honor  women  medical  students, 
interns,  and  residents  in  the  area.  Tic- 
kets for  the  luncheon  will  be  on  sale 
in  the  registration  area.  Dr.  Edna  M. 
Spillar  of  San  Antonio  is  in  charge  of 
this  event. 

Forum  of  Original  Research 
Three  years  old  this  year,  the  Forum 
of  Original  Research  has  been  sched- 
uled for  a day  and  a half  at  the  1972 
Annual  Session. 

Coordinator  of  the  forum  will  be  Dr. 
Thomas  M.  Runge,  a professor  in  the 
biomedical  engineering  program  at 
The  University  of  Texas  at  Austin,  who 
initiated  the  idea  of  a session  of  re- 
ports on  original  research. 

Presentations  will  be  made  from 
8:30  a.m.  to  5:20  p.m.  on  Thursday, 
May  11,  and  from  8:30  a.m.  to  12:10 
p.m.  on  Friday,  May  12.  The  forum  will 
be  held  in  Room  22  of  the  San  Antonio 
Convention  Center. 

The  program  will  include  38  papers 
by  Texas  and  out-of-state  researchers 
and  medical  scientists  in  these  cate- 
gories: genetics/pediatrics,  bacteriolo- 
gy/microbiology/virology, neoplasia, 
psychiatry,  ophthalmology,  internal 
medicine/cardiovascular  diseases/sur- 
gery, pathology/clinical  and  laboratory 
investigation,  and  miscellaneous. 

Plan  now  which  general  and  special 
programs  you  will  attend  at  the  1972 
Annual  Session! 

Rooms  available  at  these 
hotels  for  Annual  Session 

Accommodations  for  the  Association’s 
Annual  Session  are  going  fast.  Write 
now  to  reserve  your  rooms  for  the  an- 
nual meeting  that  will  be  held  May 
11-14  in  San  Antonio. 

As  of  March  10,  1972,  the  fol- 
lowing hotels  still  had  rooms  available 
for  session  participants:  Menger  Hotel 


and  Motor  Inn,  La  Quinta  Motor  Inn, 
Gunter  Hotel,  Crockett  Motor  Inn,  El 
Tropicano  Motor  Hotel,  Holiday  Inn- 
Downtown,  and  La  Villita  TraveLodge. 

Use  the  form  on  pages  19-22  to 
secure  your  accommodations  today. 

Aggie’s  12th  man  retires 

After  40  years  as  a practicing  physician, 
the  original  12th  man  of  the  Texas 
Aggies  has  retired. 

According  to  a story  by  the  Associat- 
ed Press,  Dr.  E.  King  Gill,  a 70-year-old 
eye,  ear,  nose,  and  throat  specialist  in 
Corpus  Christi,  remembers  well  the 
Aggies’  upset  victory  over  the  Praying 
Colonels  of  Centre  College  on  a historic 
January  day  in  1922. 

The  football  contest,  which  was  the 
forerunner  of  today’s  Cotton  Bowl, 
wasn’t  going  well  for  Texas  A&M. 

The  rough  game  took  its  toll  of 
players,  and  at  one  point  Aggie  coach 
Dana  X.  Bible  had  only  one  backfield 
substitute  left  on  his  injury-plagued 
team.  Bible  then  called  for  Gill,  his 
165-pound  sophomore  reserve  full- 
back, to  come  down  from  the  press 
box  where  he  was  serving  as  a player 
spotter  for  the  late  Waco  sports  writer 
Jinx  Tucker. 

Dr.  Gill  recalls  that  he  wasn’t  suited 
up  for  the  game  originally.  “I  had 
played  on  the  team  up  until  Thanks- 
giving Day,  but  this  was  a post-season 
game  and  I was  on  the  basketball 
squad,”  he  explained. 

Gill  and  Aggie  team  captain  Heinie 
Weir,  who  was  injured,  went  underneath 
the  stadium  stands  to  exchange  cloth- 
ing, and  although  Gill  didn’t  play  that 
day,  legend  insists  that  his  presence 
and  readiness  to  play  boosted  the  Ag- 
gies to  post  an  upset  victory  of  22  to 
14. 

Since  that  day  some  50  years  ago, 
other  Aggie  coaches  have  called  upon 
the  A&M  Corps  to  supply  a 12th  man, 
and  today,  all  Aggies  stand  at  all  foot- 
ball games  in  readiness  for  the  call  if 
one  should  come. 

Dr.  Gill  graduated  from  A&M  in  1924 
with  an  engineering  degree,  but  not 
before  he  earned  eight  Aggie  letters  in 
football,  basketball,  and  baseball.  The 
Aggies’  12th  man  was  captain  and 
guard  on  two  championship  basketball 
teams.  Following  graduation.  Dr.  Gill 
coached  for  a year  at  Greenville  and 
then  decided  to  enter  medical  school. 
He  was  graduated  from  Baylor  College 
of  Medicine,  then  in  Dallas,  in  1929, 
and  began  practice  in  San  Antonio.  In 


1935,  he  moved  to  Corpus  Christi 
where  some  of  his  old  classmates  were 
in  medical  practice. 

Now  that  he  has  retired.  Dr.  Gill 
says  he  plans  to  stay  active  as  an 
honorary  member  of  Nueces  County 
Medical  Society  and  will  travel  quite  a 
bit  between  his  waterfront  cottage  in 
Rockport,  Corpus  Christi,  and  his  ranch 
at  Bulverde  near  San  Antonio. 

He  adds  that  he’ll  keep  close  ties 
with  Aggieland  and  that  there  is  one 
thing  about  retirement  to  which  he  is 
really  looking  forward. 

Said  Dr.  Gill,  “Maybe  now  I won’t 
get  so  many  phone  calls.  Being  the 
original  12th  man,  I was  almost  the 
first  one  they’d  call  when  someone 
heard  a new  Aggie  joke.” 

Conferences  on  practice 
slated  at  medical  schools 

Beginning  in  late  March,  the  Texas 
Medical  Association  will  sponsor  a 
series  of  Conferences  on  Medical  Prac- 
tice for  senior  students  at  Texas  medi- 
cal schools. 

The  meetings,  which  are  designed  to 
introduce  the  soon-to-be  physicians  to 
some  of  the  situations  and  obligations 
they  will  face  upon  graduation,  have 
been  scheduled  as  follows: 

March  24 — The  University  of  Texas 
Medical  School  at  San  Antonio. 

April  14 — Baylor  College  of  Medicine 
in  Houston. 

April  15 — The  University  of  Texas  Med- 
ical Branch  at  Galveston. 

April  21 — The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

Speakers  at  the  conferences  will  dis- 
cuss current  medical  legislation,  ethics 
and  peer  review,  finding  a place  to 
practice  and  physician  distribution,  lia- 
bility of  the  physician,  and  the  business 
side  of  medical  practice  with  emphasis 
on  starting  a practice. 

Robert  G.  Mickey,  director  of  the 
TMA  Office  on  Medical  and  Health 
Manpower,  and  Sam  V.  Stone,  Jr.,  as- 
sistant general  counsel  for  the  Asso- 
ciation, will  participate  in  the  half-day 
seminars  along  with  local  physician 
speakers.  The  program  will  consist  of 
formal  presentations  plus  question-and- 
answer  periods  with  a panel  of  con- 
ference speakers. 

In  the  evening,  senior  medical  stu- 
dents and  their  wives  or  dates  will  be 
guests  of  the  Association  at  a cocktail 
party  and  dinner,  where  TMA  President 
Dr.  James  H.  Sammons  of  Baytown 
will  speak. 


18 


TEXAS  MEDICINE 
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PHYSICIANS’  AND  WIVES’  ART  EXHIBITION 


SPORTS/ENTERTAINMENT 


Golf,  Tennis,  Skeet  and  Trap,  Boating,  Fraternity 
and  Alumni  Parties,  Class  Reunions,  and  TMA's 
Fiesta  Noche  del  Rio  featuring  a Mariachi  Band, 
cocktails,  Mexican  hors  d'oeuvres,  dinner, 
entertainment. 


FEATURING 


45  GUEST  SPEAKERS 

plus  250  special  and  TMA-member  speakers 

14  SECTION  PROGRAMS 

Digestive  Diseases,  General  Practice,  Internal 
Medicine,  Nervous  and  Mental  Diseases.  Obstetrics 
and  Gynecology,  Ophthalmology,  Otolaryngology, 
Pathology,  Pediatrics,  Physical  Medicine  and 
Rehabilitation,  Public  Health,  Radiology,  Surgery, 
and  Urology. 

20  CURBSTONE  CONSULTATIONS 

Person-to-person  conversational  discussions  of 
cases  and  problems  of  general  medical  interest. 

14  CONTINENTAL  BREAKFAST  ROUNDTABLES 

Have  breakfast  with  a guest  speaker  on  Friday  and 
Saturday  mornings.  Enjoy  juice,  coffee,  rolls  while 
the  speaker  makes  a 20-minute  presentation.  Then 
participate  in  the  informal  35  minute  open  forum 
that  will  follow. 

33  SPECIALTY  SOCIETY  PROGRAMS 

9 SPECIAL  SYMPOSIUMS 

175  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 

FORUM  OF  ORIGINAL  RESEARCH  ; ; 

FILM  PROGRAM 


ADVANCE  REGISTRATION  FORM 
FILL  OUT  BOTH  SIDES  AND  MAIL  TODAY 


Save  time  and  effort  by  registering  in  advance.  Fill 
out  the  card  at  right  below,  mail  it  to  TMA,  a;:d  your 
registration  packet  will  be  waiting  for  you.  There  is 
no  registration  fee  for  TMA  members. 

A handy  form  for  ordering  tickets  to  the  luncheons, 
the  “Fiesta  Noche  del  Rio’’  and  other  events  is 
located  on  the  back  of  this  Advance  Registration 
card.  Save  even  more  time  by  ordering  your  tickets 
now. 
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REQUEST  FOR  HOTEL  OR  MOTEL  RESERVATIONS 


MAKE  YOUR  HOTEL  RESERVATIONS  ^ 
NOW! 

Select  your  first,  second  and  third 
choice  of  hotels  and  motels  from  the 
list,  complete  the  housing 
request  form,  and  mail  it  to  the  TMA 
Housing  Bureau.  Preferences  will  be 
honored  as  far  as  possible,  and 
confirmation  of  reservations  will  be 
sent  directly  to  you  from  the  hotel 
or  motel. 


SAN  ANTONIO  HOTELS  AND 
MOTELS 

1 Convention  Center 

Scientific  Sessions  Headquarters 

2 Hilton  Palacio  del  Rio 
Scientific  Sessions  Co-Headquarters 

3 St.  Anthony  Hotel 

Business  Sessions 
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4 La  Mansion  Motor  Hotel 
(formerly  La  Posada) 

Auxiliary  Headquarters 

5 Menger  Hotel  and  Motor  Inn 

6 La  Quinta  Motor  Inn 

7 Gunter  Hotel 

8 Crockett  Motor  Inn 

9 El  Tropicano  Motor  Hotel 
10  Holiday  Inn — Downtown 
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ADVANCE  REGISTRATION  ► 
FORM.  FILL  OUT  BOTH 
SIDES  & MAIL  TODAY 


E 


o 

a 


u 


0 

1 
>» 
c 
o 

JZ 


C i: 
0) 

> 
c 
o 
o 


□ □ 


O 

rs 

00 

IV 

(/) 

(0 

H 


z 

o 

puj 

<9 

UJ  (T 
C/3UJ 
UJI 
CEH 
1-0 
uJz 

go 


.2  « 

I- 


2!  . I 

« t ^ I 


<0 

*u  c 

in  ^ 
< < 
(Q  r 
.2  "O 
•a  2 
V CD 

2 I. 

(/)  2 
(0  E 

X <0 

.«  Jj 


8 Z 


•s  o 
^ 00 
2 iH 


UlQ 

9o 


H< 

liJ> 

>9 
<< 
</)  ijj 

h-=> 


MAIL  TO:  TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR,  AUSTIN,  TEXAS  78701 
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ADVANCE  TICKET  ORDERS 
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HAVE  YOUR  TICKETS  READY  FOR 
YOU  WHEN  YOU  GET  TO  SAN 
ANTONIO 

Avoid  the  lines,  the  last  minute  rush, 
and  the  possibility  of  missing  out 
on  the  TMA  functions  listed  below. 
Fill  out  the  advance  ticket  order 
form,  mail  it  to  TMA  with  your  check, 
and  your  tickets  will  be  waiting  for 
you. 

GENERAL  MEETING  LUNCHEON— 

Friday,  May  12,  12:30  p.m..  Con- 
vention Center.  Featured  speaker  to 
be  announced. 

GENERAL  MEETING  LUNCHEON— 

Saturday,  May  13,  12:30  p.m..  Con- 
vention Center.  Featured  speaker 
will  be  The  Honorable  John  G. 

Tower,  United  States  Senate, 
Washington,  D.C. 

FIESTA  NOCHE  DEL  RIO— A Satur- 
day night  Fiesta  featuring  a Mariachi 
band,  cocktails,  Mexican  hors 
d’oeuvres,  dinner,  entertainment. 
Saturday,  May  13. 

CONTINENTAL  BREAKFAST  ROUND 
TABLES — Friday,  May  12,  and 
Saturday,  May  13,  8:15-9:30  a.m.. 
Convention  Center.  There  is  no 
charge,  but  attendance  is  limited 
and  tickets  necessary.  Have  juice, 
coffee,  and  rolls  with  a guest 
speaker,  then  participate  in  an 
informal  discussion  period. 


◄ 

USE  THESE  HANDY 
FORMS  TO  REGISTER 
IN  ADVANCE,  BUY 
TICKETS  AND  MAKE 
HOTEL  RESERVATIONS 
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NEWS 


45  GUEST  SPEAKERS  plus  250  special  and  TMA-member  speakers 


JACK  R.  ANDERSON,  M.  D. 

New  Orleans,  otolaryngology 

DAVID  G.  ASHBAUGH,  M D. 

Denver,  trauma  and  thoracic  surgery 

ALLAN  BEIGEL,  M.  D. 

Tucson,  psychiatry 

HARVEY  BLANK,  M.  D. 

Miami,  dermatology 

RENE  CAILLIET,  M.  D. 

Los  Angeles 

physical  medicine  and  rehabiiitation 

RALPH  J.  CAPAROSA,  M.  D. 

Pittsburg,  otoiaryngology 

HARLEY  C.  CARLSON,  M.D. 

Rochester,  radiology 

ROY  L CLEERE,  M.  D. 

Denver,  public  health 

SHERMAN  S.  COLEMAN,  M.  D. 

Salt  Lake  City,  orthopedic  surgery 

LOUIS  K.  DIAMOND,  M.  D. 

San  Francisco,  pediatrics 

WILLIAM  E.  EASTERLING,  JR.,  M.  D. 
Chapel  Hill,  obstetrics  and  gynecology 

FRANZ  M ENZINGER,  M.  D. 
Washington,  D.  C.,  pathology 

JAMES  R.  GILSON,  M.  D. 

Lombard,  Illinois,  Medical  Director, 
Physicians-On-Call 

LEWIS  GRODSKY,  M.  D. 

San  Francisco,  proctology 


FRANK  L.  IBER,  M.  D. 

Jamaica  Plain,  Massachusetts 
internal  medicine 

JOHN  FIGGIS  JEWETT,  M D. 

Boston,  obstetrics  and  gynecology 

MARGARET  H.  JONES,  M.  D, 

Los  Angeles,  pediatrics 

WILLIAM  E,  LOTTERHOS,  M.  D. 

Jackson,  Mississippi 

Immediate  Past  President 

American  Academy  of  Family  Physicians 

ERIC  W.  MARTIN,  Ph.  D. 

Pearl  River,  New  York,  Director, 

Medical  Communications  Department. 
Lederle  Laboratories 

JAMES  F.  MASTERSON,  JR  , M.  D. 

New  York,  psychiatry 

MALCOLM  A.  McCANNEL,  M.  D. 
Minneapolis,  ophthalmology 

JOHN  H.  MOYER,  III,  M.  D. 

Philadelphia,  internal  medicine 

GERALD  P.  MURPHY,  M.  D. 

Buftaio,  surgery  and  urology 

MARSHALL  J ORLOFF,  M.  D. 

San  Diego,  surgery 

ALAN  D.  PERLMUTTER,  M.  D. 

Detroit,  urology 

E.  JAMES  POTCHEN,  M.  D. 

St,  Louis,  nuclear  medicine 

WALLACE  RUBIN,  M.  D. 

New  Orleans,  otolaryngology 


RICHARD  C.  SCHULTZ,  M D. 

Des  Plaines,  Illinois,  plastic  surgery 

THOMAS  E.  SHAFFER,  M.  D. 
Columbus,  adolescent  medicine 

L.  THOMAS  SHEFFIELD,  M.  D. 
Birmingham,  cardiovascular  disease 

HARRY  C.  SHIRKEY,  M.  D. 

New  Orleans,  pediatrics 

BYRON  SMITH,  M D. 

New  York,  ophthalmology 

GENE  H.  STOLLERMAN,  M.  D. 
Memphis,  internal  medicine 

IRVING  R.  TABERSHAW,  M.  D. 
Berkeley,  occupational  medicine 

PHILLIP  THOREK,  M.  D. 

Chicago,  surgery 

HARRY  WOLLMAN,  M.  D. 
Philadelphia,  anesthesiology 

NORMAN  ZAMCHECK,  M D. 

Boston,  gastroenterology 


GENERAL  MEETING 
LUNCHEON  SPEAKER 

THE  HONORABLE  JOHN  G.  TOWER 
United  States  Senate 
Washington,  D.  C. 


CONTINENTAL  BREAKFAST  ROUNDTABLE  PRESENTATIONS 


Friday,  May  12,  8:15-9:30  a.m. 


1.  CUTANEOUS  INFECTIONS 
Harvey  Blank,  M D. 

Miami 


2.  COMMON  FOOT  PROBLEMS 
Rene  Caiiliet,  M.  D. 

Los  Angeles 


3.  RADIOLOGY  IN  Gl  BLEEDING 
Harley  C.  Carlson,  M.  D. 
Rochester 


4.  KIDNEY  TRANSPLANTATION — CURRENT  PROGRESS 
Gerald  P.  Murphy,  M.  D 
Buffalo 


5.  TODAY’S  PRESSURES  ON  CHILDREN 
Thomas  E.  Shaffer,  M.  D. 

Columbus 


6.  FACIAL  INJURIES  FROM  AUTO  ACCIDENTS 
Richard  C.  Schultz,  M.  D. 

Des  Plaines,  Illinois 


7 JAUNDICE 

Phillip  Thorek,  M.  D. 
Chicago 


Saturday,  May  13,  8:15-9:30  a.m. 


8.  THE  BAD  SIDE  OF  THE  PILL 
William  E. Easterling,  Jr.,  M.  D. 
Chapel  Hill 


9.  VIRAL  HEPATITIS — CURRENT  CONCEPTS 
Frank  L.  Iber,  M D. 

Boston 


10.  CARE  OF  THE  SLOW-LEARNING  TODDLER 
Margaret  H.  Jones,  M.  D. 

Los  Angeles 

11.  TREATMENT  OF  THE  DRUG-TAKING  ADOLESCENT 
James  F.  Masterson,  Jr.,  M D. 

New  York 


12.  RECURRENT  URINARY  INFECTIONS 
Alan  D.  Perlmutter,  M.  D. 

Detroit 


13.  RADIOISOTOPES  AND  CARDIAC  FUNCTION 
E.  James  Potchen,  M.  D. 

St.  Louis 


14.  COLLECTED  OCULOPLASTIC  TECHNIQUES 
Byron  Smith,  M.  D. 

New  York 


Try  Eutron  on  a stubborn  diastolic 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 


When  you* re  not  satisfied  with  your  patient* s diastolic 
*^end point**  under  present  treatment y consider  a trial  of  Eutron, 
It  will  often  bring  further  reduction  of  blood  pressure y 
even  in  severe  diastolic  hypertension. 


Special  Characteristics  of  Eutron : 

Course  of  therapy  usually  is  smooth,  with 
blood  pressure  reducing  gradually  over  one  to 
three  weeks. 

Around-the-clock  effect  from  a single  daily  dose. 

Provides  diuresis  when  edema  accompanies 
hypertension. 

Free  of  central  depressant  action. 

Lower  doses  of  pargyline  hydrochloride  are 
made  possible  because  of  the  methyclothiazide 
component. 

TM— Trademark 


Special  Restrictions  (see  back  of  page) : 

Tyramine-containing  foods  (e.g.  aged  cheese) 
should  be  avoided.  (For  further  listing  of  foods, 
see  back  of  page.) 

If  alcohol  is  used,  it  should  be  used  cautiously 
and  in  reduced  amounts. 

Patients  should  be  warned  against  the  concurrent 
use  of  non-prescription  medications  (particularly 
cold  preparations  and  antihistamines),  or 
prescription  drugs  without  physician’s  consent. 

Discontinue  Eutron  at  least  two  weeks  prior  to 
elective  surgery. 

Before  prescribing  Eutron,  see  prescribing 

information  in  package  insert.  A brief 
summary  appears  on  next  page.  201353 


Brief  Summary 
EUTRON" 

pargyline  hydrochloride  and  methyclothiazide 

Filmtab® 


INDICATIONS.  EUTRON  (pargyline  hydrochloride  and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe  hypertension,  especially  those  with  severe 
diastolic  hypertension.  It  is  not  recommended  for  use  m patients  with  mild  or  labile  hypertension 
amenable  to  therapy  vy  th  sedatives  and  I or  thiazide  diuretics  alone. 

Because  of  the  potent  diuretic  properties  of  methyclothiazide,  the  combination  is  particularly 
suited  for  use  when  congestive  heart  failure  or  other  conditions  requiring  diuretic  therapy 
coexist  with  hypertension,  or  when  edema  attributable  to  antihypertensive  therapy  develops 
As  discussed  in  regard  to  dosage  and  administration,  it  is  desirable  to  establish  the  dosage 
requirements  for  EUTRON  by  the  administration  of  Eutonyl  and  Enduron  separately. 

CONTRAINDICATIONS.  1.  Pargyline  therapy  is  contraindicated  in  patients  with  pheo- 
chromocytoma,  paranoid  schizophrenia,  hyperthyroidism  and  advanced  renal  failure. 

2.  Pargyline  should  not  be  administered  to  those  with  malignant  hypertension  or  to  children 
under  twelve  years  of  age  because  significant  clinical  information  concerning’the  use  of  the 
drug  in  these  conditions  is  not  available. 

3.  In  general,  the  following  drugs  or  agents  are  contraindicated  in  patients  receiving  pargyline 
hydrochloride: 

a.  Centrally  acting  sympathomimetic  amines  such  as  amphetamine  and  its  derivatives  (also 
found  in  anorectic  preparations). 

Peripherally  acting  sympathomimetic  drugs  such  as  ephedrine  and  its  derivatives  (also 
found  in  nasal  decongestants,  hay  fever  preparations  and  cold  remedies). 

b.  Aged  and  natural  cheese  (e  g.,  Cheddar,  Camembert,  and  Stilton),  and  other  foods  (e  g . 
pickled  herring,  Chianti  wine,  pods  of  broad  beans,  chicken  livers,  chocolate  and  yeast 
products),  which  require  the  action  of  bacteria  or  molds  for  their  preparation  or  preserva- 
tion, because  of  the  presence  of  pressor  substances  such  as  tyramine  Banana  peels  are 
also  contraindicated.  Cream  cheese,  processed  cheese,  and  cottage  cheese  can  be  allowed 
in  the  diet  during  EUTRON  therapy,  since  their  tyramine  content  is  inconsequential. 

In  some  patients  receiving  EUTRON,  tyramine  may  precipitate  an  abrupt  rise  in  blood 
pressure  accompanied  by  some  or  all  of  the  following:  severe  headache,  chest  pain  profuse 
sweating,  palpitation,  tachycardia  or  bradycardia,  visual  disturbances,  stertorous  breath- 
ing, coma,  and  intracranial  bleeding  (which  could  be  fatal).  A phenothiazine  derivative  or 
phentolamine  may  be  administered  parenterally  for  treatment  of  such  an  acute  hyper- 
tensive reaction. 

c.  Parenteral  administration  of  reserpine  or  guanethidine  may  cause  hypertensive  reactions 
from  sudden  release  of  catecholamines.  Parenteral  use  of  these  drugs  is  contraindicated 
during,  and  for  at  least  one  week  following,  treatment  with  EUTRON. 

d.  Imipramine,  amitriptyline,  desipramine,  nortriptyline,  or  their  analogues  should  not  be 
used  with  pargyline.  The  use  of  these  drugs  with  monoamine  oxidase  inhibitors  has  been 
reported  to  cause  vascular  collapse  and  hyperthermia  which  may  be  fatal  A drug-free 
interval  (about  two  weeks)  should  separate  therapy  with  EUTRON  and  use  of  these  agents. 

e.  Methyidopa  or  dopamine,  which  may  cause  hyperexcitabiiity  in  patients  receiving  pargyline 
should  not  be  given. 

f.  Other  monoamine  oxidase  inhibitors  should  not  be  added  to  a EUTRON  regimen  since 
they  may  augment  the  effects  of  pargyline. 

4.  Methyclothiazide  is  contraindicated  in  patients  with  a known  sensitivity  to  methyclothiazide 
and/or  other  thiazide  diuretics.  It  should  not  be  used  in  patients  with  severe  renal  disease 
(except  nephrosis)  or  complete  renal  shutdown.  Thiazide  diuretics  should  not  be  used  in  the 
presence  of  severe  liver  disease  and/or  impending  hepatic  coma.  Hepatic  coma  has  been 
reported  as  a consequence  of  hypokalemia  in  patients  receiving  thiazide  diuretics. 


WARNINGS 

A.  PATIENTS 


I.  PATIENTS  SHOULD  BE  WARNED  AGAINST  THE  USE  OF  ANY  OVER-THE-COUNTER 
PREPARATIONS,  PARTICULARLY  "COLD  PREPARATIONS”  AND  ANTIHISTAMINES 
OR  PRESCRIPTION  DRUGS  WITHOUT  THE  KNOWLEDGE  AND  CONSENT  OF  THE 
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3. 


PATIENTS  SHOULD  BE  CAUTIONED  ON  THE  USE  OF  CHEESE  (SEE  CONTRAINDICA- 
TIONS) AND  ALCOHOLIC  BEVERAGES  IN  ANY 


PATIENTS  SHOULD  BE  WARNED  ABOUT  THE  LIKELIHOOD  OF  THE  OCCURRENCE  OF 
ORTHOSTATIC  HYPOTENSION. 


PATIENTS  SHOULD  BE  INSTRUCTED  TO  REPORT  PROMPTLY  THE  OCCURRENCE  OF 
SEVERE  HEADACHE  OR  OTHER  UNUSUAL  SYMPTOMS. 

PATIENTS  WITH  ANGINA  PECTORIS  OR  CORONARY  ARTERY  DISEASE  SHOULD 
BE  ESPECIALLY  WARNED  NOT  TO  INCREASE  THEIR  PHYSICAL  ACTIVITIES  IN 
RESPONSE  TO  A DIMINUTION  IN  ANGINAL  SYMPTOMS  OR  AN  INCREASE  IN  WELL- 
BEING OCCURRING  DURING  TREATMENT  WITH  EUTRON 


B.  PHYSICIANS 


1.  WHEN  INDICATED  THE  FOLLOWING  SHOULD  BE  CAUTIOUSLY  PRESCRIBED  IN 
REDUCED  DOSAGES: 

a.  ANTIHISTAMINES 

b.  HYPNOTICS,  SEDATIVES  OR  TRANQUILIZERS 

c.  NARCOTICS  (MEPERIDINE  SHOULD  NOT  BE  USED) 

2.  DISCONTINUE  EUTRON  AT  LEAST  TWO  WEEKS  PRIOR  TO  ELECTIVE  SURGERY. 


IN  EMERGENCY  SURGERY  THE  DOSE  OF  NARCOTICS  OR  OTHER  PREMEDICATIONS 
SHOULD  BE  REDUCED  TO  1/4  TO  1/5  THE  USUAL  AMOUNT.  CLINICAL  EXPERIENCE 
HAS  SHOWN  THAT  RESPONSE  TO  ALL  ANESTHETIC  AGENTS  CAN  BE  EXAGGERATED 
IN  PATIENTS  RECEIVING  EUTRON.  THEREFORE  THE  DOSE  OF  THE  ANESTHETIC 
SHOULD  BE  CAREFULLY  ADJUSTED 


4.  PARGYLINE  HYDROCHLORIDE  MAY  INDUCE  HYPOGLYCEMIA. 

5.  CARE  SHOULD  BE  EXERCISED  IN  USING  EUTRON  IN  PATIENTS  WITH  ADVANCED 
RENAL  FAILURE. 


The  possibility  of  sensitivity  reactions  to  methyclothiazide  or  pargyline  should  be  considered 
in  patients  with  a history  of  allergy  or  bronchial  asthma. 

There  have  been  several  reports  published  and  unpublished,  concerning  nonspecific  small 
bowel  lesions  consisting  of  stenosis  with  or  without  ulceration,  associated  with  the  administra- 
tion of  enteric-coated  thiazides  with  potassium  salts.  These  lesions  may  occur  with  enteric- 
coated  potassium  tablets  alone  or  when  they  are  used  with  nonenteric-coated  thiazides  or 
certain  other  oral  diuretics. 

These  small  bowel  lesions  have  caused  obstruction,  hemorrhage  and  perforation  Surgery 
was  frequently  required  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium  salts  although  lesions 
of  this  type  also  occur  spontaneously.  Therefore,  coated  potassium-containing  formulations 
should  be  administered  only  when  adequate  dietary  supplementation  is  not  practical,  and 
should  be  discontinued  immediately  if  abdominal  pain,  rtistention,  nausea  vomiting  or  gas- 
trointestinal bleeding  occurs. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including  thiazides. 

EUTRON  doSs  not  contain  added  potassium. 


USE  IN  PREGNANCY 

Pargyline  Hydrochlorirte.  Safe  use  of  pargyline  during  pregnancy  or  lactation  has  not  yet 
been  established.  Before  prescribing  pargyline  in  pregnancy,  in  lactation,  or  in  women  of 
childbearing  age,  the  potential  benefits  of  the  drug  should  be  weighed  against  its  possible 
hazard  to  mother  and  child. 

Methyclothiazide.  Thiazides  should  be  used  with  caution  in  pregnant  women  and  nursing 
mothers  since  they  cross  the  placental  barrier  and  appear  in  cord  blood  and  in  breast  milk. 
The  use  of  thiazides  may  result  in  fetal  or  neonatal  jaundice,  bone  marrow  depression  and 
thrombocytopenia,  altered  carbohydrate  metabolism  in  newborn  infants  of  mothers  showing 
decreased  glucose  tolerance,  and  possible  other  adverse  reactions  which  have  occurred  in 
the  adult.  When  the  drug  is  used  in  women  of  childbearing  age,  the  potential  benefits  of  the 
drug  should  be  weighed  against  the  possible  hazards  to  the  fetus. 

PRECAUTIONS 

Pargyline  Hydrochloride.  The  therapeutic  response  to  a variety  of  drugs  may  be  changed, 
or  exaggerated,  in  patients  receiving  a monoamine  oxidase  inhibitor  such  as  pargyline  hydro- 
chloride. Caffeine,  alcohol,  antihistamines,  barbiturates,  chloral  hydrate,  and  other  hypnotics 
sedatives,  tranquilizers  and  narcotics  (meperidine  should  not  be  used),  should  be  used 
cautiously  and  at  reduced  dosage  in  patients  who  are  taking  pargyline. 

Pargyline  has  not  been  shown  to  damage  the  kidney  or  liver.  However,  laboratory  studies 
including  complete  blood  counts,  urinalyses,  and  liver  function  tests  should  be  performed 
periodically.  The  drug  should  be  used  with  caution  in  the  presence  of  liver  disease.  All  patients 
with  impaired  circulation  to  vital  organs  from  any  cause  including  those  with  angina  pectoris, 
coronary  artery  disease,  and  cerebral  arteriosclerosis  should  be  closely  observed  for  symptoms 
of  orthostatic  hypotension.  If  hypotension  develops  in  these  patients,  EUTRON  dosage  should 
be  reduced  or  therapy  discontinued  since  severe  and/or  prolonged  hypotension  may  precipitate 
cerebral  or  coronary  vessel  thromboses. 

The  hypotensive  effect  of  pargyline  may  be  augmented  by  febrile  illnesses.  It  may  be  advisa- 
ble to  withdraw  the  drug  during  such  diseases. 

Since  pargyline  is  excreted  primarily  in  the  urine,  patients  with  impaired  renal  function 
may  experience  cumulative  drug  effects.  Such  patients  should  also  be  watched  tor  elevations 
of  blood  urea  nitrogen  and  other  evidence  of  progressive  renal  failure.  If  such  alterations 
should  persist  and  progress,  the  drug  should  be  discontinued. 

An  increased  response  to  central  depressants  may  be  manifested  by  acute  hypotension 
and  increased  sedative  effect.  Pargyline  also  may  augment  the  hypotensive  effects  of  anesthetic 
agents  and  surgery.  For  this  reason,  the  drug  should  be  discontinued  from  at  least  two  weeks 
prior  to  surgery. 

In  the  event  of  emergency  surgery  smaller  than  usual  doses  (1/4  to  1/5)  of  narcotics, 
analgesics,  sedatives,  and  other  premedications  should  be  used.  If  severe  hypotension  should 
occur,  this  can  be  controlled  by  small  doses  of  a vasopressor  agent  such  as  levarterenol. 

Pargyline  therapy  should  not  be  used  in  individuals  with  hyperactive  or  hyperexcitable 
personalities,  as  some  of  these  patients  show  an  undesirable  increase  in  motor  activity  with 
restlessness,  confusion,  agitation  and  disorientation.  Clinical  studies  have  shown  that  par- 
gyline  may  unmask  severe  psychotic  symptoms  such  as  hallucinations  or  paranoid  delusions 
in  some  patients  with  pre-existing  serious  emotional  problems.  This  can  usually  be  controlled 
by  judicious  administration  of  chlorpromazine  intramuscularly,  or  other  phenothiazines,  the 
patient  remaining  supine  for  one  hour  after  administration. 

Pargyline  should  be  used  with  caution  in  patients  with  Parkinsonism,  as  it  may  increase 
symptoms.  In  addition,  great  care  is  required  if  pargyline  is  administered  in  conjunction  with 
anti-parkinsonian  agents. 

In  experience  to  date,  pargyline  has  not  been  associated  with  eye  changes  or  optic  atrophy 
as  reported  with  the  use  of  some  hydrazine  monoamine  oxidase  inhibitors.  However,  patients 
receiving  this  drug  tor  prolonged  periods  should  be  examined  for  any  changes  in  color  per- 
ception, visual  fields,  fundi,  and  visual  acuity. 

Clinical  reports  state  that  certain  Individuals  receiving  pargyline  for  a prolonged  period  of 
time  are  refractory  to  the  nerve-blocking  effects  of  local  anesthetics,  e g.,  lidocaine. 
Methyclothiazide.  Thiazide  therapy  should  be  used  with  caution  in  patients  with  severely 
impaired  renal  function  because  of  the  possibility  of  cumulative  effects.  Caution  is  also  nec- 
essary in  patients  with  severely  impaired  hepatic  function  or  progressive  liver  disease. 

Thiazide  drugs  may  reduce  response  to  levarterenol.  Accordingly,  the  dosage  of  vasopressor 
agents  may  need  to  be  modified  in  surgical  patients  who  have  been  receiving  thiazide  therapy. 
Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effect  of  the  drug  may  be  enhanced  in  the  sympathectomized  patient. 
All  patients  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte  imbalance,  including 
hyponatremia  ("low-salt”  syndrome).  These  include  thirst,  dryness  of  the  mouth,  lethargy 
and  drowsiness. 

Hypokalemia  may  occur  during  therapy  with  methyclothiazide.  In  such  cases  supplemental 
potassium  may  be  indicated.  Potassium  depletion  can  be  hazardous  in  patients  taking  digitalis. 
Myocardial  sensitivity  to  digitalis  is  increased  in  the  presence  of  reduced  serum  potassium 
and  signs  of  digitalis  intoxication  may  be  produced  by  formerly  tolerated  doses  of  digitalis. 
Hypochloremic  alkalosis  may  occur  following  intensive  or  prolonged  thiazide  therapy.  Re- 
placement of  chloride  may  be  indicated  in  such  cases. 

Thiazides  may  decrease  serum  P.B.I.  levels  without  signs  of  thyroid  disturbance. 
ADVERSE  REACTIONS.  Generally  side  effects  should  not  be  severe  or  serious  when  the 
recommended  dosages  are  used,  and  necessary  precautions  are  observed.  If  side  effects 
are  severe  or  persist  in  spite  of  symptomatic  treatment,  the  dosage  should  be  reduced  or  the 
drug  withdrawn.  See  also  Warnings  and  Precautions. 

Pargyline  Hydrochloride.  The  most  frequently  occurring  side  effects  are  those  associated 
with  orthostatic  hypotension  (dizziness,  weakness,  palpitation,  or  fainting).  These  usually 
respond  to  a reduction  of  dosage.  Patients  should  be  warned  against  rising  to  a standing 
position  too  quickly,  especially  when  getting  out  of  bed.  Severe  and  persistent  orthostatic 
hypotension  should  be  avoided  by  reduction  in  dosage  and/or  discontinuation  of  therapy. 

Mild  constipation,  fluid  retention  with  or  without  edema,  dry  mouth,  sweating,  increased 
appetite,  arthralgia,  nausea  and  vomiting,  headache,  insomnia,  difficulty  in  micturition  night- 
mares, impotence  and  delayed  ejaculation,  rash  and  purpura,  have  also  been  encountered. 
Hyperexcitabiiity,  increased  neuromuscular  activity  (muscle  twitching)  and  other  extra-pyra- 
midal  symptoms  have  been  reported.  Gain  in  weight  may  be  due  either  to  edema  or  increased 
appetite.  Drug  fever  is  extremely  rare.  In  some  patients  reduction  of  blood  sugar  has  been 
noted.  Although  the  significance  of  this  has  not  been  elucidated,  the  possibility  of  hypo- 
glycemic effects  should  be  borne  In  mind.  Congestive  heart  failure  has  been  reported  in  patients 
with  reduced  cardiac  reserve. 

Methyclothiazirte.  Side  effects  that  may  accompany  thiazide  therapy  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache,  dizziness,  paresthesias,  weakness,  skin  rash,  photo- 
sensitivity. Jaundice  and  pancreatitis  also  have  been  reported. 

Blood  dyscrasias,  including  thrombocytopenia  with  purpura,  agranulocytosis  and  aplastic 
anemia,  have  been  reported  with  thiazide  drugs. 

Thiazides  have  been  reported,  on  rare  occasions,  to  have  elevated  serum  calcium  to  hyper- 
calcemic  levels.  The  serum  calcium  levels  have  returned  to  normal  when  the  medication  has 
been  stopped.  This  phenomenon  may  be  related  to  the  ability  of  the  thiazide  diuretics  to 
lower  the  amount  of  calcium  excreted  in  the  urine. 

Elevations  of  blood  urea  nitrogen,  serum  uric  acid,  and  blood  sugar  have  occurred  with  the 
use  of  thiazide  drugs.  Symptomatic  gout  may  be  induced. 

Although  not  established  as  an  adverse  effect  of  methyclothiazide,  it  has  been  reported  that 
thiazide  diuretics  may  produce  a cutaneous  vasculitis  in  elderly  patients. 
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MECO  program  to  begin 
2nd  summer  of  operation 

The  Medical  Education  and  Community 
Orientation  (MECO)  program  sponsored 
by  the  Student  American  Medical  As- 
sociation and  endorsed  by  the  Texas 
Medical  Association  and  the  Texas  Hos- 
pital Association  begins  its  second  year 
of  operation  in  Texas  this  year. 

Last  year’s  program  was  rated  quite 
successful  by  MECO  participants,  re- 
ports Andy  Chesson,  a student  at  The 
University  of  Texas  Medical  Branch 
at  Galveston  who  is  currently  serving 
as  state  director  of  the  project. 

A computerized  survey  of  question- 
naires completed  by  students,  hospit- 
als, and  physicians  involved  with  the 
1971  program  indicated  that  a large 
majority  felt  that  the  program  was 
valuable,  says  Chesson. 

Student  participants  believed  that 
the  program  gave  them  useful  infor- 
mation for  formulating  career  goals 
and  introduced  them  to  the  organiza- 
tion of  health  care  institutions  in  the 
community,  while  also  exposing  them 
to  patient-oriented  medical  practice. 

The  program,  which  was  endorsed  by 
the  Association  last  year  upon  the 
recommendation  of  the  TMA  Commit- 
tee on  Liaison  with  Medical  Schools,  is 
described  as  "an  extramural  educa- 
tional program  for  pre-clinical  students 
in  a community  hospital  or  group  prac- 
tice clinic  involving  an  exposure  to  the 
community  and  community  health  care 
activities  and  a preceptorship-like  rota- 
tion through  clinical  and  non-clinical 
areas  under  direct  supervision  of  phy- 
sicians and  staff.” 

Its  goals  and  purposes  include  the 
following: 

1.  To  introduce  the  student  to  the 
community  and  to  the  cultural,  eco- 
nomic, political,  and  environmental 
determinants  of  health  in  that  com- 
munity. 

2.  To  introduce  the  student  to  the 
organization  and  operation  of  health 
care  institutions  as  related  to  the  de- 
livery of  health  care  in  the  community. 

3.  To  enable  the  student  to  under- 
stand the  basic  concept  of  patient- 
oriented  health  care. 

4.  To  create  an  awareness  between 
practicing  physicians  and  students 
about  the  changing  nature  and  patterns 
of  health  care  delivery  involving  per- 
sonnel, organization,  and  payment  sys- 
tems. 

5.  To  enable  students  to  evaluate 
their  career  goals  and  better  plan  their 


medical  education  as  related  to  spe- 
cific community  needs  in  health  care. 

6.  To  introduce  the  pre-clinical  stu- 
dent to  the  clinical  aspects  of  medi- 
cine as  a reinforcement  and  motiva- 
tional force  as  related  to  his  medical 
school  curriculum. 

In  the  summer  of  1971,  52  pre-clin- 
ical medical  students  participated  in 
the  Texas  program,  which  involved 
community  hospitals  all  across  the 
state.  On  a national  level,  the  MECO 
program  placed  600  students  in  300 
hospitals  in  18  states.  The  Texas  pro- 
gram, reports  Chesson,  was  third  in  the 
number  of  participating  students  in  its 
first  year  of  operation. 

As  was  done  last  year,  a mailing  was 
sent  in  December,  1971,  by  TMA  and 
THA  encouraging  the  participation  of 
hospitals.  Response  was  excellent.  A 
total  of  53  hospitals  and  group  prac- 
tice clinics  indicated  that  they  would 
have  places  for  76  students  in  the  sum- 
mer program. 

State  project  director  Chesson  is 
now  preparing  a booklet  for  students, 
which  lists  the  hospitals  that  will  be 
included  in  the  1972  MECO  project 
and  outlines  details  of  their  proposed 
programs  under  MECO  guidelines. 
Chesson  will  begin  accepting  student 
applications  for  the  1972  program  in 
the  near  future.  A finalized  list  of  stu- 
dent participants  is  expected  to  be 
prepared  by  the  latter  part  of  April, 
and  letters  to  hospitals  telling  them  the 
name  of  the  MECO  student  they  have 
been  matched  with  will  be  in  the  mail 
in  early  May.  The  actual  project  will 
begin  at  a convenient  time  established 
by  each  individual  hospital  and  its 
student  participant. 

Both  hospital  and  student  applicants 
are  required  to  pay  a $25  registration 
fee  for  this  year’s  program,  which  will 
be  refunded  if  the  student  or  hospital 
is  not  matched. 

State  project  director  Chesson  ex- 
plained that  while  the  shortened  three- 
year  curriculum  being  adopted  by 
some  medical  schools  in  the  state  will 
cut  into  the  time  allotted  for  the 
MECO  program,  there  has  been  some 
discussion  proposing  that  students 
who  participate  in  the  program  receive 
elective  academic  credit  for  their  work. 

Some  73%  of  the  physicians  in- 
volved in  last  year’s  program  recom- 
mended that  MECO  student  partici- 
pants be  given  elective  credit  that 
would  help  fulfill  the  requirements  of 
the  MD  degree. 


Southwestern  sets  date  of 
student  research  forum 

Officials  of  the  Graduate  Student  Re- 
search Forum  at  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas  have  announced  that  the 
fourth  such  forum  for  Southwestern 
graduate  students  will  be  held  from 
9 a.m.  to  11  a.m.  on  May  17. 

The  event,  sponsored  by  the  Sigma 
Xi  Club  at  Southwestern,  will  feature 
Dr.  Jonathan  Uhr  of  New  York  Uni 
versify  as  guest  discussant  and  formal 
speaker.  Dr.  Uhr  is  slated  to  become 
the  chairman  of  the  department  of 
microbiology  at  the  medical  school  in 
September. 

Southwestern  graduate  students 
have  been  invited  to  submit  titles  and 
abstracts  of  their  research  by  April 
17,  and  a committee  chosen  by  the 
officers  of  the  local  Sigma  Xi  Club  will 
select  the  papers  to  be  presented  at  the 
forum.  Cash  awards  will  be  given  to 
those  students  chosen  to  present  their 
work. 

Free  clinics  said  making 
some  impact  on  medicine 

Free  medical  clinics  serve  a useful  pur- 
pose and  have  had  some  impact  on 
established  medical  practice,  accord- 
ing to  an  article  in  the  Jan.  31,  1972, 
issue  of  the  Journal  of  the  American 
Medical  Association. 

The  investigators  reporting  on  the 
subject  said  that  the  clinics  have  made 
new  groups  of  patients  visible  and 
acceptable  and  have  created  new  con- 
ditions of  clinical  work.  Some  of  the 
innovations  at  the  clinics — self-help 
strategies,  the  use  of  former  patients 
as  street  workers  in  outpatient  clinics, 
and  on-the-spot  drug  dispensing  in 
hospital  walk-in  services — are  being 
accepted  in  regular  medical  practice. 

The  authors  noted  that  90  to  100 
inner-city  clinics  have  opened  since 
1967.  They  add  that  these  facilities 
are  used  not  only  as  medical  dispen- 
saries, but  also  as  social  and  counsel- 
ing agencies,  "crises  centers,”  meeting 
places,  telephone  advice  and  referral 
services,  and  settlement  houses. 

According  to  the  researchers,  the 
majority  of  the  free  clinics  differ  from 
established  medical  practices  in  the 
following  ways: 

1.  Care  is  free  to  everyone,  not  just 
the  poor. 

2.  The  clinics  attract  those  who  do 
not  seek  help  in  established  institu- 
tions or  who  are  reluctant  to  use  regu- 
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If  it’s  Borden,  it’s  got  to  be  good. 
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lar  facilities  because  the  free  clinics 
are  more  willing  to  deal  with  problems 
such  as  drug  abuse,  illegitimate  preg- 
nancies, and  venereal  disease. 

3.  The  clinics  are  much  less  bureau- 
cratic. 

4.  The  staff  of  a clinic  generally 
plays  down  hierarchical  differences 
among  professional  health  workers. 

5.  Self  help  and  group  help  are 
usually  provided  in  addition  to  profes- 
sional treatment. 

6.  Few  clinics  have  formal  commu- 
nity participation. 

The  researchers  remarked  that  the 
free  clinics  are  not  simply  new  com- 
munity-based facilities:  they  are  also 
attempts  at  organizational  reform  and 
political  acts  meant  to  influence  medi- 
cal care  and  treatment. 

The  authors  feel  that  the  new  clinics 
are  beginning  to  have  some  political 
impact.  For  example,  public  agencies 
are  starting  to  assist  them  financially. 
However,  their  efforts  at  organizational 
reform — such  as  proposals  for  less 
rigid  staff  lines,  simplified  treatment, 
easier  access,  fewer  bureaucratic  rou- 
tines, more  self-help  treatment,  and 
less  specialized  job  definitions  for  all 
health  workers — have  met  with  less 
success. 

Authors  of  the  article  are  Dr.  John 
D.  Stoeckle,  Harvard  Medical  School 
and  Massachusetts  General  Hospital; 
Dr.  William  H.  Anderson,  Massachu- 
setts General  Hospital;  John  Page, 
Technical  Education  Research  Center; 
and  Dr.  Joseph  Brenner,  Medical  and 
Psychiatric  Services  of  Massachusetts 
Institute  of  Technology  in  Cambridge 
and  the  Cambridgeport  (Mass.)  Medi- 
cal Clinic. 


"You  mean  you  didn’t  know  you  were  biO' 
degradable.” 


Benefit  of  control  system 
is  increased  self-reliance 

A new  control  system  makes  bed-bound 
quadriplegics  and  multiple  amputee  pa- 
tients more  self-reliant  by  giving  them 
the  power  to  modify  their  environment 
through  a puff  of  breath  or  a slight 
physical  movement. 

Development  of  the  system  was  re- 
ported recently  by  a biomedical  ap- 
plications team  at  the  Southwest  Re- 
search Institute  in  San  Antonio.  The 
team  has  been  working  under  a Na- 
tional Aeronautics  and  Space  Adminis- 
tration program  designed  to  transfer 
aerospace  technology  to  new  and  prac- 
tical uses  on  earth. 

Dr.  David  F.  Culclasure,  leader  of  the 
institute  team,  explained  that  the  sys- 
tem, which  is  fitted  to  a hospital  bed, 
can  be  used  to  control  the  position  of 
the  bed  and  a variety  of  electrically 
operated  appliances. 

He  suggested  that  lights,  radio,  tele- 
vision, a page-turner  for  the  patient 
who  wants  to  read,  and  numerous  other 
devices  could  be  operated  through  the 
control  system. 

The  system  can  be  adapted  to  in- 
dividual capabilities.  Dr.  Culclasure  said 
that  appliance  selection  and  on-and-off 
switching  can  be  accomplished  either 
by  puffs  of  breath  against  small  pad- 
dles suspended  before  a patient's  face, 
by  a slight  turning  of  the  head,  by 
a toe  or  finger  switch,  or  by  an  eye- 
movement  switch. 

The  leader  of  the  institute  team 
said,  “Quadriplegics  and  multiple  am- 
putee patients  are  almost  totally  de- 
pendent upon  support  from  patient  care 
personnel  for  any  activities  or  interests 
in  which  they  can  participate.” 

“The  morale  of  such  patients  is 
markedly  improved  and  the  demands 
on  patient  care  personnel  are  greatly 
relieved  by  any  device  or  procedure 
which  generates  self-sufficiency  capa- 
bilities,” he  said.  “The  extreme  limita- 
tions of  the  quadriplegic  and  the  short- 
age of  patient  care  personnel  have  be- 
come significant  medical  problems.” 

A prototype  of  the  control  system 
has  been  shipped  to  the  Marshall 
Space  Flight  Center  in  Huntsville,  Ala., 
Dr.  Culclasure  reported.  It  will  be  used 
in  the  Huntsville  Hospital,  where  a spe- 
cial room  has  been  set  aside  for  the 
application  of  aerospace  technology  to 
actual  patient  care. 

The  prototype  unit  has  only  six  chan- 
nels whereby  a patient  can  control  var- 


ious appliances.  Dr.  Culclasure  said,  but 
an  operational  unit  could  offer  a larger 
number. 

The  Hot  Springs  Rehabilitation  Cen- 
ter in  Arkansas  initiated  the  research 
which  culminated  in  the  new  control 
system.  The  center  asked  the  institute 
team  about  the  possibilities  for  control 
methods  other  than  the  NASA-de- 
veloped eye-movement  switch,  which 
some  patients  find  uncomfortable. 

Stay  free  of  deadly  germs: 
give  away  dirty  money! 

Money  is  truly  dirty,  according  to  an 
article  in  the  Feb.  28,  1972,  issue  of 
the  Journal  of  the  American  Medical 
Association. 

Two  medical  sleuths  with  numis- 
matic leanings  borrowed  62  pennies, 
38  nickels,  27  dimes,  33  quarters,  and 
fifty  paper  bills  of  small  denomination, 
with  no  discrimination  as  to  age,  sex, 
color,  or  religion  of  the  lender,  so  the 
results  would  be  unbiased.  They  then 
cultured  the  coins  and  bills.  They  dis- 
covered that  13%  of  the  coins  and 
42%  of  the  bills  were  contaminated 
by  potentially  disease-causing  bac- 
teria. Pennies,  nickels,  and  small-de- 
nomination paper  bills  were  more  of- 
ten contaminated  than  larger  coins 
and  bills,  a fact  they  explained  was 
logically  due  to  the  rapid  turnover  and 
frequent  exchange  of  small  coins  and 
bills. 

The  investigators  offered  these 
tongue-in-cheek  “Rules  to  Stay  Sterile 
By”: 

1.  “Keep  your  money  in  the  bank. 

2.  “If  you  must  carry  money,  carry 
only  large  bills,  preferably  the  $50  and 
$100  denominations. 

3.  “Don’t  make  change. 

4.  “Keep  your  hands  out  of  your 
pockets.  (We  have  no  suggestions  as 
to  where  else  you  might  keep  them). 

5.  “Get  rid  of  your  money  rapidly. 
(This  isn’t  much  of  a problem  for  most 
of  us). 

6.  “Campaign  against  piggy  banks. 
(Particularly  for  children.  They  will  be 
contaminated  soon  enough  anyway.)” 

The  authors — Drs.  Berel  L.  Abrams 
and  Norton  G.  Waterman  from  the 
department  of  surgery.  University  of 
Louisville  School  of  Medicine,  Ky. — 
suggested,  “In  order  to  further  this 
research,  we  will  accept  and  examine 
any  money  sent  to  us.  If  it  is  found  to 
be  contaminated,  we  have  facilities  for 
its  safe  disposal.” 
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SUSPENSION,  500  mg  per  5 cc 


You’ll  rely  on  MINTEZOL  (Thiabendazole, 
MSD)  often  for  pinworm  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action-against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 
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TEXAS  MEDICINE 


Contraindications:  History  of  hypersensi- 
tivity to  thiabendazole. 

Warnings:  If  hypersensitivity  reactions  oc- 
cur, drug  should  be  discontinued  immedi- 
ately and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thia- 
bendazole therapy;  in  severe  cases  (Stevens- 
Johnson  syndrome),  fatalities  have  oc- 
curred. Because  CNS  side  effects  may 
occur  quite  frequently,  activities  requir- 
ing mental  alertness  should  be  avoided. 
Safe  use  in  pregnancy  or  lactation  has  not 
been  established. 

Precautions:  Ideally,  supportive  therapy  is 
indicated  for  anemic,  dehydrated,  or  mal- 


nourished patients  prior  to  initiation  of  an- 
thelmintic therapy.  In  presence  of  hepatic 
or  renal  dysfunction,  patients  should  be 
carefully  monitored. 

Adverse  Reactions:  Most  frequently  en- 
countered are  anorexia,  nausea,  vomiting, 
and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness, 
drowsiness,  giddiness,  and  headache  have 
occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blur- 
ring of  vision,  xanthopsia;  hypotension, 
collapse;  enuresis;  transient  rise  in  cepha- 
lin  flocculation  and  SCOT;  perianal  rash, 
cholestasis  and  parenchymal  liver  damage; 


hyperglycemia;  transient  leukopenia;  mal- 
edor  of  the  urine,  crystalluria,  hematuria; 
appearance  of  live  Ascaris  in  the  mouth 
and  nose.  Hypersensitivity  reactions  in- 
clude: fever,  facial  flush,  chills,  conjunc- 
tival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (includ- 
ing Stevens-Johnson  syndrome),  and  lymph- 
adenopathy. 

Supplied:  Suspension,  containing  500  mg 
thiabendazole  per  5 cc,  in  bottles  of  120  cc. 
For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co  , Inc., 
West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 
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Gantanol 


and  0.5  Gm  sulfamethoxazole. 


For  the  infection 
you^re  aware  of 


Decisive  dual  action  relieves  symptoms,  controls  infection 

Urgency,  frequency,  dysuria— these  are  the  distressing 
symptoms  of  cystitis  for  which  she  wants  immediate  relief.  But 
rapid  control  of  the  infection  is  equally  important  to  both  patient 
and  physician.  This  is  the  situation  that  demands  dual-action  Azo 
Gantanol : the  analgesic  action  of  Azo  (phenazopyridine  HCl)  for 
rapid  relief  of  pain,  the  antibacterial  action  of  Gantanol® 
(sulfamethoxazole)  to  control  the  bladder  infection. 

Rapid  antibacterial  action/ around-the-clock  coverage 

In  from  2 to  3 hours  after  the  initial  2-Gm  adult  dose  of 
Azo  Gantanol,  therapeutic  blood  and  urine  levels  begin  to  control 
susceptible  E.  coli  as  well  as  susceptible  gram-negative  and 
gram-positive  pathogens.  Subsequent  b.i.d.  doses  maintain  anti- 
bacterial levels  throughout  a 24-hour  period— especially  important 
to  help  control  bacterial  build-up  in  urine  retained  during  sleeping 
hours.  The  usual  precautions  in  sulfonamide  therapy,  including 
maintenance  of  adequate  fluid  intake,  should  be  observed.  The 
most  common  side  effects  are  nausea,  vomiting  and  diarrhea. 

She’ll  feel  better  while  she  gets  better 

As  the  antibacterial  action  of  Gantanol  begins  to  control  the 
infection,  the  analgesic  action  of  the  Azo  component  starts  relieving 
the  symptoms  associated  with  her  infected,  inflamed  and  irritated 
bladder.  In  acute,  nonobstructed  cystitis— when  rapid  relief  of 
symptoms  and  early  control  of  infection  are  essential— prescribe 
Azo  Gantanol,  the  basic  therapy  that  helps  your  patient  feel 
better  while  she  gets  better. 

In  acut^ainfiil  nonobstructed  cystitis 

Azo  Gantanol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCl. 


basic  therapy 


<s> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently, 

Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note: 

Carefully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  for  patients 
already  taking  sulfonamides.  Increasing  frequency  of 
resistant  organisms  currently  is  a limitation  of  the 
usefulness  of  antibacterial  agents.  Blood  levels  should 
be  measured  in  patients  receiving  sulfonamides  for 
serious  infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/ 100  ml  is  considered 
optimal  for  serious  infections;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse 
reactions  occur  more  frequently  above  this  level. 
Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCl 
" ¥ component. 

yr  Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not  been 
thoroughly  investigated.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported;  clinical  signs 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  indications  of  serious  blood  disorders. 
Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  should  be  performed 
frequently  during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  latter, 
hemolysis,  a frequently  dose-related  reaction,  may 
occur.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias: 
agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  anorexia, 
pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  and  miscellaneous  reactions:  drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due  to 
certain  chemical  similarities  with  some  goitrogens, 
diuretics  (acetazolamide  and  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and 
hypoglycemia.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infection  is  4 tablets  initially, 
then  2 tablets  morning  and  evening.  If  pain  persists 
beyond  seven  days,  causes  other  than  infection  should 
be  sought.  After  relief  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCl)  will  color  the  urine  soon 
after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCl, 
bottles  of  100  and  500. 
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When  doctors  speak . . 
Medicenter  listens. 


Medicenters  are  dedicated 
to  the  finest  in  sub-acute  pa- 
tient care  for  short  term  re- 
covery from  illness  or  injury. 
We  recognize  and  practice  the 
fact  that  each  of  our  patients 
is  under  the  supervision  of  his 
or  her  personal  physician. 


Based  upon  recommenda- 
tions we’ve  received  from  many 
physicians,  we  arrange  and 
provide  for  easy  transfer  from 
hospital  to  Medicenter.  We’re 
conveniently  located  close  to 
hospital  complexes.  Our  forms 
and  charts  are  thorough  but 


simplified.  We  have  a fully- 
equipped  and  staffed  physical 
therapy  department.  Lab,  X- 
ray  and  pharmacy  services  are 
available. 

That’s  why  we  say  “when 
doctors  speak... Medicenter  lis- 
tens.” May  we  hear  from  you? 


Medicenter  of  America 


1314  Third  Street 
Corpus  Christi,  Texas  78404 


2301  North  Oregon  Street 
El  Paso,  Texas  79902 


815  Eighth  Avenue 
Fort  Worth,  Texas  76104 
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TEXAS  MEDICINE 


ALL  IN  HIS  HEAD: 

Watery  Eyes 

ALLIN'ORNADEl 

Drying  Agent 

( isopropamide, 
as  the  iodide— 

/ Nasal 

2.5  mg.) 

X Congestion 

Decongestant  - — 

(phenylpropanol- 
amine HCl  — 50  mg.) 

Antihistamine  — 

( chlorpheniramine 
maleate— 8 mg.) 

Runny  Nose 

THE  COLD 

THE 

SYMPTOMS 

INGREDIENTS 

THAT 

HENEEDS 

MAKE  HIM 

FOR  PROLONGED 

MISERABLE 

RELIEF 

Before  prescribing,  see  complete  prescribing  information  in  Effect  on  FBI  Determination  and  Uptake:  Isopropamide 

SK&F  literature  or  FDR.  iodide  may  alter  FBI  test  results  and  will  suppress  uptake. 


Indications:  Upper  respiratory  congestion  and  hypersecretion  Substitute  thyroid  tests  unaffected  by  exogenous  iodides, 
associated  with  the  common  cold;  acute  and  chronic  sinusitis;  Precautions:  Use  cautiously  in  persons  with  cardiovascular 

vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever,  " etc.).  disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 


Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 


Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 


Usage  in  Fregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 


Supplied;  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


Trademark 


ORNADE  SPANSULE 


® 


Each  capsule  contains  8 mg  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of  sustained  release  capsules 


UNCOMMON  RELIEF  FOR  COLD  SYMPTOMS 


OR-203 


Old  winner, 
new  bottle. 


DBI®  phenformin  HCI 
tablets  of  25  mg. 

DBI-TD@  phenformin  HCI 
capsules  of  SO  and  100  mg. 

Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  second- 
ary; adjunct  to  insulin  therapy  of  unstable 
diabetes  mellitus. 

Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile 
diabetes  mellitus  that  is  uncomplicated  and 
well  regulated  on  insulin;  acute  complica- 
tions of  diabetes  mellitus  (metabolic  acido- 
sis, coma,  infection,  gangrene);  during  or 
immediately  after  surgery  where  insulin  is 
indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 
hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be 
avoided. 

Precautions:  1.  Starvation  Ketosis:  This 
must  be  differentiated  from  “insulin  lack” 
ketosis  and  is  characterized  by  ketonuria 


which,  in  spite  of  relatively  normal  blood 
and  urine  sugar,  may  result  from  excessive 
phenformin  therapy,  excessive  insulin  reduc- 
tion, or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate 
this  state.  Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recom- 
mended in  the  presence  of  azotemia  or  in 
any  clinical  situation  that  predisposes  to 
sustained  hypotension  that  could  lead  to 
lactic  acidosis.  To  differentiate  lactic  acido- 
sis from  ketoacidosis,  periodic  determina- 
tions of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  sta- 
bilized on  phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable.  If  elec- 
trolyte imbalance  is  suspected,  periodic 
determinations  should  also  be  made  of  elec- 
trolytes, pH,  and  the  lactate-pyruvate  ratio. 
The  drug  should  be  withdrawn  and  insu- 
lin, when  required,  and  other  corrective 
measures  instituted  immediately  upon  the 
appearance  of  any  metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypoglycemic 
reactions  are  rare  when  phenformin  is  used 
alone,  every  precaution  should  be  observed 
during  the  dosage  adjustment  period  particu- 
larly when  insulin  or  a sulfonylurea  has 
been  given  in  combination  with  phenformin. 
Adverse  Reactions:  Principally  gastrointes- 
tinal; unpleasant  metallic  taste,  continuing 
to  anorexia,  nausea  and,  less  frequently, 
vomiting  and  diarrhea.  Reduce  dosage  at 
first  sign  of  these  symptoms.  In  case  of  vom- 
iting, the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been 
reported,  as  have  gastrointestinal  symptoms 
such  as  anorexia,  nausea  and  vomiting  fol- 
lowing excessive  alcohol  intake. 
(B)98-146-103-C 


For  complete  details,  including  dosage. 


please  see  full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 

Distributors 


DBI-  8345-9 


TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DISEASE 
ASSOCIATION;  TEXAS  THORACIC  SOCIETY 

April  21-22  are  the  dates  of  the  annual  meetings  of  the  Texas 
Tuberculosis  and  Respiratory  Disease  Association  and  the  Texas 
Thoracic  Society.  The  joint  meeting  will  be  held  at  the  Villa 
Capri  Motor  Hotel  in  Austin,  and  will  feature  guest  speakers 
Dr.  John  A.  Pierce,  University  of  Washington,  St.  Louis;  and 
Dr.  Jonathan  Ostrow,  Pirland  Hospital,  Seattle.  Presentations 
during  the  meeting  will  be  “Familial  Emphysema,”  “Rifampin 
— The  New  Tuberculosis  Drug,”  “Alpha-l-Antitrypsin  Deficien- 
cy: A Genetic  Factor  Associated  with  Emphysema,”  “The  INH 
Toxicity  Controversy:  Where  Does  Chemoprophylaxis  Stand 
Now,”  “Management  of  Patients  with  Bullous  Disease  of  the 
Lung,”  and  “Three  Years’  Experience  with  Contract  Care  of 
Tuberculosis  Patients  in  a General  Hospital.”  A symposium  on 
tuberculosis  chemotherapy,  a panel  session  on  tuberculosis  today, 
and  selected  paper  presentations  on  pulmonary  research  being 
conducted  in  Texas  are  scheduled.  Respiratory  disease,  tubercu- 
losis, anti-smoking,  air  pollution,  and  general  health  will  be 
emphasized  in  the  Commimity  Health  Section  of  the  program. 
Contact:  Fran  McDonald,  2406  Manor  Road,  Austin  78722,  pro- 
gram associate. 


SIXTH  TEXAS  CONFERENCE  OF 
PHYSICIANS  AND  NURSES 

Sponsored  by  Texas  Medical  Association  and  Texas  Nurses 
Association,  the  Sixth  Texas  Conference  of  Physicians  and 
Nurses  will  be  held  April  8-9  at  the  Hilton  Palacio  del  Rio  Hotel 
in  San  Antonio.  Theme  of  this  year’s  conference  is  “Changing 
Concepts  in  Nursing  Education/Nursing  Practice.”  All  inter- 
ested physicians  are  encouraged  to  attend. 

Contact:  Dr.  Ted  H.  Forsythe,  Chairman,  Texas  Medical  Asso- 
ciation Comnaittee  on  Nursing,  1801  N.  Lamar  Blvd.,  Austin 
78701. 


SAMA  UTMB-NATIONAL  STUDENT  RESEARCH  FORUM 

The  Twelfth  Annual  Student  American  Medical  Association- 
University  of  Texas  Medical  Branch  National  Student  Research 
Forum  will  be  held  April  20-22  at  the  Medical  Branch  in  Galves- 
ton. Guest  speakers  will  be  Dr.  John  Hogness,  president,  Insti- 
tute of  Medicine,  National  Academy  of  Sciences,  Washington, 
DC;  and  Dr.  Howard  P.  Rome,  senior  consultant  in  psychiatry, 
Mayo  Graduate  School  of  Medicine,  Rochester,  Minn.  Research 
by  medical  students,  graduate  students  in  the  health  sciences, 
interns  and  residents  will  be  presented,  and  awards  will  be 
given  for  outstanding  research  accomplishments. 

Contact:  James  L.  Copeland,  Jr.,  Rm.  207,  Libbie  Moody  Thomp- 
son Basic  Sciences  Bldg.,  UT  Medical  Branch,  Galveston  77550. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

AMERICAN  ACADEMY  OF  PSYCHO- 
ANALYSIS has  scheduled  its  annual  meet- 
ing at  the  Sheraton-Dallas  Hotel  in  Dallas, 
April  28-30.  “Developmental  Aspects  of 
Psychological  Disturbances”  -will  be  the 
keynote  address.  Other  topics  to  be  dis- 
cussed are  “The  Dilemma  and  the  Chal- 
lenge of  Being  Schizophrenic,”  “Anthro- 
pological Structure  of  Depression,”  “The 
Schizophrenic  Child  and  his  Parents,” 
“Catatonic  Children,”  and  “Depression 
Following  Psychotic  Episodes:  A Response 
to  the  Challenge  of  Change?”  Contact: 
Charlotte  Bruskin,  40  Gramercy  Park  N., 
New  York  10010,  executive  secretary. 

ARTHRITIS  FOUNDATION,  EL  PASO- 
SUN  COUNTRY  CHAPTER,  will  present 
a Symposium  on  Rheumatic  Diseases,  Ap- 
ril 20-22,  in  El  Paso.  Diagnosis  and  man- 
agement of  rheumatoid  arthritis,  synovec- 
tomy in  children  with  arthritis,  complica- 
tions in  rheumatoid  arthritis,  clinical  ex- 
I)eriences  with  immuno-suppressive  drugs, 
and  surgical  management  of  the  hand,  the 
hips,  and  the  lower  extremities  will  be  dis- 
cussed, Also  scheduled  are  films  on  hand 
surgery  in  rheumatoid  arthritis,  self-help 
devices  for  patients  with  arthritis,  physi- 
cal joint  examination  of  the  arthritis  pa- 
tient, and  surgery  of  the  rheumatoid  foot. 
Contact:  Dr.  Charles  P.  Cavaretta,  416  E. 
Yandell,  Rm.  306,  El  Paso  76902,  chair- 
man, medical  advisory  committee. 

HARRIS  COUNTY  MEDICAL  SOCIETY 
and  American  Medical  Association  will  pre- 
sent the  First  National  Symposium  on 
Community  Emergency  Medical  Services, 
May  26-27,  at  the  Astroworld  Hotel  in 
Houston.  The  goals  of  the  symposium  are 
to  explore  how  a conununity  can  develop  a 
comprehensive  emergency  medical  program, 
to  review  the  role  of  local,  state  and  na- 
tional medical  organizations  in  the  devel- 
opment of  these  programs,  and  to  assess 
the  resources  available  to  accomplish  the 
goals.  How  to  reach  the  community,  the 
role  of  local  and  state  health  departments, 
the  role  of  the  Department  of  Health, 
Education  and  Welfare,  development  and 
design  of  the  emergency  center,  the  devel- 
opment and  future  of  emergency  room  phy- 
sicians, and  communications  systems  are 
among  subjects  to  be  covered.  Contact: 
Harris  County  Medical  Society,  400  Jesse 
H.  Jones  Library  Bldg.,  Texas  Medical 
Center,  Houston  77026. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses  on  p.  41. 
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SOUTH  CENTRAL  ASSOCIATION  OF 
BLOOD  BANKS  will  meet  in  Dallas,  April 
12-14.  The  annual  meeting  is  scheduled  at 
the  Sheraton-Dallas  Hotel,  and  will  fea- 
ture presentations  on  antibody  specificity 
in  hemolytic  anemia,  special  problems  en- 
countered in  compatibility  testing  of  car- 
diovascular surgery  patients,  blood  groups 
and  disease,  a summary  of  experiences 
with  blood  salvage  and  reinfusion,  review 
of  biochemical  reactions  of  hemolytic  trans- 
fusion reactions,  coagulation,  fibrinolysis, 
and  problems  associated  with  supplying 
blood  for  open  heart  surgery.  Contact: 
Elsie  Howard,  2109  Commerce  St.,  Dallas 
75201,  executive  secretary. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  FACIAL 
PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GERY will  meet  in  Palm  Beach,  April 
23-25.  Presentations  during  the  scientific 
sessions  will  be  “The  Total  Concept  of 
Rhinoplasty,”  “Congenital  Abnormalities  of 
the  Middle  Third  of  the  Face  and  Orbit,” 
“Dermatologic  Surgical  Procedures  of  Plas- 
tic Import,”  “Success  or  Failure  in  Hair 
Transplants,”  “Acute  Management  of  Fa- 
cial Burns,”  “Maxillofacial  Prosthetics,” 
“The  Technical  Aspect  of  Rhinoplasty,” 
“Facial  Clefts,”  “Problems  in  Cleft  Lip 
and  Palate  Surgery,”  and  “The  Strategy 
of  Facial  Incisions.”  Contact:  Dr.  Carl  N. 
Patterson,  1110  W.  Main  St.,  Durham  NC 
27701,  secretary. 

AMERICAN  ACADEMY  OF  NEUROLOGY, 
meeting  in  St.  Louis,  April  24-29,  will 
feature  symi)Osiums  on  Parkinson’s  dis- 
ease, child  neurology,  muscle  disease,  the 
epidemiology  of  neurological  diseases,  and 
neurochemistry.  The  general  science  ses- 
sion of  the  meeting  will  involve  all  as- 
pects of  neurology.  Contact:  Stanley  A. 
Nelson,  4006  W.  65th  St.,  Minneapolis 
66436,  executive  secretary. 


AMERICAN  ACADEMY  OF  PEDIATRICS’ 
spring  session  is  scheduled  for  April  24-27 
in  San  Diego.  The  scientific  program  will 
feature  panels  and  ssrmposia  on  meningo- 
coccal infections,  current  concepts  in  pe- 
diatric cardiology,  problems  of  the  adoles- 
cent, pediatric  emergencies,  respiratory 
distress  syndrome,  immunologic  deficiency 
disease,  current  concepts  in  infectious  dis- 
eases, and  genetics.  Topics  of  round  table 
discussions  are  allergy,  renal  disease,  pe- 


diatric endocrinologry,  coccidioidomycosis, 
intestinal  infections,  and  management  of 
urinary  tract  infections  in  childhood.  Con- 
tact: Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60204,  executive  direc- 
tor. 


AMERICAN  COLLEGE  HEALTH  ASSO- 
CIATION’S annual  meeting,  “Resources 
for  Health,”  will  take  place  at  the  Re- 
gency Hyatt  House  in  Atlanta,  April  4-7. 
The  program  is  designed  to  provide  those 
in  the  college  and  university  health  field 
with  an  opportunity  to  assess  the  role 
which  college  and  university  health  pro- 
fessionals and  their  programs  might  play 
in  newly  developing  resources  for  health. 
The  practical  aspects  of  the  development 
of  a health  program  for  the  academic 
community  will  be  emphasized  in  the  gen- 
eral sessions.  Position  papers  dealing  with 
the  process  of  utilizing  the  resources  for 
health  of  an  academic  community  will  be 
discussed  by  a panel  of  reactors.  Contact: 
James  W.  Dilley,  2807  Central  St.,  Evan- 
ston, 111.  60201,  executive  director. 


AMERICAN  COLLEGE  OF  PHYSICIANS 
has  scheduled  its  63rd  annual  session  in 
Atlantic  City,  April  17-21,  Papers  will  be 
presented  on  endocrinology  and  metabo- 
lism, gastroenterology,  hematology,  infec- 
tious diseases  and  allergy,  neoplasia,  neu- 
rology, pulmonary  disease,  rheumatology 
and  immunology,  and  delivery  of  health 
care.  A special  feature  of  the  scientific 
program  will  be  lectures  on  special  areas  of 
immunology.  Panel  discussions  will  cover 
management  of  inoperable  cancer,  medical 
management  of  renal  stones,  disseminated 
intravascular  coagulation  states,  the  clini- 
cal value  of  blood  level  measurements  of 
drugs,  and  recognition  and  management  of 
pulmonai’y  embolism.  Contact:  Dr.  Edward 
C.  Rosenow,  Jr.,  4200  Pine  St.,  Philadel- 
phia 19104,  executive  vice  president. 


AMERICAN  COLLEGE  OF  RADIOLOGY’S 
49th  annual  meeting  and  teachers  confer- 
ence has  been  scheduled  for  April  3-8  at 
the  Fontainbleau  Hotel  in  Miami  Beach. 
“Malpractice  and  the  Radiologist”  is  the 
title  of  a panel  presentation  which  will 
feature  discussions  of  national  medical  mal- 
practice, radiology  malpractice  hazards, 
hazards  in  diagnostic  radiology,  hazards  in 
therapeutic  radiology,  the  radiologist  as  a 
client,  and  the  radiologist  as  a target. 
Contact:  William  C.  Stronach,  20  N. 


Wacker  Dr.,  Chicago  60606,  executive  di- 
rector. 


AMERICAN  GERIA’TRICS  SOCIETY  will 
hold  its  annual  meeting  at  the  Americana 
Hotel  in  New  York  City,  April  6-6.  The 
scientific  sessions  will  include  special 
award  lectures  on  major  issues  in  geriat- 
ric medicine,  reports  on  clinical  research 
in  the  field  of  geriatrics,  and  panel  dis- 
cussions on  topics  of  general  interest  to 
clinicians  caring  for  geriatric  patients. 
Contact:  Dr.  Edward  Henderson,  10  Co- 
lumbus Circle,  New  York  10019,  executive 
director. 


AMERICAN  INDUSTRIAL  HEALTH  CON- 
FERENCE, the  joint  annual  meetings  of 
Industrial  Medical  Association  and  Ameri- 
can Association  of  Industrial  Nurses,  is 
scheduled  for  April  17-20  in  Philadelphia. 
Features  of  the  conference  are  a sympo- 
sium on  occupational  medicine  in  ecology, 
and  panel  sessions  on  industrial  audiom- 
etry, cultural  and  social  aspects  of  health 
and  illness,  common  problems  of  the  up- 
per extremities  in  industry,  drug  and  al- 
cohol abuse  problems,  toxicology  for  the 
industrial  physician,  management  of  coro- 
nary artery  disease:  sudden  death,  acute 
myocardial  infarction,  and  the  survivors, 
and  periodic  health  examinations  in  indus- 
try. Contact:  Howard  N.  Schulz,  160  N. 
Wacker  Dr.,  Chicago  60606,  executive  di- 
rector. 


AMERICAN  MEDICAL  ASSOCIATION’S 
Council  on  Medical  Service  will  sponsor 
the  6th  National  Congress  on  the  Socio- 
Economics  of  Health  Care,  April  6-8,  in 
Ft.  Lauderdale,  Fla.  “Health  Services  in 
the  70’s”  is  the  theme  of  the  congress.  The 
impact  of  government  dollars  in  payment 
for  health  care,  the  changing  role  and 
characteristics  of  insurance  companies  and 
prepaid  group  practice  plans,  and  physi- 
cians’ relationships  to  varying  payment 
mechanisms  are  topics  to  be  covered  in  a 
session  on  “The  Mix  of  Health  Care  Fi- 
nancing.” A session  entitled  “Structure  of 
Health  Care  Delivery”  will  cover  govern- 
ment’s organization  of  health  services  and 
health  needs  of  the  poor  and  aging  in  its 
discussions:  and  medical  education’s  new 
look,  expanding  the  health  team,  and  dif- 
ferent directions  and  patterns  in  emer- 
gency medical  services  will  be  reviewed  in 
a session  on  “Meeting  the  Challenge  to 
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Improved  Services.”  Contact:  Council  on 
Medical  Service,  AMA,  635  North  Dear- 
born St.,  Chicago  60610. 


AMERICAN  SOCIETY  OF  ABDOMINAL 
SURGEONS’  13th  Clinical  Congress  has 
been  set  for  April  22-26  in  Chicago.  Pul- 
monary complications  associated  with  sur- 
gery, prevention  and  treatment  of  cardiac 
arrest,  radiological  diagnosis  of  jaundice, 
ovarian  tumors,  uterine  malignancies,  vol- 
vulus of  the  colon,  carcinoma  of  the  rec- 
tum, upper  gastrointestinal  tract  bleeding, 
abdominal  tumors  in  children,  irradiation 
enteritis  and  colitis,  irradiation  therapy 
for  gastrointestinal  malignancies,  and  ab- 
dominal trauma  as  seen  by  the  gynecolo- 
gist, urologist,  procto-colon  surgeon,  and 
general  surgeon  are  some  of  the  subjects 
to  be  covered.  Contact:  Dr.  Blaise  F.  Al- 
fano,  676  Main  St.,  Melrose,  Mass.  02176, 
executive  secretary. 


AMERICAN  SOCIETY  OF  INTERNAL 
MEDICINE  announces  its  annual  meeting 
in  Atlantic  City  on  April  14-16.  “Count- 
down on  National  Health  Insurance”  is 
the  theme  of  the  meeting,  and  keynote 
si>eaker  will  be  Rep.  Wilbur  Mills,  Chair- 
man of  the  House  Ways  and  Means  Com- 
mittee, Washington.  DC.  “Assessment  of 
the  Pressures:  A Prognostication,”  is  the 
title  of  a panel  session  in  which  partici- 
pants will  study  and  evaluate  various  na- 
tional health  insurance  bills.  Contact:  Wil- 
liam R.  Ramsey,  525  The  Hearst  Bldg., 
San  Francisco  94103,  executive  director. 


STUDENT  AMERICAN  MEDICAL  ASSO- 
CIATION will  hold  its  22nd  annual  meet- 
ing at  the  Biltmore  Hotel  in  Los  Angeles, 
April  28-May  1.  Program  highlights  in- 
clude educational  and  project  workshops  on 
such  current  issues  as  national  health  in- 
surance, doctor  draft,  drug  abuse,  popula- 
tion, and  medical  education.  Contact: 
SAMA,  1400  Hicks  Rd.,  Rolling  Meadows, 
111.  60008. 


UNITED  STATES  MEXICO  BORDER  PUB- 
LIC HEALTH  ASSOCIATION  will  hold  its 
annual  meeting,  April  17-21,  in  Chihuahua, 
Mex.  Sections  on  preventive  medicine,  en- 
vironmental health,  special  public  health 
services,  and  general  public  health  serv- 
ices are  scheduled,  as  well  as  special  ses- 
sions on  venereal  diseases,  tuberculosis, 
zoonoses,  and  nursing.  Contact:  Dr.  Jorge 
Jimenez-Gandica,  509  US  Court  House,  El 
Paso  79901,  secretary. 


ALSO  IN  APRIL 

■ AMERICAN  ASSOCIA'nON  OF  ANATOMISTS,  Dal- 
las, April  3-6,  1972.  Dr.  Russell  T.  Woodbume,  Dept,  of 
Anatomy,  University  of  Michigan  Medical  School,  4643 
Medical  Science  Bldg.,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  BOARD  OF  FAMILY  PRAC'nCE,  April 

29- 30,  1972.  Dr.  Nicholas  J.  Pisacano,  University  of 
Kentucky  Medical  Center,  Annex  No.  2,  Room  229, 
Lexington  40506,  Sec. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Puer- 
to Rico,  April  13-18,  1972.  Dr.  Carl  T.  Nelson,  161  Ft. 
Washington  Ave.,  New  York  10032,  Pres. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Galveston, 
April  8,  1972.  Dr.  William  McDaniel,  215  W.  Blackstone, 
Alvin  77611,  Sec. 

INTERNA'nONAL  ACADEMY  OF  PROCTOLOGY,  San 
Diego,  April  7-14,  1972.  Dr.  Alfred  J.  Cantor,  147-41 
Sanford  Ave.,  Flushing,  NY  11366,  Exec.  Officer. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  INC.,  Kan- 
sas City,  Mo.,  April  11-14,  1972.  William  W.  Moore,  Jr., 
2 Park  Ave.,  New  York  10016,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  April 

30- May  3,  1972.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Austin, 
April  14-16,  1972.  Dr.  Beverly  Sutton,  4110  Guadalupe, 
Austin  78761,  Sec. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  nHE 
BASIC  SCIENCES,  Dallas,  Galveston,  Houston,  San  An- 
tonio, April  14-15,  1972.  Betty  Anderson,  1012  Sam  Hous- 
ton State  Office  Bldg.,  201  E.  14th  St.,  Austin  78701, 
Elxec.  Sec. 

■ TEXAS  SURGICAL  SOCIETY,  Dallas,  April,  1972. 
Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400,  Dallas 
75204.  Prog.  Chrmn. 

H THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  Min- 
eral Wells,  April  29,  1972.  Dr.  W.  H.  Neil,  800  Fifth 
Ave.,  Ft.  Worth  76104,  Sec. 


MAY 

AEROSPACE  MEDICAL  ASSOCIA’nON,  Bal  Harbour, 
Fla.,  May  8-11,  1972.  Dr.  Merrill  H.  Goodwin,  Washing- 
ton National  Airi>ort,  Washington,  DC  20001,  Sec. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS, 
Salt  Lake  City,  May  14-17,  1972.  Dallas  F.  Whaley,  29 
E.  Madison,  Suite  812,  Chicago  60602,  Exec.  Dir. 

AMERICAN  ASSOCIAnON  FOR  naORACIC  SUR- 
GEIRY,  Los  Angeles,  May  1-3,  1972.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suita  620,  Boston  02108,  Exec.  Sec. 
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■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  13,  1972.  Dr. 
Byron  N.  Dooley,  7703  Floyd  Curl  Dr.,  San  Antonio 
78229,  Prog.  Chrmn. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Chicago,  May  1-4,  1972.  Dr.  Michael 
Newton,  79  W.  Monroe,  Chicago  60603,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SPORTS  MEDICINE,  Phila- 
delphia, May  1-3,  1972.  Donald  E.  Herrmann,  1440  Mon- 
roe St.,  Madison,  Wis.  63706,  Exec.  Sec. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  20,  1972.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  76236,  Sec. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Dallas,  May  21-27,  1972.  Dr.  N.  C.  Hightower, 
Scott  and  White  Clinic,  Temple  76601,  Pres. 

AMERICAN  PEDIATRIC  SOCIETY.  Washington,  DC, 
May  21-26,  1972.  Dr.  C.  D.  Cook,  338  Cedar  St.,  New 
Haven.  Conn.  06614,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  Dallas. 
May  1-6,  1972.  Dr.  Walter  E.  Barton,  1700  18th  St.,  NW, 
Washington,  DC  20009,  Med.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  SOUTH- 
ERN BRANCH,  Hollywood.  Fla.,  May  10-12,  1972.  Fred- 
erick W.  Hering,  1026  S.  18th  St.,  Birmingham  36205, 
Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY.  INC.,  Carribean,  May  20-27,  1972.  Dallas  F. 
Whaley,  29  E.  Madison,  Suite  812,  Chicago  60602,  Exec. 
Dir. 

AMERICAN  THORACIC  SOCIETY,  Kansas  City,  Mo., 
May  21-24,  1972.  Robert  G.  Weymueller,  1740  Broadway, 
Now  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  INC..  Wash- 
ington, DC,  May  22-26,  1972.  Richard  J.  Hannigan,  1120 
N.  Charlee  St.,  Baltimore  21201,  Exec.  See. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May  11,  1972.  Dr.  Lewis  M. 
Heifer,  208  Medical  Prof.  Bldg.,  San  Antonio  78212, 
Prog.  Chrmn. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS.  INC.,  New  York  City,  May  18,  1972.  Dr. 
Wilfred  D.  David,  79  Madison  Ave.,  New  York  10016, 
Exec.  Dir. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION.  Kansas  City,  Mo.,  May  21-24, 
1972.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New  York 
10019,  Mng.  Dir. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Ft.  Worth,  May  21,  1972.  Judy 
Nichols,  PO  Box  166,  Stephenville  76401,  Exec.  Sec. 

■ SOUTHWESTERN  CONFERENCE  ON  DISEASES  IN 
NATURE  TRANSMISSIBLE  TO  MAN,  Houston,  May 
11-12,  1972.  Houston  City  Health  Department  Labora- 
tory, 1116  N.  Mac  Gregor,  Houston  77026. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Albuquer- 
que, May  1-4,  1972.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio. 
May  11,  1972.  Dr.  C.  F.  Miller.  Box  1388,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS,  San  Antonio,  May  1972.  Dr.  Philip  W.  Mal- 
lory, 7624  N.  Lamar,  Austin  78762,  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  An- 
tonio, May  13-14,  1972.  Dr.  Harold  L.  Dobson,  Hermann 
Hospital,  Houston  77025,  Prog.  Chrmn. 

■ TEXAS  DIABETES  ASSOCIATION,  San  Antonio,  May 
14,  1972.  Dr.  Harold  L.  Dobson,  Hermann  Hospital. 
Houston  77025,  Prog.  Chrmn. 


■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION. 
San  Antonio,  May  12,  1972.  Dr.  C.  Hunter  Montgomery, 
PO  Box  2180,  Houston  77027,  Prog.  Chrmn. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio, 
May  10-14,  1972.  C.  Lincoln  Williston,  1801  N,  Lamar 
Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION.  San 
Antonio,  May  11-14,  1972.  Dr.  John  C.  Kiippinger,  1616 
Ed  Carey  Dr.,  Harlingen  78660,  Prog.  Chrmn. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  13,  1972.  Dr.  Spencer  A.  Rowland,  lA  Med- 
ical Prof.  Bldg.,  San  Antonio  78212,  Prog.  Chrmn. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  12-13,  1972.  Dr.  Jesse  D.  Gomillion,  1802 
West  Wall,  Midland  78701,  Pres. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  12,  1972.  Dr.  Ar- 
thur E.  Grant,  7703  Floyd  Curl  Dr.,  San  Antonio  78229, 
Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY.  San  Antonio. 
May  11,  1972.  Dr.  Lewis  E.  Tucker,  804  M & S Tower, 
730  N.  Main,  San  Antonio  78206,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION.  San  Antonio, 
May.  1972.  Dr.  Earle  U.  Scharff,  Jr.,  800  Fifth  Ave., 
Ft.  Worth  76104,  Pres. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Antonio,  May  14,  1972.  Dr,  Howard  L,  Zauder,  7703 
Floyd  Curl  Dr.,  San  Antonio  78229,  Prog.  Chrmn. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  11,  1972.  Dr.  Thomas  O. 
Shindler,  1603  Hermann  Prof.  Bldg.,  Houston  77026, 
Prog.  Chrmn. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio.  May  12-13,  1972.  Dr.  Francis  A.  Morris,  Jr., 
3100  Red  River,  Austin  78705,  Prog.  Chrmn. 


JUNE 

AMERICAN  CANCER  SOCIETY,  National  Conference 
on  Cancer  Chemotherapy,  New  York  City,  Juno  1-3, 
1972.  Dr.  Sidney  L.  Arje,  219  East  42nd  St.,  New  York 
10017,  Coord. 

AMERICAN  CANCER  SOCIETY,  National  Conference 
on  Human  Values  & Cancer,  Atlanta,  June  22-24,  1972. 
Dr.  William  M.  Markel,  219  East  42nd  St.,  New  York 
10017. 

AMERICAN  MEDICAL  ASSOCIATION,  San  Francisco, 
June  18-22.  1972.  AMA,  636  N.  Dearborn  St.,  Chicago 
60610. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  Chicago, 
June  12-14,  1972.  Dr.  Samuel  A.  Trufant,  Cincinnati 
General  Hospital,  Cincinnati  45229,  Exec.  Sec. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION. 
T Vegas,  June  10-16,  1972.  Royce  Noland,  1166  15th 
St.,  NW,  Washington,  DC  20006,  Exec.  Dir. 

AMERICAN  PROCTOLOGIC  SOCIETY,  New  York  City, 
Juno  11-14,  1972.  Harrictte  Gibson,  320  W.  Lafayette, 
Detroit  48226,  Admin.  Sec. 

■ AMERICAN  RHEUMATISM  ASSOCIATION,  Dallas, 
June  7-10,  1972.  Lynn  Bonfiglio,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION,  San  Diego,  June 
11-16,  1972.  Helen  Brown  Schmidt,  919  N.  Michigan 
Ave.,  Chicago  60611,  Exec.  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver. 
July  21-22,  1972.  F.  C.  Schmidt,  1764  Gilpin,  Denver 
80218,  Exec.  V-Pres. 
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SOCIETY  OF  NUCLEAR  MEDICINE,  Boston,  July  11-14, 
1972.  Margaret  GIos.  211  E.  43rd  St.,  New  York  10017, 
Admin.  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Ft. 
Worth,  July  23-2G,  1972.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 


AUGUST 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY. 
Aspen,  August,  1972.  Dr.  Eric  G.  Comstock,  PO  Box  2666, 
Houston  77001,  Exec.  Dir. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Denver.  Aug.  19-22,  1972. 

Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Officer. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, DC,  Aug.  27-Sept.  2,  1972.  Lois  J.  James,  30  N. 
Michigan  Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Denver,  Aug.  23-25,  1972.  Creston  C.  Herold.  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec,  Officer. 

AMERICAN  HEALTH  CONGRESS,  Chicago,  Aug.  7-10, 
1972.  Daniel  S.  Schechter,  840  N.  Lake  Shore  Dr.,  Chi- 
cago 60611,  Prog.  Chrmn. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  Georgia, 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd.,  Lake  Bluff,  111.  60044,  Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  York  City,  Sept.  26-28,  1972.  Roger  Tusken,  Box 
8156,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  DaUas,  Sept.  26-29,  1972.  Dr.  C. 

M.  Kos,  16  Second  St.,  SW,  Rochester,  Minn.  65901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS. 
AtlanU.  Sept.  6-10,  1972.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  CANCER  SOCIETY.  INC.,  Seventh  National 
Cancer  Conference,  Loe  Angeles,  Sept.  27-29,  1972.  Dr. 
Sidney  L.  Arje,  219  E.  42nd  St.,  New  York  10017,  Coord. 

■ AMERICAN  HEART  ASSOCIATION.  TEXAS  AFFIL- 
IATE, INC.,  Houston,  Sept.  21-24,  1972.  Dudley  H.  Haf- 
ner,  PO  Box  9928,  Austin  78767,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Congress  on  Oc- 
cupational Health,  Chicago,  Sept.  11-12,  1972.  AMA,  636 

N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4.  1972.  John  W.  Andes.  616  Busse 
Highway,  Park  Ridge,  111.  60068,  Exec.  Sec. 

■ BLACKFORD  MEMORIAL  LECTURES,  Denison, 
Sept.  9,  1972.  Dr.  John  D.  Gleckler,  211  N.  Fannin. 
Denison  75020,  Chrmn. 

INTERNATIONAL  CONGRESS  OF  INTERNAL  MEDI- 
CINE. Boston,  Sept.  6-9,  1972.  Dr.  Thomas  A.  Warthin, 
4200  Pine  St.,  Philadelphia  19104,  Gen.  Chrmn. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Sept.  23,  1972.  Carlie  Umphres,  PO  Box  3276,  Ama- 
rillo 79106,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept. 
22-24,  1972.  C.  Lincoln  WUliston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  21-23, 
1972.  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Sec. 


WORLD  MEDICAL  ASSOCIATION,  INC.,  Amsterdam, 
Sept.  18-21,  1972.  Miss  M.  L.  Natwick,  10  Columbus  Cir- 
cle, New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  St.  Louis.  Oct.  16-20,  1972.  Joseph  J. 
Garvey,  PO  Box  10,  Joliet,  III.  60434,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Den- 
ver. Oct.  22-26,  1972.  Dr.  Alfred  Soffer,  112  E.  Chestnut. 
Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROER4TEROLOGY, 
Montreal,  Canada.  Oct.  16-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  2-6,  1972.  C.  Rollins  Hanlon,  66  E.  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco. 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson.  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION.  New  Orleans, 
Oct.  9-13,  1972.  Ruth  Yakel,  620  North  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

B AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Houston,  Oct.  12-14,  1972.  Margaret  H.  Henry, 
36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio  44094, 
Exec.  Sec. 

AMERICAN  FRACTURE  ASSOCIATION,  San  Francisco, 
Oct.  7-11.  1972.  Dr.  H.  W.  Wellmerling,  610  Griesbiem 
Bldg.,  Bloomington,  III.  61701,  Exec.  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs,  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION.  Air  Pollution 
Medical  Research  Conference,  Chicago,  Oct.  2-3,  1972: 
Environmental  Quality  and  Food  Supply,  Washington, 
DC.  Oct.  18-20,  1972.  AMA,  635  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans,  Oct.  16-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Las  Vegas,  Oct.  19-23,  1972. 
Dallas  F.  Whaley,  29  E.  Madison,  Suite  812,  Chicago 
60602,  Exec.  Dir. 

B ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Ft.  Worth,  October,  1972.  Frank  K. 
Woolley,  2111  Enco  Dr.,  Oak  Brook.  111.  60521,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA.  New  Orleans,  Oct.  16-18,  1972. 
Dr.  A.  E.  Brown,  601  Boylston  St.,  Boston  02117,  Exec. 
Sec. 

B EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS.  Ft.  Worth.  October, 
1972.  W.  E.  Russell,  4429  N.  Central  Expressway,  Dallas 
75206,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  23-25,  1972.  Alma  O'Donnell,  601  Northwest 
Expressway,  Oklahoma  City  73118,  Exec.  Officer. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  New  Or- 
leans. Oct.  1-3,  1972.  Annette  S.  Boutwell,  PO  Box  10387, 
Raleigh,  NC  27606,  Exec.  Officer. 

B TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Gal- 
veston, Oct.  16-19,  1972.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

B TEXAS  SURGICAL  SOCIETY,  San  Antonio,  October, 
1972.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400, 
Dailas  76204,  Sec. 
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What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that's  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUAITY  INOEMNnY  EXGHANBE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 
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CONTINUING  EDUCATION  COURSES 


CARDIOLOGY:  American  College  of  Phy- 
sicians will  present  “Cardiology  for  the 
Internist,”  April  5-7,  at  the  Methodist 
Hospital  in  Houston.  Baylor  College  of 
Medicine  is  cosponsoring  the  course. 
Coronary  artery  disease,  valvular  heart 
disease,  and  disturbances  in  cardiac 
conduction  and  cardiac  rhythm  will  be 
studied.  Workshops  will  cover  cardiac 
auscultation,  exercise  testing,  cardiac 
pathology,  cardiac  radiology,  and  elec- 
trocardiography. Tuition  fee  is  $80  for 
members  of  ACP;  $125  for  nonmem- 
bers. Contact:  Dr.  Henry  D.  McIntosh, 
Baylor  College  of  Medicine,  Texas  Medi- 
cal Center,  Houston  77025. 

NUCLEAR  MEDICINE:  A Course  in  Nu- 
clear Medicine — Its  Use  in  Defining 
Disease,  will  be  sponsored  by  UT  Grad- 
uate School  of  Biomedical  Sciences  at 
Houston,  Division  of  Continuing  Edu- 
cation; and  UT  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston.  The 
course  will  be  held  April  7-June  16,  and 
is  designed  for  physicians,  basic  scien- 
tists, and  technologists  interested  in 
the  use  of  isotopic  techniques  in  de- 
termining the  origin  and  extent  of  dis- 
ease in  various  organ  systems  of  the 
body. 

Ten  sessions  are  scheduled  and  will 
cover  thyroid,  liver,  brain,  pancreas, 
renal,  bone,  lung,  heart  and  in  vitro 
studies.  Tuition  fee  will  be  $100  and 
no  applications  will  be  accepted  after 
March  27  for  the  spring  course.  The 
course  will  be  repeated  in  the  summer, 
beginning  on  July  24.  For  more  infor- 
mation contact  the  Division  of  Contin- 
uing Education,  UT  Graduate  School  of 
Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025. 

PUBLIC  HEALTH:  Texas  State  Depart- 
ment of  Health  is  offering  the  following 
public  health  laboratory  workshops  in 
Austin: 

April  10-14 — Public  Health  and 
Medical  Bacteriology — a project 
designed  to  teach  laboratory  work- 
ers how  to  recognize  common  in- 
testinal protozoan  parasites. 

May  9-12 — Public  Health  and 
Medical  Mycology— a general  proj- 
ect in  the  morphology,  culture. 


and  identification  of  fungi  of 
public  health  importance. 

Admittance  to  all  workshops  is  by  prior 
registration.  There  is  no  registration 
fee.  Contact:  Dr.  J.  V.  Irons,  Director  of 
Laboratories,  Texas  State  Department 
of  Health,  1100  W.  49th  St.,  Austin 
78756. 


PEDIATRICS:  The  Children’s  Hospital 
Research  and  Education  Foundation  of 
the  Santa  Rosa  Medical  Center  at  San 
Antonio  announces  its  10th  Annual 
Teaching  Conference,  to  be  held  in 
conjunction  with  the  Department  of 
Pediatrics  of  The  University  of  Texas 
Medical  School  at  San  Antonio.  The 
conference  is  scheduled  for  April  15-16, 
and  is  acceptable  for  12  prescribed 
hours  of  credit  by  the  AAFP.  There  is 
no  fee  for  the  course. 

Guest  speakers  will  be  Dr.  Melvin  M. 
Grumbach,  University  of  California  Med- 
ical Center,  San  Francisco;  Dr.  J.  Alex 
Haller,  Johns  Hopkins  University  School 
of  Medicine,  Baltimore;  and  Dr.  Leo- 
nard Swischuk,  UT  Medical  Branch, 
Galveston.  Pediatric  radiology,  pediatric 
surgery,  and  general  pediatrics  will  be 
covered.  Contact:  Dr.  Howard  A.  Brit- 
ton, Chairman,  Department  of  Pediat- 
rics, Santa  Rosa  Medical  Center,  PO 
Box  7330,  Station  A,  San  Antonio 
78207. 


HEMATOLOGY:  A patient-problem-ori- 
ented course  for  the  family  practitioner 
and  internist,  dealing  with  practical 
questions  of  diagnosis  and  therapy  in 
common  hematological  problems,  will 
be  offered  by  UT  Medical  School  at 
San  Antonio,  April  19-June  7.  The 
course  will  be  conducted  on  8 consecu- 
tive Wednesdays  at  the  medical  school. 
Each  session  will  include  a 45-minute 
lecture,  followed  by  small  group  dis- 
cussions of  detailed  case  problems. 

Tuition  fee  is  $50  and  the  course 
is  acceptable  for  16  prescribed  hours 
by  the  AAFP.  Contact:  Dr.  David  A. 
Sears,  Associate  Professor,  Division  of 
Hematology  and  Oncology,  UT  Medical 
School  at  San  Antonio,  7703  Floyd  Curl 
Dr.,  San  Antonio  78229. 


ATHLETIC  INJURIES:  “Prevention  and 
Recognition  of  Athletic  Injuries”  is 
scheduled  for  April  22-23  at  the  Joe 
C.  Thompson  Conference  Center  in 
Austin.  Sponsored  by  UT  Medical 
School  at  San  Antonio,  and  cospon- 
sored by  Student  Health  Services,  UT 
at  Austin,  the  course  will  include  dis- 
cussions of  the  role  of  the  team  phy- 
sician, conditioning  of  athletes,  pre- 
season physical  examination,  injuries 
of  the  head  and  neck,  shoulder,  knee, 
ankle,  hand  and  wrist,  and  heat  stroke 
and  urologic  injuries.  Acceptable  for  12 
prescribed  hours  by  the  AAFP;  fee  is 
$50.  Contact:  Dr.  David  Green,  Assis- 
tant Professor  of  Orthopaedics,  UT  Med- 
ical School  at  San  Antonio,  7703  Floyd 
Curl  Dr.,  San  Antonio  78229. 

ORTHOPAEDICS:  April  27-29  are  the 
dates  for  a course  on  children’s  ortho- 
paedics, sponsored  by  the  orthopaedic 
department  of  St.  Luke’s  Episcopal  Hos- 
pital in  Houston.  The  course  will  be  pre- 
sented at  the  Warwick  Hotel  in  Hous- 
ton, with  presentations  on  the  nonoper- 
ative treatment  of  congenital  clubfoot; 
indications,  benefits  and  early  results 
of  autotransfusions  in  patients  under- 
going elective  surgery;  surgical  man- 
agement of  cerebral  palsy  of  the  upper 
extremity;  and  periosteal  reactions  and 
destructive  lesions  of  bones  and  joints 
in  children.  Panel  sessions  will  cover 
indications  for  the  operative  treatment 
of  the  flatfoot,  salvage  procedures  in 
the  hip  in  children,  and  evaluation  and 
treatment  of  congenital  anomalies  of 
the  tibia. 

Registration  fee  for  the  course  is 
$75.  Contact:  Dr.  W.  Malcolm  Gran- 
berry,  6624  Fannin  St.,  Houston  77025. 

PANCREAS:  A course  designed  to  pre- 
sent the  current  state  of  knowledge  of 
pancreatic  physiology  and  disease  has 
been  designed  by  the  American  Gas- 
troenterological Association,  and  will 
be  presented  May  21-22  at  the  Fair- 
mont Hotel  in  Dallas.  Sessions  on 
pancreatic  physiology  and  acute  and 
chronic  pancreatic  disease  are  planned. 
Contact:  Micki  Thomas,  AGA  Postgrad- 
uate Course,  6900  Grove  Rd.,  Thoro- 
fare,  NJ  08086. 
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When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gicaT  procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  elinieal  experience 
M’ith  Orinasc. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  w eight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinasc  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinasc  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know^  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinasc  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 
recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets  , 

(tolbutam  ide,  Upjoh  n) 


clan  daily,  and  during  the  first  month  report  at  least  once  weekly 
tor  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria.  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions. disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity;  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA71.1495  MEDB-S-S  LAO-B 
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write 

back. 


When  the  college  you  went 
to  writes  you  for  money,  write 
back.  Preferably  on  a check. 
That  degree  means  about 
a quarter  million  dollars  more 
in  lifetime  earnings  than  no 
degree  at  all. 

And  the  tuition  you  paid 
to  get  it  probably  only  covered 
about  a third  of  what  it  took 
to  educate  you. 

Today  tuition  takes  care  of 
even  less.  The  rest  has  to  come 
from  people  like  you. 

Write  back  to  the  college 
that  writes  you.  Give  back  a 
little  help. 

Give  to  the  college  of  your  choice. 
Now. 


Advertising  contributed  for  the  public  good. 


Pre-Sate  ® 

(chiorphentermine  HCl) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

indications:  Pre-Sate  (chiorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (/.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chiorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types;  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine  oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chiorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chior- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chior- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  It  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chiorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chiorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chiorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
05  mg  chiorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 

WARNER-CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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R-GP-21-B/W 


forthe  , 
practical 
t^neratkNi 
PiC'Sate 


thetrendis 
toward  our  kind 


Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  sthnulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


’ Vhat  makes 'DeproF  useful  for 
depressed  geriatric 
makes  it  useful 
for  younger 
patients  as  well 

• helps  ease  mild  to  moderate  nonpsychotic 
depression  and  related  anxiety 
helps  assure  a good  night’s  rest 


The  middle-aged  housewife 
who  can’t  stop  feeling  “blue,” 
who  worries  about  losing  her 
attractiveness  yet  neglects 
her  appearance;  reports 
vague  aches  and  pains,  dif- 
ficulty sleeping,  loss  of 
appetite. 


INDICATIONS:  Useful  in  the  management  of  depression,  both  acute 
(reactive)  and  chronic;  particularly  useful  in  the  less  severe  depressions 
and  where  the  depression  is  accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination;  also  useful  for  management  of  depression  and  associated 
anxiety  accompanying  or  related  to  organic  illnesses. 
CONTRAINDICATIONS:  Benactyzine  hydrochloride:  Glaucoma  and 
previous  allergic  or  idiosyncratic  reactions  to  benactyzine  hydrochloride 
or  related  compounds.  Meprobamate:  Acute  intermittent  porphyria  and 
allergic  or  idiosyncratic  reactions  to  meprobamate  or  related  compounds 
such  as  carisoprodol,  mebutamate,  tybamate,  carbromal. 

WARNINGS:  The  following  information  on  meprobamate  pertains  to 
‘Deprol’  (meprobamate  -i-  benactyzine  hydrochloride):  Meprobamate: 
Drug  Dependence:  Physical  and  psychological  dependence  and  abuse 
have  occurred.  Chronic  intoxication,  from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads  to  ataxia,  slurred  speech,  vertigo. 
Carefully  supervise  dose  and  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden  with- 
drawal after  prolonged  and  excessive  use  may  precipitate  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  withdrawal 
reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching,  confusional 
states,  hallucinosis;  rarely  convulsive  seizures,  more  likely  in  persons 
with  CNS  damage  or  pre-existent  or  latent  convulsive  disorders).  There- 
fore, reduce  dosage  gradually  (1-2  weeks)  or  substitute  a short-acting 


barbiturate,  then  gradually  withdraw.  Potentislly  Hazerdous  Tasks:  Driving 
a motor  vehicle  or  operating  machinery.  Additive  Effects:  Possible  addi- 
tive effects  between  meprobamate,  alcohol,  and  other  CNS  depressants 
or  psychotropic  drugs.  Pregnancy  and  Lactation:  Safe  use  not  established; 
weigh  potential  benefits  against  potential  hazards  in  pregnancy,  nursing 
mothers,  or  women  of  childbearing  potential.  Animal  data  at  five  times 
the  maximum  recommended  human  dose  show  reduction  in  litter  size 
due  to  resorption.  Meprobamate  appears  in  umbilical  cord  blood  at  or 
near  maternal  plasma  levels,  and  in  breast  milk  at  levels  2-4  times  that 
of  maternal  plasma.  Children  Under  Six:  Drug  not  recommended. 
PRECAUTIONS:  Meprobamate:  To  avoid  oversedation,  use  lowest  effec- 
tive dose,  particularly  in  elderly  and/or  debilitated  patients.  Consider  pos- 
sibility of  suicide  attempts;  dispense  least  amount  of  drug  feasible  at  any 
one  time.  To  avoid  excess  accumulation,  use  caution  in  patients  with  com- 
promised liver  or  kidney  function.  Meprobamate  may  precipitate  seizures 
in  epileptics. 

ADVERSE  REACTIONS:  Nausea,  dry  mouth,  other  g.i.  symptoms;  syn- 
cope; one  case  each  of  severe  nervousness  and  loss  of  power  of  concen- 
tration.The  following  side  effects, which  have  occurred  after  administration 
of  its  components  alone,  have  either  occurred  or  might  occur  when  the 
combination  is  taken.  Benactyzine  hydrochloride:  Benactyzine  hydro- 
chloride alone,  particularly  in  high  dosage,  may  produce  dizziness,  thought- 
blocking, a sense  of  depersonalization,  aggravation  of  anxiety,  or  distur- 


The  junior  executive 
crushed  by  his  repeated 
failure  to  be  promoted 
and  anxious  about 
the  future;  complains 
to  you  of  listlessness, 
early-morning 
awakening. 


The  young  widow  whose 
grief  has  persisted  too 
long,  is  pessimistic  and 
fearful  about  what  lies 
ahead,  has  lost  interest  in 
everything;  is  preoccupied 
with  vague  physical  ail- 
ments, has  crying  spells. 


When  mild  depression 
and  associated  anxiety 
interfere  with  living 


DEPROL 

(meprobamate  400  mg  -f 
benactyzine  hydrochloride  1 mg) 


bance  of  sleep  patterns,  and  a subjective  feeling  of  muscle  relaxation. 
There  may  also  be  anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects 
have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
Meprobamate:  Central  Nervous  System:  drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  overstimulation,  paradoxical  excite- 
ment, fast  EEC  activity.  Gastrointestinal:  Nausea,  vomiting,  diarrhea.  Car- 
diovascular: Palpitations,  tachycardia,  various  forms  of  arrhythmia,  tran- 
sient ECG  changes,  syncope;  also,  hypotensive  crises  (including  one  fatal 
case).  Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reactions: 
itchy,  urticarial,  or  erythematous  maculopapular  rash  (generalized  or 
confined  to  groin).  Others:  leukopenia,  acute  nonthrombocytopenic  pur- 
pura, petechiae,  ecchymoses,  eosinophilia,  peripheral  edema,  adenopa- 
thy, fever,  fixed  drug  eruption  with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meprobamate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills,  angio- 
neurotic edema,  bronchospasm,  oliguria,  anuria,  anaphylaxis,  er^jThema 
multiforme,  exfoliative  dermatitis,  stomatitis,  proctitis.  Stevens-Johnson 
syndrome;  bullous  dermatitis  (one  fatal  case  after  meprobamate  plus 
prednisolone).  Stop  drug,  treat  symptomatically  (e.g.,  possible  use  of 
epinephrine,  antihistamines,  and  in  severe  cases  corticosteroids).  Hema- 
tologic: Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no  causal 


relationship  established.  Rarely,  thrombocytopenic  purpura.  Other:  Exac- 
erbation of  porphyric  symptoms. 

USUAL  ADULT  DOSAGE:  One  tablet  three  or  four  times  daily,  which  may 
be  increased  gradually  to  six  tablets  daily  and  gradually  reduced  to  main- 
tenance levels  upon  establishment  of  relief.  Doses  above  six  tablets  daily 
are  not  recommended. 

OVERDOSAGE:  Overdosage  of  ‘Deprol’  (meprobamate  -t  benactyzine 
hydrochloride)  has  not  differed  substantially  from  meprobamate  over- 
dosage:  Meprobamate:  Suicidal  attempts  with  meprobamate,  alone  or 
with  alcohol  or  other  CNS  depressants  or  psychotropic  drugs,  have  pro- 
duced drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse,  and  death.  Empty  stomach,  treat  symptomatically; 
cautiously  give  respiratory  assistance,  CNS  stimulants,  pressor  agents  as 
needed.  Meprobamate  is  metabolized  in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been  used  successfully.  Carefully  moni- 
tor urinary  output;  avoid  overhydration;  observe  for  possible  relapse  due 
to  incomplete  gastric  emptying  and  delayed  absorption.  rev,  10/71 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 


WALLACE  PHARMACEUTICALS,  Cranbury.N.J.  08512  ^ 


Indications:  For  symptomatic  relief  in  conditions  characterized 
by  skeletal  muscle  spasm  and  mild  to  moderate  pain. 
Contraindications:  Acute  intermittent  porphyria  and  allergic  or 
idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  first  dose  has  been 
followed  by  extreme  weakness,  transient  quadriplegia,  dizziness, 
ataxia,  temporary  vision  loss,  diplopia,  mydriasis,  dysarthria,  agi- 
tation, euphoria,  confusion,  disorientation.  Symptoms  usually 
subside  during  the  next  several  hours.  Supportive  and  sympto- 
matic therapy,  including  hospitalization,  may  be  necessary. 
Pregnancy  and  Lactation:  Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards  in  pregnancy,  nursing 


mothers,  or  women  of  childbearing  potential.  Children  Under 
Five:  Drug  not  recommended.  Potentially  Hazardous  Tasks:  Driv- 
ing a motor  vehicle  or  operating  machinery.  Additive  Effects:  Pos- 
sible additive  effects  between  carisoprodol,  alcohol,  and  other 
CNS  depressants  or  psychotropic  drugs.  Drug  Dependence:  Use 
cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  pa- 
tients with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness,  dizzi- 
ness, vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  de- 
pressive reactions,  syncope,  insomnia.  Allergic  or  Idiosyncratic: 
Usually  seen  after  1-4  doses  in  patients  not  previously  exposed, 
e.g.,  rash,  erythema  multiforme,  pruritus,  eosinophilia,  fixed  drug 


Helps  to... 

• Relax  muscle  spasm 

• Relieve  associated  mild-to-moderate  pain 

• Reduce  stiffness 

Helps  give  the  patient. . . 

• An  opportunity  to  resume  daily  activities  quickly 

Simple,  economical  dosage  schedule. . . 

•Usual  adult  dosage:  one  350  mg  tabletq.i.d 


eruption  with  cross  reaction  to  meprobamate.  More  severe  mani- 
festations: asthma,  fever,  weakness,  dizziness,  angioneurotic 
edema,  smarting  eyes,  hypotension,  anaphylactoid  shock.  Stop 
drug,  treat  symptomatically  (e.g.,  possible  use  of  epinephrine, 
antihistamines,  and  in  severe  cases  corticosteroids).  Cardiovas- 
cular: Tachycardia,  postural  hypotension,  facial  flushing.  Gastro- 
intestinal: Nausea,  vomiting,  hiccup,  epigastric  distress.  Hema- 
tologic: Leukopenia  and  pancytopenia  (on  carisoprodol  plus 
other  drugs). 

Usual  Adult  Dosage;  One  350  mg  tablet  three  times  daily  and  at 
bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  de- 
pression, and,  very  rarely,  death.  Overdosage  of  carisoprodol  plus 


alcohol  or  other  CNS  depressants  or  psychotropic  drugs  can  be 
additive.  Empty  stomach,  treat  symptomatically;  cautiously  give 
respiratory  assistance,  CNS  stimulants,  pressor  agents  as  needed. 
Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kid- 
ney. Diuresis  and  dialysis  have  been  used  successfully  with 
related  drug  meprobamate.  Carefully  monitor  urinary  output; 
avoid  overhydration;  observe  for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed  absorption.  rev.  10/71 


WALLACE  PHARMACEUTICALS  /Cranbury,  N J.  08512 


or  open  to  infection  ••• 

choose  the  topicals 
that  yoiu*  patient- 

broad  antibacterial  activity  against 
susceptible  skin  invaders 
'i?  low  allergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only.  f 

\imishing  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin)  • 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  ■ 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%  :. 
methylparaben  as  preservative.  i 

In  tubes  of  15  g.  J 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in' 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  . -fJl 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  | 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approffiate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind,  i 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  te| 
perforated.  These  products  are  contraindicated  in  those  individuals  who  f 
have  shown  hypersensitivity  to  any  of  the  components.  ' - 

Complete  literature  available  on  request  from  Professional  Services  /ii 
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TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION  MAY  11-14,  1972 


45  GUEST  SPEAKERS 

plus  250  Special  and  TM A-member  speakers 

14  SECTION  PROGRAMS 

20  CURBSTONE  CONSULTATIONS 

14  CONTINENTAL  BREAKFAST  ROUND  TABLES 

33  SPECIALTY  SOCIETY  PROGRAMS 

9 SPECIAL  SYMPOSIUMS 

175  TECHNICAL  AND  SCIENTIFIC  EXHIBITS 

FORUM  OF  ORIGINAL  RESEARCH 

FILM  PROGRAM 

PHYSICIAN  S AND  WIVE  S ART  EXHIBITION 

SPORTS/ENTERTAINMENT 
Golf,  Tennis,  Skeet  and  Trap,  Boating 
Fraternity  and  Alumni  Parties,  Class  F 
unions,  and  TMA's  Fiesta  Noche 
del  Rio  featuring  a Mariachi 
Band,  cocktails,  Mexican  hors 
d'oeuvres,  dinner  and 
entertainment. 
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The  negative  power  of  undue  anxietj' 
in  congestive  heart  failure... 


T^ical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety,  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HCl. 

The  positive  power  of 

Libritabs* 

(chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  arcdety 
accompanying 
congestive  neart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acnng 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (Initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  rnay  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased hbido-all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEC,  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 
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THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


WICHITA  FALLS  CLINIC-HOSPITAL 


GENERAL  SURGERY 

W.  E.  Crump,  M.U.,  F.A.C.S. 

James  T.  Lee.  M.D. 

Charles  H.  Wilson.  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman.  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason.  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson.  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Gcorfre  W.  Slaughter,  III,  M.D..  F.A.A.P. 

Joseph  Bilder,  Jr„  M.D. 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R..  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P..  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn.  Jr.,  M.D. 

Melvin  Horany.  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

James  T.  Cook.  M.D. 

UROLOGY 

Owen  C.  Berg.  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable.  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


Ma/Uin  G4id 

Hadium  QUhIc 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radio/- 
tion  therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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TEXAS  MEDICINE 


In  the  diabetic  patient 
3n  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


IhSODOAN 


S0X3u™e  HC 

the  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several  investigators^'^  have  reported  favorably  on  the  effects 
of  isoxsuprine.  Effects  have  been  demonstrated  both  by  objective  measurement’'^  and  observation  of  clinical  improvement.  ■*  ^ 

Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger  s^disease), 
Raynaud’s  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  throm- 
botic). Composition:  VasodTlan  tablets,  isoxsuprine  HCl  10  mg.  and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of 
arterial  bleeding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details  available 

in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana  ji_ii 

Med.  Ass.  5^:1021-1023  (July)  1961.  (2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  /7:190-192  (June)  1960.  Mpgil  W 
(3)  Horton,  G.E.,  and  Johnson,  P.C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  IflUOl^  1 1 ICTJ 1 1 

Curr.Ther.  Res.  ^:124-128  (April)  1962.  (5)  Whittier,  J.  R. : Angiology  75 :82-87  (Feb.)  1964. 


LABORATORIES 
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thrombophlebitis,  rubella  virus 


anhythmias,  diabetis  mellitus, 
status  asthmaticus,  eclampsia. 


or  noncalculous  cholecystitis. 


To  a lot  of  people 

they’re  just  a bunch  of  big  words.  Doctor 
talk.  In  truth,  they’re  diseases.  And 
symptoms.  Cures  and  diagnoses. 

Doctors  are  constantly 
studying.  And  researching.  And  coming 
up  with  answers  to  both  new  and 
old  problems. 

Blue  Cross  and  Blue 
Shield  is  keeping  pace  with  modern 
medicine.  If  you’re  already  protected 
by  our  program,  you  know  what  we 
mean.  If  not,  you’ll  discover  the 
coverage  we  offer  is  as  modern  and 
up-to-date  as  the  research. 

All  those  big  words 

may  not  mean  a whole  lot  to  you.  Now. 
But  if  any  doctor  should  use  one  to 
describe  you.  Or  your  health.  It’s  a 
recovering  thought  to  know  Blue  Cross 
and  Blue  Shield  is  there  to  protect  you. 

^ BLUE  CROSS'  0 BLUE  SHIELD' 

OROUPLIFE«HEALTH,NSURANCECOMPANY 

People  helping  people. 


® American  Hospital  Association 
® National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
' to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25  % , and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances, 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy! 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococcii 

CleociriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1 ,416  patients.  Of  the  totol,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections— 150  to  300  mg  every  6 hours.  Severe  infections— 300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  p-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 


SUPPLIED:  150  mg  Copsu/es-Bottles  of  16's  and  100's.  75  mg  Capsules— 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks— 2 Hg.  Sensitivity  Powder— Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 
consult  package  insert.  MED  6-4-S  (LNU-S)  JA7I-1565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  1 1 5 nng 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  Bi2 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  ceil  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains; 

Vitamin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  B12  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  Efc/-AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 

Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 

Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions:  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  B12  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Specifically  fornnulateci  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effects  of  iron. 

LEDERLE  U\BORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  1 0965  421-1 
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• PHONE  478-4158 

401  WEST  2ND  ST.  • AUSTIN.  TEXAS  78701 
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Same  price  as 
150 -ml.  size* 


Two  dosage 
strengths- 
125  mg./5  ml. 
and 

250  mg. /5  ml. 


V-CillinK:Pediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 


66 


TEXAS  MEDICINE 


Editorials 

STATE  PLAN  GUIDES  HILL-BURTON  FUNDING 


Recently  there  has  been  increased 
emphasis  on  planning  for  health 
services  and  facilities  through- 
out the  nation.  Health  plans,  either 
“comprehensive”  or  dealing  with 
a specific  program  or  problem  area, 
have  been  emerging  from  a 
variety  of  sources  from  the  local  to 
the  national  level.  In  Texas  also, 
more  agencies  than  ever  before  are 
involved  in  some  aspect  of  health 
planning.  There  is  an  effort  under- 
way to  formulate  a State  Com- 
prehensive Health  Plan  to  coordi- 
nate these  efforts.  Now,  however, 
the  requirements  of  specific 
federal  or  state  programs  continue 
to  provide  the  primary  impetus 
for  planning. 

Even  those  working  in  the  health 
field  are  unlikely  to  be  familiar 
with  all  of  the  planning  activities 
which  affect  them,  even  though 
these  activities  may  ultimately 
shape  the  health  care  delivery 
system  within  which  they  function. 
The  provision  of  hospital  facilities, 
for  example,  has  a significant 
effect  upon  the  practice  of  many 
medically-related  professions. 

The  location,  adequacy  and  effi- 
ciency of  an  area's  hospitals  is  of 
crucial  concern  to  the  physi- 
cian practicing  in  that  area.  Plan- 
ning with  relation  to  hospitals, 
then,  affects  physicians  as  well  as 
others.  To  the  extent  that  this 
planning  is  accurate  and  well- 


founded,  the  physician’s  time  and 
effort  is  effectively  utilized.  To 
the  extent  that  planning  is  based 
upon  inaccurate  data  or  is  other- 
wise faulty,  physician  effective- 
ness is  hampered. 

The  Hill-Burton  Program  has 
provided  most  of  the  focus  for 
public  planning  of  Texas’  hospitals 
and  related  facilities  during  the 
past  25  years.  This  planning 
function  evolved  as  a byproduct  of 
the  primary  goal  of  the  program 
to  provide  adequate  health  facilities 
nationwide.  In  order  to  best 
utilize  the  limited  resources  availa- 
ble to  the  Hill-Burton  Program  a 
plan  has  been  necessary.  The 
program  has  been  making  grants 
for  construction  and  modernization 
in  accordance  with  the  Texas 
State  Plan  for  the  Construction  and 
Modernization  of  Hospitals  and 
Related  Medical  Facilities  for 
the  past  quarter  century,  and  now 
has  available  at  low  interest 
loans  and  loan  guarantees  for  the 
same  purpose. 

A State  Plan  is  a public 
document  for  guiding  and  influenc- 
ing the  development  of  patient 
care  service  through  the  construc- 
tion and  modernization  of  hos- 
pitals and  related  medical  facilities 
serving  each  area  of  a state. 

It  describes  the  present  system  of 
hospitals  and  related  health 
facilities  serving  each  area  of  a 
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state.  It  presents  a coordinated,  comprehensive 
program  for  the  orderly  development  of 
needed  health  services  and  facilities  designed 
to  assure  high-quality  patient  care.  It  is 
the  basic  document  controlling  the  allocation 
of  federal  funds  for  construction,  moderni- 
zation and  additions  to  medical  facilities. 

Texas  is  divided  into  different  areas,  and 
the  Plan  contains  an  inventory  of  all  hospitals, 
skilled-care  nursing  homes,  outpatient 
facilities,  tuberculosis  hospitals,  and  rehabilita- 
tion facilities  as  defined  by  Hill-Burton. 

Offices  of  private  physicians  are  excluded 
from  the  inventory,  even  though  these  offices 
provide  a significant  part  of  outpatient 
care  in  many  areas. 

All  facilities  in  each  category  are  contained 
in  the  inventory,  and  the  Plan  contains 
an  evaluation  of  the  conformance  of  these 
facilities  to  federal  structural  standards.  Federal 
standards  are  not  necessarily  related  to 
state  standards  for  licensure  or  certification, 
and  the  State  Plan  measures  facilities  only 
as  they  apply  to  Department  of  HEW  construc- 
tion standards  under  Hill-Burton. 

An  extremely  important  part  of  the  Plan 
is  a series  of  federal  formulas  for  measuring  the 
need  in  each  area  in  the  state  for  each 
category  of  facility.  The  Plan  also  contains  a 
program  for  provision  of  facilities  to  meet 
the  unmet  needs  for  facilities  in  each  category. 
As  a funding  document,  the  percentage 
of  unmet  needs  is  important  to  the  federal 
government  in  determining  the  priority 
for  the  area.  Even  an  area  with  several  existing 
medical  facilities  could  have  a substantial 
unmet  need  as  derived  by  the  formula,  and 
could  rate  high  in  the  program. 

The  Plan  is  put  together  by  the  state 
health  department,  and  is  based  upon  data 


submitted  by  each  Texas  health  facility. 
Although  the  Plan  represents  a joint  effort  of 
the  federal  government  and  the  state,  its 
framework — both  in  terms  of  the  formula  and 
definition  of  eligible  category  of  facilities — 
is  within  the  province  of  the  federal 
government. 

If  funds  are  desired  from  Hill-Burton,  an 
application  procedure  must  be  followed.  Early 
in  the  planning  process.  Dr.  J.  E.  Peavy, 
Commissioner  of  the  Texas  State  Department 
of  Health,  should  be  contacted.  Within  the 
state  health  department,  the  Health  Facilities 
Construction  Section  provides  detailed 
information  on  how  to  apply  for  federal  funds, 
and  on  the  process  which  is  followed  in 
compiling  the  State  Plan  which  determines  to 
whom  allocations  are  made.  By  using  the 
previous  State  Plan,  interested  parties  can  be 
shown  the  existing  need  and  how  their 
proposal  fits  into  the  overall  plan  for  meeting 
the  needs  of  the  people. 

Following  this  contact,  a series  of  steps  are 
followed  in  collecting  data  to  complete  the 
application,  which  must  be  filed  by  the  appro- 
priate deadlines  for  each  year  in  order  to 
be  eligible.  The  current  deadline  for  both 
grants  and  loans  is  July  15,  1972.  All  applica- 
tions which  meet  the  deadline  for  a year  are 
sent  to  the  Texas  State  Board  of  Health,  which 
holds  quarterly  meetings  at  the  Texas  State 
Department  of  Health  in  Austin.  Hearings 
are  held  annually  by  the  Board,  headed  by 
Dr.  Hampton  C.  Robinson  of  Houston.  Alloca- 
tions are  made  when  federal  funds  become 
available  in  accordance  with  priority  systems 
established  in  the  current  State  Plan. 

After  the  board  determines  its  allocations 
from  available  Hill-Burton  funds,  the  ten- 
tatively funded  applications  are  transmitted  to 
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the  federal  government  for  formal  approval. 

The  state  agency  assists  in  the  design 
development  of  the  projects,  approves  the 
final  working  drawings  and  makes  periodic  pay- 
ment inspections  of  the  project  during 
construction.  Hill-Burton  is  a reimbursement 
program,  and  payment  of  grant  funds  is  used 
to  pay  back  a pro  rata  share  of  expenditures 
the  applicant  already  has  made. 

For  more  than  two  decades  the  Hill-Burton 
Program  has  provided  funds  on  a 50-50 
matching  basis  to  public  agencies  and  non- 
profit organizations.  During  the  past  quarter 
century  in  Texas,  according  to  Dr.  Peavy, 
the  Hill-Burton  Program  has  aided  some  539 
projects  in  Texas.  Hill-Burton  has  meant 
the  construction  of  more  than  $739  million  in 
hospitals  and  health  care  facilities  since  1946. 

In  recent  years  the  demand  for  Hill-Burton 
funds  has  greatly  exceeded  the  funds  available 
each  year.  For  instance,  the  federal  1972 
fiscal  year  allocation  nationwide  is  for  $194.9 
million,  and  Texas’  portion  is  $11,333,449 
in  Hill-Burton  funds.  For  the  low-interest  loans 
program,  the  nationwide  figure  is  $500  million, 
of  which  the  Texas  portion  is  $29,176,000. 

On  Dec  1,  1971,  however,  the  Health 
Facilities  Construction  Section  had  71  applica- 
tions for  assistance  representing  proposed 
construction  costs  of  $196,826,645.  Of  the  71 
applications  on  file,  62  were  for  grants 
totaling  $44.5  million  (with  only  $11.3  million 
available)  and  24  applications  were  for 
loans,  or  loan  and  Hill-Burton  grant  combina- 
tions, in  the  amount  of  $50.8  million.  In 
order  to  assist  a greater  number  of  applicants, 
the  total  amount  of  funds  available  to  any 
one  project  may  be  limited  to  less  than 
50%  of  full  participation. 

Obtaining  Hill-Burton  funds  is  not  the  only 


way  the  State  Plan  is  used.  It  also  serves 
as  the  basis  for  federal  funding  for  the  Depart- 
ment of  Housing  and  Urban  Development 
(HUD),  through  the  Public  Facilities  Loans 
Program  and  through  the  FHA  Section 
242  Mortgage  Insurance  Program,  the  Small 
Business  Administration,  and  other  federal 
agencies  which  require  comments  of  bed  needs 
for  hospitals  or  nursing  homes  based  on 
the  current  Texas  State  Plan  prior  to  funding 
health  facilities  applications  under  those 
programs. 

In  a nutshell,  you  might  say  the  State 
Plan  is  a guide  for  all  federal  assistance  to 
health  facilities,  not  only  through  Hill-Burton, 
but  through  other  agencies. 

For  projects  financed  entirely  by  nonfederal 
funds,  no  limitations  are  imposed  by  the 
plan.  Construction  of  these  facilities  is  per- 
mitted without  reference  to  any  estimate 
of  need  except  that  of  the  project  sponsors.  The 
state  agency  does,  however,  provide  consul- 
tation and  information  from  the  plan  upon 
request,  as  an  aid  to  those  contemplating  non- 
federally-assisted  construction  within  the  state. 

Several  types  of  formulas  may  be  used 
by  those  interested  in  determining  bed  needs. 
A formula  using  a ratio  of  total  beds  to 
population  was  widely  used  in  the  past  in 
determining  needs.  The  Hill-Burton  Program 
utilized  this  beds-per-thousand  approach 
as  recently  as  1963. 

Another  method  of  assessing  bed  needs 
is  based  on  average  occupancy  rates,  while  a 
third  system  uses  patient  days  of  service 
per  existing  bed  as  a basis  for  determining 
bed  need. 

The  formula  currently  used  by  the  Hill-Burton 
Program  is  based  on  the  experienced  patient 
days  as  a ratio  to  population.  These  patient 
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days  are  ascertained  through  the  voluntary 
cooperation  of  each  health  facility  in  the 
state.  The  response  to  the  questionnaires  sent 
out  to  these  facilities  each  December 
provides  the  basic  data  which  enables  the 
Plan  to  be  prepared. 

The  Hill-Burton  Program  has  been  an 
outstanding  example,  during  the  past  25  years, 
of  exceptional  cooperation  among  local  health 
facilities,  the  state  agency  and  the  federal 
government.  The  State  Plan  which  governs  the 
administration  of  the  Program  is  a tool,  a 
tool  which  is  being  used  to  shape  the  pattern 
of  health  care  for  Texans  by  channeling 
existing  federal  funds  to  the  areas  of  the 
state  which  need  them  most. 

Mr.  William  M.  Collier,  Jr.,  Austin, 

Chief,  Health  Facilities  Construction  Section, 

Texas  State  Department  of  Health. 

ASSIST  YOUR  MEDICAL  ASSISTANT 

Doctor,  do  something  nice  for  yourself. 

Offer  your  medical  assistant  the  opportunity 
to  be  happier  and  more  content  in  her  job 
by  increasing  her  knowledge  and  efficiency, 
improving  her  public  relations,  her  telephone 
skills,  and  her  ability  to  handle  the  ever- 
present “difficult  patient.”  Give  her  a 
chance  to  make  the  most  of  her  wardrobe 
by  learning  more  of  what  is  available  in 
patterns,  fabrics,  designs,  and  colors;  their 
weak  and  strong  points;  and  how  a maximum 
of  coordination  and  utilization  can  be 
obtained  at  minimum  cost. 

An  efficient,  energetic,  well  established 
national  organization  is  eager  to  help 
in  these  and  many  other  ways.  The  American 
Medical  Assistants  Association,  under  the 
sponsorship  and  guidance  of  the  American 
Medical  Association  and  its  component 


societies,  is  dedicated  toward  these  goals. 

Patterned  after  the  medical  associations 
that  offer  physicians  the  opportunity  for 
improvement  through  continuing  education, 
this  organization  is  geared  to  the  improvement 
of  the  skills  and  efficiency  of  your  assist- 
ants. It  is  available  to  all  regardless 
of  their  titles  or  duties.  The  only  require- 
ment is  that  they  be  directly  or  indirectly  in 
the  employ  of  a member  of  the  corresponding 
local  chapter  of  the  AMA. 

Who  will  benefit?  Everyone — your 
medical  assistant,  your  patients,  your  prac- 
tice, your  wife  and  family,  and  you! 

If  you  are  interested  in  your  assistant 
becoming  a member  of  American  Association 
of  Medical  Assistants,  State  of  Texas 
Chapter,  please  contact  Mrs.  Rose  Ann  Moody, 
Membership  Chairman,  1703  Amy, 

Baytown  77520. 

Robert  E.  Sullivan,  MD,  La  Marque, 

Chairman  of  Advisors,  American  Association  of 
Medical  Assistants,  State  of  Texas  Chapter. 
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TEXAS  MEDICINE 


Just  about  the  first  thing 
the  patient  on  Sporostacin 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation,  and  malodor  follows 
soon  after. 


If  that  was  all  Sporostacin 
did,  she’d  still  be  happy. 
But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases,  often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications:  None  known.  Precautions:  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage:  One  appli- 
catorful intravaginally  twice  daily  fora  period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostacin  cream 

(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN,  NEW  JERSEY  08869 
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TEXAS  MEDICAL  ASSOCIATION 


ORIENT  ADVENTUR] 


DEPARTING: 

HOUSTON  AND  DALLAS,  AUGUST  16,  1972 


RETURN  THIS  COUPON  NOW! 

Send  to:  Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Enclosed  is  my  check  for  $ ($100  per 

person)  as  Orient  Adventure  deposit. 

NAME 


ADDRESS 

CITY  STATE  ZIP  PHONE 

MAKE  YOUR  RESERVATIONS  EARLY- 
SPACE  STRICTLY  LIMITED! 


$898 

Plus  $45  Tax  and  Service 


Discover  two  of  the  most  exciting  cities  in 
the  world— TOKYO  and  HONG  KONG. 

For  14  days  live  in  a world  you've  only  dreamed 
of : Geishas  . . . the  Ginza  . . . pagodas  . . . 
luxurious  hotels  . . . exquisite  dining.  Places 
and  people  you'll  never  forget. 


Orient  Adventure  offers  you  the  unique  chance 
to  explore  on  your  own  or  take  advantage 
of  group  activity.  Sightsee,  shop,  golf, 
nightclub  . . . it's  your  vacation  and  the  choice 
is  yours. 


Here's  what  is  included : 

Direct  flights  via  World  Airways  707 
private  jets,  featuring  stretch-out 
seating  . . . deluxe  hotels  . . . full 
American  breakfasts  and  gourmet 
dinners  at  a selection  of  the 
finest  restaurants  in  each  city  . . . 

100  pounds  baggage  allowance  . . . 
transfers  . . . tips  . . . and  much  more. 
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MOVE-OUT  STICKY  MUCUS. 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (. . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets 


IODO-NIACIN° 


Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 

please  see  next  page  for  prescribing  information  — 


COLE 


Promote  Productive  Cough- 


"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

”...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  Indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease,  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIOSCLEROSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

OPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  Is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  ot  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memprane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  ot  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DOSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  ot  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458. 


lODO-NIACIIM 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  ff  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971,  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 


COLE 

PHARMACAL  CO.  INC. 

St  Louis,  Mo.  63108 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains;  methenamjne,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


IN 

IN 


ASTHMA 

EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodila tor-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma,  I 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU-  ■ 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg.  [ 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism  I 

develop.  Iodide  contraindications:  Tuberculosis;  preg-  ■ 

nancy  (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylhne; 

21  mg.  phenobarbital  (Warning:  may  be  habit-forming);  ; 

16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino-  ; 

phylline-phenobarbital-ephedrinecombinations.  MUDRANE  > 

GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 

3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Doss  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 ' 

times  daily.  All  doses  should  be  followed  with  M to  full  glass  ; 

of  water.  Precautions:  See  those  listed  above  for  Mudrane  ! 

GG  tablets.  - 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Mutual  Understanding  Heeded  on  HMOs 


Texas  Medical  Association  repre- 
sentatives last  month  were  invited 
to  attend  a regional  conference 
in  Denver  on  health  maintenance 
organizations  in  the  medical  school 
setting,  sponsored  by  the  Association 
of  American  Medical  Colleges.  In 
discussing  the  relationship  of 
health  maintenance  organizations  to 
medical  education  and  model  health 
delivery  systems,  the  following 
ideas  of  the  conference  faculty 
seemed  prominent: 

1.  Medical  schools  have  historically 
had  a role  in  health  care  delivery 
via  teaching  hospitals  and 
ambulatory  clinics,  and  have  a 
responsibility  in  shaping  and  defin- 
ing the  delivery  systems  of  health 
care. 

2.  Americans  and  Congress  want 
primary  care  physicians.  Medical 
schools  must  concentrate  more 

on  training  students  to  provide  pri- 
mary and  ambulatory  care  than 
on  in-hospital  crisis  care  and 
highly  specialized  care. 

3.  The  HMO  can  be  a useful 
system  to  teach  primary  health  care 
only  if  it  is  a representative  cross- 
section  of  the  general  population. 

4.  National  health  insurance 
could  virtually  “dry-up”  the  supply 
of  teaching  patients  available  to 

a medical  school. 

It  seems  to  me  that  a sensible 
course  of  action  for  “Town  and 
Gown”  is  to  reach  agreement  on 
how  much  health  care  delivery  is  re- 
quired for  training  physicians  to 
care  for  people.  We  are  now  reaping 
the  harvest  of  the  greater  emphasis 
in  the  1950’s  and  1960’s  on  re- 
search and  the  research  dollar 
than  on  teaching  physicians  to  care 
for  people  at  the  primary  level, 
where  a real  need  existed  and 
still  exists. 

Are  medical  schools  fully 
utilizing  part-time,  clinical  faculty 
and  their  patients  to  help  with 
the  supply  of  teaching  patients  in- 
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stead  of  relying  excessively 
on  full-time  faculty? 

The  conferees  commented  that 
medical  schools  do  not  effectively 
deliver  health  care,  nor  do  they 
deliver  such  care  economically.  In  the 
past  two  decades,  research  interest 
and  research  funds  caused  a 
significant  expansion  of  the  size  of 
medical  faculties  without  a com- 
parable increase  in  the  medical 
school  graduates.  We  must  not  repeat 
this  error.  Can  not  the  job  of 
teaching  primary  care  best  be  done 
by  an  experienced,  qualified  knowl- 
edgeable few,  leaving  more  physi- 
cians to  practice  where  they  are 
badly  needed? 

We  recognize  the  high  costs  and 
inefficiencies  of  teaching  programs, 
but  we  can  support  these  programs 
when  they  meet  the  educational 
needs  of  students  in  providing 
practical,  needed,  high  quality 
medical  education. 

The  misunderstandings  and 
problems  in  health  care  delivery 
programs  can  be  resolved  if  physi- 
cians will  come  to  an  honest 
agreement — their  goal  being  to 
improve  medical  education. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 


FIESTA  NOCHE  DEL  RIO 

MAY  13, 1972 

Cocktails-Dinner-Dancing 

ENTERTAINMENT 

TMA’s  Fiesta  Noche  del  Rio  has  been  planned  es- 
pecially for  you  and  your  lady.  A mariachi  band  will 
play  during  the  cocktail  hour,  complete  with  Mexi- 
can hors  d’oeuvres,  followed  by  a steak  dinner, 
Tampico  style.  After  dinner  entertainment  will  begin 
in  a whirl  of  brilliant  skirts  and  stamping  heels,  as 
the  music  and  dances  of  Old  Mexico  enliven  the 
stage.  The  smooth  soprano  of  Rosita  Fernandez, 
the  flaming  flamenco  guitars,  and  the  myriad  acts 
of  other  lively  performers  add  up  to  an  evening  of 
entertainment  not  soon  forgotten.  Dancing  will  fol- 
low the  famous  Fiesta  Noche  del  Rio  show.  Dress 
is  optional.  All  activities  will  be  held  in  the  beautiful 
San  Antonio  Convention  Center  Banquet  Hall,  Sat- 
urday May  13,  starting  at  7 p.m. 

This  complete  entertainment  package  is  yours  for 
only  $15  per  person,  including  tax  and  tips.  Pro- 
ceeds go  to  the  Physicians  Benevolent  Fund  of 
TMA  and  Woman’s  Auxiliary. 

Plan  now  for  an  unforgetable  evening  of  fun.  Order 
your  tickets  today  on  the  handy  form  contained  in 
your  current  issue  of  Texas  Medicine. 


ANNUAL  SESSION 
SAN  ANTONIO 
MAY  11-14  1972 
TEXAS  MEDICAL  ASSOCIATION 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

• high  urinary  tevels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy; 
less  than  S’/a  p per  tablet) 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications;  Acute,  recurrent  or  chronic  urinary  tract  in- 
fections (primarily  cystitis,  pyelitis,  pyelonephritis)  due 
to  susceptible  organisms  (usually  f.  colt,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabtlis, 
and,  less  frequently,  Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tests 
are  not  always  reliable.  The  test  must  be  carefully  coordi- 
nated with  bacteriologic  and  clinical  response.  When  the 
patient  is  already  taking  sulfonamides,  follow-up  cultures 
should  have  aminobenzoic  acid  added  to  the  culture  media. 
Currently,  the  increasing  frequency  of  resistant  organisms 
is  a limitation  of  the  usefulness  of  antibacterial  agents  in- 
cluding the  sulfonamides,  especially  in  the  treatment  of 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa- 
tients receiving  sulfonamides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg/ 
100  ml  should  be  maximum  total  sulfonamide  level,  as 
adverse  reactions  occur  more  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfonamides,  in- 
fants less  than  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis),  pregnancy 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has  not 
been  established.  Sulfonamides  will  not  eradicate  group 
A streptococci.  Deaths  associated  with  sulfonamide  ad- 
ministration have  been  reported  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  Complete  blood  counts  and 
urinalyses  with  careful  microscopic  examination  should 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  or 
hepatic  function,  severe  allergy  or  bronchial  asthma  is 
present.  In  glucose-6-phosphate  dehydrogenase-deficient 
individuals,  hemolysis  (frequently  a dose-related  reac- 
tion) may  occur.  Maintain  adequate  fluid  intake  to  pre- 
vent crystalluria  and  stone  formation. 

Adverse  Reactions;  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombinemia,  methemo- 
globinemia. A//erg/c  reactions;  Erythema  multiforme  (Ste- 
vens-Johnson  syndrome),  feneralized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sicl<ness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbi- 
tal edema,  conjunctival  and  scleral  injection,  photosensi- 
tization, arthralgia,  allergic  myocarditis.  Gastrointestinal 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C./V.S.  reac- 
tions: Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia. Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred  with  sulfonamide 
therapy.  Sulfonamides  bear  certain  chemical  similarities 
to  some  goitrogens,  diuretics  and  oral  hypoglycemic 
agents.  Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sulfonamides. 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  containing  0,5  Gm  sulfisoxazole. 
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In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUIIT-IN 
BENEFITS  OF 
GANTRISIK 

sulfisoxazole/Boche* 


1. 

High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine  — usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella-Aerobacler,  Staphylococcus  aureus,  Proteus 
mirabilis  and,  less  frequently,  Prdteus  vulgaris. 

z 

Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 
For  other  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page. 

*Koch-Weser,  J.,  e(  a/,.' Afc/i.  Intern.  Med.,  /28:399,  1971, 


For  nonobstructed  cystitis 
begin  with 

Gantrisin* 

sulfisoxazole/Roche' 

Usual  adult  dosage: 

4 to  8 tablets  s/af 
2 to  4 tablets  q.i.d. 


A CURRENT  REVIEW 


The  Texas 
immunization 


program 

Recent  legislation  and  appropriation  of  additional 
funds  have  given  the  Texas  State  Immunization 
Program  new  dimensions  and  scope. 

Unchanged,  the  Program’s  goals  remain:  (1) 
elimination  of  those  communicable  diseases  for 
which  we  regularly  immunize  (diphtheria,  per- 
tussis, tetanus,  poliomyelitis,  rubeola  and  rubella); 
(2)  the  achievement  and  maintenance  of  uniformly 
high  immunization  levels  for  these  diseases  for 
infants,  children  and  young  adults  in  all  parts  of 
Texas. 

A certain  redirection  of  emphasis,  renewed 
vitality,  and  an  increase  in  overall  effectiveness 
can  be  expected  during  the  next  two  or  three 
years. 

AS  EARLY  AS  1933,  the  43rd  Legislature  in- 
structed the  Texas  State  Department  of  Health 
to  produce  biologicals  for  statewide  distribu- 
tion, and  from  that  time  diphtheria  toxoid,  then 
smallpox,  tetanus,  and  pertussis  vaccines,  sep- 
arately and  in  combination,  have  been  provided 
to  local  health  departments  and  other  agencies 
throughout  the  state. 

Although  the  United  States  Congress  had 
provided  funding  of  state  immunization  pro- 
grams by  enacting  the  Vaccination  Assistance 
Act  of  1962,  and  13  Texas  cities  and  counties 
received  grants  under  this  Act  in  1965,  it  was 
not  until  1967  that  the  statewide  Texas  Im- 
munization Program  began.  Ten  of  the  local 
grants  were  absorbed  into  the  state  program 
at  that  time;  currently  only  the  San  Antonio 
and  Houston  programs  are  funded  and  admin- 
istered separately. 

The  Act  provided  for  measles  and  poliomyel- 
itis vaccine.  Additionally,  it  provided  for  funds 
to  staff  and  develop  an  Infant  Surveillance 
Program  (or  birth-certificate  follow-up  pro- 
gram, as  it  is  sometimes  called).  Congress  fail- 
ed to  renew  the  Vaccination  Assistance  Act  in 
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1969,  replacing  it  with  a two-year  rubella  grant 
which  again  provided  funds  for  personnel  but 
supplied  only  rubella  vaccine.  During  this  time, 
measles  and  poliomyelitis  vaccines  were  pur- 
chased with  state  funds.  The  current  federal 
allotment  is  under  the  Health  Services  General 
Project  Grant  awarded  July  1,  1971,  which 
provides  for  staffing,  as  well  as  for  rubella, 
measles  and  poliomyelitis  vaccines. 

Diseases  Still  Prevalent:  The  diseases  for  which 
we  regularly  immunize  are  still  with  us — par- 
ticularly in  Texas. 

In  1970,  the  state's  22  cases  of  paralytic 
poliomyelitis  represented  70%  of  the  total 
number  of  cases  reported  in  the  United  States 
(Figs  1 and  2).  Eight  of  the  cases  were  in  in- 
fants under  12  months  of  age,  12  in  infants 
between  12  and  24  months,  and  2 in  children 
over  24  months  of  age.  Twelve  of  the  cases 
were  reported  from  counties  bordering  Mexico; 
Mexico  reported  more  than  1,650  cases  of 
poliomyelitis  in  1970.^  In  each  of  the  22  Texas 
cases,  poliomyelitis  type  1 virus  was  implicated; 
there  were  four  deaths.  In  1971,  only  four 
cases  were  confirmed  in  Texas. 

The  National  Immunization  Survey  in  1970 
revealed  that  the  level  of  adequate  poliomye- 
litis immunization  in  1-14-year-olds  had  de- 
creased 8%  between  1965  and  1970.2’3  Texas 
has  shared  this  decrease  in  immunization  lev- 
els in  children  of  this  age  group,  although 
probably  not  to  the  extent  of  8%  because  Tex- 
as had  somewhat  lower  levels  in  1965  than  did 
the  United  States  as  a whole. 

The  San  Antonio  diphtheria  epidemic  account- 
ed for  the  bulk  of  the  1970  cases,  but  there 
were  substantial  outbreaks  in  Austin  and  Bas- 
trop, as  well  as  scattered  cases  elsewhere  in 
the  state.  There  were  234  cases,  or  roughly 
half  of  the  United  States’  total,  reported  from 
Texas  in  1970  (Fig  3).  In  1971,  Texas  record- 
ed 59  cases  or  about  one-third  of  the  total 
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US  cases.  While  most  of  the  state’s  1970  and 
1971  diphtheria  cases  have  been  reported  from 
Central  Texas  counties  (Fig  4),  Fig  5 demon- 
strates the  widespread  incidence  during  the 
past  decade. 

Difficulty  in  curtailing  diphtheria  outbreaks, 
despite  intensive  and  extended  vaccine  control 
measures,  has  been  the  experience  in  the  re- 
cent past  in  endemic  areas  such  as  Travis  and 
Bexar  Counties.  This  appears  to  be  a reflection 
of  relatively  high  pharyngeal  carrier  rates,  many 
of  these  carriers  having  histories  of  full  im- 
munization with  diphtheria  toxoid.  It  has  been 
estimated  that  full  immunization  of  90%  or 
more  of  the  population,  including  preschool 
children,  may  be  necessary  to  control  outbreaks 
in  endemic  areas  of  Texas.'* 

The  measles  statistics  are  hardly  better  than 
those  for  polio  and  diphtheria.  There  were 
more  than  8,000  Texas  rubeola  cases  reported 
in  1970  (Fig  6);  more  than  18%  of  the  na- 
tional figure  and  over  twice  as  many  cases  as 
any  other  single  state.  In  1971,  Texas  report- 
ed more  than  9,500  cases,  again  more  than 
doubling  those  reported  by  any  other  state. 

As  might  be  expected,  Texas  also  led  the 
nation  in  the  number  of  cases  of  rubella  re- 
ported in  1970,  and  in  1971  was  second  only 
to  California. 

In  1970,  437  Texas  cases  of  pertussis  were 
reported.  Less  than  300  cases  were  reported 
in  1971,  substantially  less  than  during  the 
year  before  and  well  under  the  381  cases  re- 
ported in  1969,  the  year  of  the  fewest  report- 
ed cases  in  the  past  decade  (Fig  7). 

Of  the  diseases  preventable  by  immuniza- 
tion, only  tetanus  seems  to  reflect  some  appre- 
ciable control,  and  this  but  within  the  past  year 
or  two  (Fig  8).  Texas  recorded  14  cases  of  teta- 
nus in  1970,  and  11  cases  were  reported  in 
1971.  Two  cases  in  1970  and  three  in  1971 
were  cases  of  tetanus  neonatorum. 


During  the  past  few  months,  the  Texas  Im- 
munization Program  has  begun  an  adjustment 
of  perspectives  to  consider  not  only  the  num- 
ber of  cases  of  the  various  diseases,  or  even 
only  the  number  of  persons  lacking  protective 
immunization,  but,  as  importantly,  who  are  the 
unimmunized  and  why  they  are  so.  Vaccines 
are  easily  available  for  almost  everyone  from 
either  public  sources  or  from  private  ones. 

Of  the  22  cases  of  paralytic  poliomyelitis 
confirmed  in  Texas  in  1970,  all  but  one  were 
in  infants  and  children  of  Mexican-American 
descent.  Noiie  had  been  immunized  except  for 
two  that  had  received  vaccine  within  two  weeks 
of  the  onset  of  their  illness — too  late.  Three 
of  the  four  cases  reported  in  1971  were  in 
Mexican-Americans. 

Of  the  1970  San  Antonio  epidemic  cases  of 
diphtheria  reported,  77%  were  in  Mexican- 
Americans,  yielding  a diphtheria  case  rate  per 
100,000  population  of  57.6  for  Mexican-Ameri- 
cans and  45.4  for  Negroes,  as  opposed  to  only 
a 3.9  rate  per  100,000  for  the  Anglo  popula- 
tion of  that  city.  In  1971,  approximately  80% 
of  the  cases  of  diphtheria  reported  in  Texas 
were  in  Mexican-Americans. 

In  pertussis  and  measles,  a similar  racial 
pattern  is  expected  each  year  and  eventually 
the  same  seems  likely  to  emerge  with  rubella. 

It  is  not  difficult  to  see  the  disparity  of  in- 
cidence of  these  diseases  among  Texas’  dif- 
ferent racial  and  cultural  groups,  reflecting 
more  or  less  the  differing  immunization  cover- 
age in  these  segments  of  the  state's  popula- 
tion. 

Whether  the  reasons  for  unequal  coverage 
are  related  to  apathy,  resistance,  poor  dissem- 
ination of  information,  mistrust,  superstition, 
illiteracy,  inaccessibility,  unavailability  of  vac- 
cine or  personnel  to  administer  it,  or  all  of 
these,  should  be  more  thoroughly  explored. 
Part  of  the  job  of  the  Texas  Immunization  Pro- 
gram will  be  to  study  the  forces  that  influence 
and  motivate  the  difficult-to-reach  groups  of 
the  state. 

Infant  Surveillance  Program:  The  State  Infant 
Surveillance  Program,  or  birth  certificate  fol- 
low-up program,  was  first  developed  in  1968. 
Utilizing  birth  certificate  information  provided 
by  the  Bureau  of  Vital  Statistics,  inquiry  cards 
are  mailed  to  the  parents  of  each  child  born 
in  Texas,  exclusive  of  those  in  Bexar  and 
Flarris  Counties,  which  have  their  own  infant 
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surveillance  systems.  All  birth  certificates  in- 
dicating illegitimacy  or  adoption  arc  screened 
out  of  the  program.  The  initial  mailing  is  made 
when  the  infant  is  about  three  months  of  age, 
the  parents  being  asked  to  return  an  attached 
tear-off  card  indicating  whether  diphtheria-per- 
tussis-tetanus or  poliomyelitis  immunization 
has  been  started.  If  there  is  no  response  with- 
in 90  days,  a reminder  card  is  sent.  If  there 
is  still  no  response,  then  a referral  is  made 
to  one  of  the  101  agencies  (Fig  9)  that  have 
agreed  to  do  field  follow-up  of  nonresponders 
in  their  area.  For  the  most  part,  these  referral 
agencies  are  local  health  departments.  Wheth- 
er or  not  there  has  been  a response  to  the 
newborn  inquiry  cards,  a one-year  inquiry  card 
requesting  data  regarding  measles  and  rubella 
immunization  status,  in  addition  to  DPT  and 
poliomyelitis,  is  mailed  when  the  infant  is  14 
months  old.  If  there  is  no  response  to  this  card, 
then  the  same  card  is  sent  three  months  later 
as  a reminder,  and  if  still  there  is  no  reply, 
referral  is  made  to  the  appropriate  agency. 
Immunizing  School  Children;  Actively  supported 
by  the  Texas  Medical  Association  and  the  Texas 
Public  Health  Association,  Senate  Bill  27  was 
introduced  early  in  1971,  enacted,  amended, 
and  then  signed  into  law  by  Gov.  Preston 
Smith  on  April  26,  1971.  It  requires  that  all 
children  entering  Texas  elementary  or  secon- 
dary schools,  or  institutions  of  higher  learning, 
must  have  been  immunized  against  diphtheria, 
tetanus,  poliomyelitis,  measles  and  rubella.  It 
further  states  that  the  Texas  State  Department 
of  Health  shall  provide  the  required  immuniza- 
tions to  children  in  areas  where  no  local  pro- 
vision exists  to  provide  these  services.  House 
Bill  106,  also  now  law,  extends  coverage  to 
children  admitted  to  child-caring  institutions 
and  facilities  and  includes  pertussis  immuniza- 
tion for  this  preschool  group. 

Amendments  to  these  laws  enable  the  Texas 
State  Board  of  Health  to  modify  or  delete  any 
of  the  required  immunizations  and  directs  that 
body  to  promulgate  rules  and  regulations  relat- 
ing to  the  provisional  admission  of  persons  to 
school.  Such  rules  and  regulations  have  been 
written,  published  and  distributed  to  school 
and  health  agencies  throughout  the  state. 

Recently,  the  Board  has  exercised  its  au- 
thority by  deleting  smallpox  vaccination  from 
those  immunizations  required  for  school  admis- 
sion. This  action  occurred  consequent  to  a US 
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The  following  schedule  is  suggested  for  routine  immunizations  in 
local  health  departments  in  Texas: 


AGE 

IMMUNIZING  AGENTS 

2 months 

DTP,  Trivalent  OPV 

3 months 

DTP 

4 months 

DTP,  Trivalent  OPV 

6 months 

Trivalent  OPV 

12  months 

Measles  (Rubeola),  Rubella 

15-18  months 

DTP,  Trivalent  OPV 

4-6  years 

DTP,  Trivalent  OPV 

12-14  years 

Td  Adult 

Thereafter 

Td  Adult  every  10  years 
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Public  Health  Service  recommendation  issued 
in  September  advocating  that  smallpox  vac- 
cination be  discontinued  in  the  United  States 
as  a routine  procedure. 

All  students  were  allowed  to  enter  their 
respective  school  systems  during  the  summer 
and  fall  1971  terms,  with  the  provision  that 
immunization  against  at  least  one  of  the  afore- 
mentioned diseases  will  have  been  started  by 
Jan  1,  1972,  and  all  completed  as  soon  as  is 
medically  feasible.  The  requirements  apply  to 
all  students  attending  public,  private,  or  paro- 
chial schools,  and  include  kindergartens  and 
schools  and  other  institutions  for  the  blind, 
deaf,  mentally  ill,  and  mentally  retarded.  Al- 
lowance is  made  for  exclusion  from  compliance 
on  an  individual  basis  for  medical  contrain- 
dication and  religious  conflicts,  although  sign- 
ed statements  must  be  submitted  in  each  case. 

The  62nd  Legislature  appropriated  almost 
$1.9  million  to  assist  in  implementing  the  new 
school  immunization  law,  and  to  improve  pre- 
school immunization  outreach. 

Implementation:  The  responsibility  of  imple- 
menting the  new  school  immunization  law  falls 
to  the  Texas  Education  Agency  through  local 
school  administrations,  and  to  the  State  De- 
partment of  Public  Welfare  in  the  case  of  child- 
caring institutions. 

A public  school  immunizations  practices  sur- 
vey was  mailed  by  the  Texas  Immunization 
Program  to  superintendents  of  1,700  schools  in 
June  of  1971,  asking  what  immunizations  had 
been  required  for  admission  prior  to  enactment 
of  the  new  law,  and  if  assistance  would  be 
needed  in  carrying  out  school  immunization 
programs.  Fifty-six  percent  of  the  question- 
naires were  returned.  Of  these,  some  41% 
requested  assistance  from  immunization  field 
personnel. 

Through  mutual  interest  and  cooperation 
between  the  State  Immunization  Program  and 


officials  of  the  state-supported  schools  for  the 
blind,  the  deaf,  the  mentally  retarded,  and 
the  mentally  ill,  school  immunization  programs 
are  already  underway  in  these  institutions. 

During  the  past  few  years,  much  of  the 
outreach  of  the  Texas  immunization  Program 
has  been  accomplished  by  health  program 
specialists  who  are  responsible  for  promotion 
and  coordination  of  immunization  activities 
within  the  State  Health  Regions.  They  assist 
local  health  personnel  in  the  organization  and 
planning  of  immunization  programs,  and  they 
work  with  school  officials  and  nurses  to  imple- 
ment the  new  school  immunization  laws 
through  mass  immunization  and  or  on-going 
programs.  In  addition,  they  support  and  some- 
times monitor  local  aspects  of  the  infant  sur- 
veillance program  and  encourage  current  re- 
ferral follow-up. 

Heretofore,  the  state  program  had  been  car- 
ried out  by  a central  staff  of  11  (including  sec- 
retaries) plus  9 regionally  assigned  health  pro- 
gram specialists.  New  legislation  provided  for 
an  additional  73  positions,  including  7 immuni- 
zation nurses,  8 public  health  investigators,  8 
clerk-typists  and  50  community  service  aides. 

With  these  reinforcements,  the  regional 
health  program  specialists  will  be  able  to  dele- 
gate many  of  their  previous  responsibilities  to 
the  immunization  nurses  and  public  health  in- 
vestigators. The  immunization  nurse  will  com- 
plement the  existing  regional  immunization 
plan  of  action,  mainly  by  promoting  and  assist- 
ing in  school  programs  and  supervising  com- 
munity service  aides  in  their  infant  and  pre- 
school group  outreach.  The  nurse  also  will  help 
train  community  service  aides.  The  public 
health  investigator’s  duties  will  also  be  sup- 
portive within  the  region,  and  will  include  in- 
troducing and  developing  immunization  pro- 
grams in  counties  that  have  no  organized  pub- 
lic health  agency.  He  may  be  asked  to  super- 
vise one  or  more  community  service  aides. 
The  aim  of  the  state  program  has  been  to  lo- 
cate the  immunization  nurse  and  public  health 
investigator  positions  strategically  within  a 
region  and  to  attach  them  to  a health  depart- 
ment. 

Use  of  community  service  aides  is  new  to 
the  Texas  Immunization  Program.  In  most  in- 
stances, they  will  be  drawn  from  a target,  dif- 
ficult-to-reach  population  and  must  be  accept- 
able both  by  culture  and  by  language  to  their 
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socioeconomic  and  ethnic  peers.  In  most  re- 
gions, they  trace  infant  surveillance  program 
nonresponder  referrals.  They  will  receive  basic 
instruction  in  principles  and  practicalities  of 
immunization,  and  special  training  designed 
to  develop  skills  in  motivating  and  influencing 
parents  within  their  communities. 

In  certain  priority  counties,  these  aides  will 
be  utilized  to  extend  immunization  services  to 
6-week-old  newborns.  Using  locally  obtained 
birth  certificate  data,  telephone  or  home  visit 
contact  will  be  made  with  the  families  of 
these  infants,  anteceding  newborn  inquiry  mail- 
out  by  several  weeks.  Once  contact  has  been 
made,  seeing  that  all  recommended  immuniza- 
tions for  this  infant  are  received  remains  the 
responsibility  of  the  community  service  aide 
until  the  infant  is  1 year  old,  including  the 
combined  measles-rubella  vaccine  due  at  that 
time. 

This  early  outreach  should  serve  to  provide 
earlier  protection  to  more  preschoolers,  lessen 
the  likelihood  of  losing  the  infant  because  of 
address  change,  minimize  the  number  of  re- 
ferrals from  the  State  Infant  Surveillance  Pro- 
gram, and  within  six  years,  virtually  elimi- 
nate the  preschool  reservoir  of  unimmunized 
children,  and,  in  effect,  preclude  the  need  for 
emergency  mass  immunization  campaigns  in- 
volving this  group. 

In  1970,  more  than  5 million  doses  of  vac- 
cine— diphtheria,  pertussis,  tetanus,  poliomye- 
litis, measles,  rubella  and  smallpox — were  re- 
ceived by  Texans  in  local  health  units  or  in 
mass  immunization  campaigns.  This  far  ex- 
ceeds the  doses  administered  in  1968  and 
1969  combined.  In  1971,  a little  more  than 
4.5  million  doses  of  vaccine  were  adminis- 
tered. We  do  not  know  how  many  persons  re- 
ceive immunization  from  private  physicians  or 
what  proportion  of  all  this  immunizing  is  act- 
ually reaching  those  who  have  no  prior  protec- 


tion, nor  do  we  know  how  many  children  still 
are  unprotected. 

A superlative  State  Immunization  Program 
is  not  expected  this  year  or  even  next  year. 
There  are  too  many  problems,  both  realized 
and  unforeseen,  for  that.  Planners  do  expect  to 
build  a system  that  will  successfully  control 
diseases  for  which  immunization  is  available, 
and  will  insure  high  immunization  levels  uni- 
formly throughout  Texas  in  the  years  to  come. 
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The  alveolar  wall  is  lined  with  a continuous  epi- 
thelial layer  of  type  I (membranous)  and  type  II 
(granular)  pneumonocytes  and  contains  an  exten- 
sive capillary  network,  as  well  as  occasional  in- 
terstitial cells.  Electron  microscopic  studies  in 
man  have  contributed  knowledge  of  the  patho- 
genesis and  pathophysiology  of  various  pulmonary 
diseases.  In  Cryptococcus  neoformans,  the  host 
response  was  characterized  by  phagocytosis  of 
the  fungus  by  free  alveolar  macrophages.  In  sar- 
coidosis, unique  cytoplasmic  inclusions,  possibly 
a mutant  form  of  mycobacteria,  have  been  found. 
Alveolar  cell  carcinoma  disclosed  lamellated  os- 
miophilic  structures  in  the  tumor  cell  similar  to 
those  in  the  type  II  pneumonocyte , indicating  this 
cell  to  be  the  origin  of  the  neoplasm.  In  Pneumo- 
cystis carinii,  the  organism  was  found  to  have 
complex  microvillous  structures,  appearing  to 
anchor  it  to  the  alveolar  wall.  In  acute  pneu- 
monias, the  most  striking  feature  was  the  edema 
of  the  capillary  endothelial  cell — the  “shock  cells” 
of  the  lung — which  appeared  to  functionally  con- 
strict or  obliterate  the  capillaries.  In  the  rheuma- 
toid lung,  diffuse  fraying  and  edema  of  the  alveo- 
lar capillary  basement  membrane  has  been  found 
to  be  the  ultrastructural  hallmark.  In  systemic 
lupus  erythematosus,  branched  tubular  structures, 
similar  to  those  previously  found  in  renal  biop- 
sies, have  been  identified  in  the  cytoplasm  of  al- 
veolar capillary  endothelial  cells. 

STUDIES  OF  HUMAN  LUNGS  by  electron  mi- 
croscopy have  proven  useful  in  contributing 
knowledge  of  the  pathogenesis  and  pathophysi- 
ology of  mycoses,  sarcoidosis,  alveolar  cell 
carcinoma,  pneumonia,  and  collagen  diseases. 
The  Alveolar  Wall:  Basic  to  interpretation  and 
understanding  of  electron  micrographs  of  the 
lung  is  a working  knowledge  of  the  normal  ul- 
trastructure of  the  alveolar  wall  (Figs  1,2). 
The  alveolar  wall  demonstrates  a continuous 
alveolar  epithelial  lining  of  two  cell  types:  type 
I,  (membranous)  pneumonocyte,  and  type  II 


(granular)  pneumonocyte.  The  type  I pneumo- 
nocyte can  be  seen  only  with  the  electron  mi- 
croscope, and  has  thin  attenuated  cytoplasm 
largely  free  of  organelles.  It  covers  better  than 
80%  of  the  surface  of  the  alveolar  wall.  The 
type  II  pneumonocyte  can  be  seen  with  the 
light  microscope  and  is  a large  cell  protruding 
into  the  lumen,  and  having  numerous  organ- 
elles within  its  cytoplasm.  Lamellated  osmio- 
philic  cytoplasmic  bodies,  representing  intra- 
cellular surfactant,  and  delicate  short  micro- 
villi are  two  identifying  features  of  the  type  II 
pneumonocyte.  Following  injury  to  the  alveolar 
wall,  there  is  an  increase  in  the  number  of 
type  II  cells. ^ In  the  lower  left  of  the  artist’s 
sketch  (Fig  1)  is  an  alveolar  capillary.  Note  the 
extremely  close  proximity  of  the  delicate  base- 
ment membrane  of  the  capillary  endothelium 
to  the  overlying  basement  membrane  of  the  al- 
veolar epithelium.  The  remaining  cell  within  the 
alveolar  wall  is  an  interstitial  cell  whose  func- 
tion is  controversial,  for  it  may  represent  either 
a reticuloendothelial  (RE)  cell,  migrating  from 
the  alveolar  capillary  into  the  alveolar  space 
where  it  will  function  as  a free  alveolar  macro- 
phage, or  a resting  multipotential  mesenchy- 
mal cell  which,  upon  stimulation,  may  trans- 
form into  a smooth  muscle  cell.  Phagocytosis 
within  the  lung  is  carried  out  by  the  free  alveo- 
lar macrophages  and  not  by  alveolar  epithelial 
cells.2 

Cryptococcosis:  The  many  manifestations  of 
the  major  systemic  fungal  diseases  pose  seri- 
ous diagnostic  problems  for  the  physician. 
Cryptococcosis  is  perhaps  best  known  for  men- 
ingeal involvement:  however,  the  disease  may 
be  limited  to  the  lungs,  for  Cryptococcus  neo- 
formans enters  the  body  by  inhalation.^  Since 
the  original  report  of  primary  pulmonary  cryp- 
tococcosis in  1924,  more  than  100  cases  have 
been  documented.^  Electron  microscopic  exam- 
ination of  a percutaneous  needle  biopsy  of 
lung  represents  a valuable  method  for  the  rap- 
id diagnosis  of  pulmonary  cryptococcosis  and 
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PULMONARY  DISEASE  STUDIED  BY 
ELECTRON  MICROSCOPY 


THE  ALVEOLAR  WALL 

1.  Artist’s  sketch  of  alveolar  wall  as  seen 
with  the  electron  microscope. 


2.  Low  magnification  electron  micrograph  of 
lung  showing  several  alveoli.  Note  the  alveolar 
capillaries  in  close  proximity  to  the 
alveolar  spaces  (arrows  point  to  erythrocytes 
within  the  capillaries).  Uranyl  citrate  and 
lead  citrate,  X 5,805. 


also  provides  means  for  evaluation  of  the  host- 
defense  mechanism  by  assessing  the  ultra- 
structural  integrity  of  the  microorganism.  In 
the  lung,  the  Cryptococcus  neoformans  is  phago- 
cytized  by  pulmonary  reticuloendothelial  cells 
(macrophages)  (Fig  3).  Several  yeasts  may  be 
phagocytized  by  one  RE  cell.  Absence  of  in- 
ternal structures  indicates  death  of  the  organ- 
ism. The  capsule  and  cell  wall  are  extremely 
resistant  to  digestion  even  when  engulfed  by 
the  phagocytes.  With  light  microscopy  only  the 
capsule  of  the  yeast  can  be  strained;  hence, 
no  assessment  can  be  made  of  its  viability 
(Fig  4). 

Sarcoidosis:  Since  Boeck  (in  1899)  described 
the  cutaneous  lesions  of  sarcoid,  the  disease 
process  has  remained  an  enigma  to  physi- 
cians.^ Even  now,  70  years  later,  the  diagnosis 
of  sarcoidosis  remains  one  of  exclusion.  When 
the  tissue  preparations  contain  noncaseating 
granuloma  and  organisms  cannot  be  demon- 
strated by  special  stains,  fluorescence  micro- 
scopy, culture,  or  animal  inoculation,  the  im- 
pression is  “noncaseating  granuloma,  consist- 
ent with  sarcoidosis”  (Fig  5).  Electron  micro- 
scopic examination  of  lung  biopsies  from  five 
patients  with  sarcoidosis  demonstrated  within 
sarcoid  granulomas  several  epithelioid  cells 
containing  inclusions  possibly  representing  an 
atypical  form  or  a mutant  variant  of  tubercle 
bacilli.®  The  inclusions  had  an  oval,  electron- 
dense  core  with  a narrow  electron-lucent  rim 
surrounded  by  an  electron-dense  membrane 
(Fig  6). 

Alveolar  Cell  Carcinoma:  Alveolar  cell  carcino- 
ma of  the  lung  accounts  for  3-5%  of  all  pri- 
mary pulmonary  malignant  neoplasms^  (Fig  7). 
The  cell  of  origin  has  been  debated.  Some  pro- 
pose that  the  neoplasm  originates  from  alve- 
olar epithelial  cells,  while  others  believe  that 
the  carcinoma  arises  from  epithelium  of  bron- 
chioles, proliferates,  and  extends  into  the  al- 
veoli.® 

Electron  microscopic  study  of  two  needle 
biopsies  of  alveolar  cell  carcinoma  has  revealed 
that  the  malignant  cells  contain  intracytoplas- 
mic  lamellated  osmiophilic  bodies  similar  to 
those  in  the  type  II  pneumonocyte,  the  prob- 
able cell  of  origin  (Fig  8). 

Pneumocystis  carinil:  Since  1953,  increasing  at- 
tention has  been  directed  toward  Pneumocystis 
carinii  as  an  etiologic  agent  of  pneumonia 
which  occurs  predominantly  in  debilitated 
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adults  and  premature  infants  and  has  been  en- 
countered in  epidemic  proportions  in  nurseries 
and  orphanages,  resulting  in  many  deaths.® 
Attempts  to  culture  the  organisms  (Fig  9)  have 
not  been  successful.  The  exact  toxonomy  and 
classification  of  Pneumocystis  carinii  remains 
unsettled,  although  ultrastructural  features 
demonstrated  with  electron  microscopic  study 
strongly  suggest  it  to  be  a parasite.^®  The  mi- 
crovillous structures  on  the  "tail”  of  the  organ- 
ism appear  to  anchor  it  to  the  alveolar  wall 
(Fig  10).  The  finding  of  an  occasional  organ- 
ism within  an  alveolar  wall  indicates  an  aggres- 
sive potential  of  this  disease  process  and  on 
rare  occasions  distant  spread  to  bronchial 
lymph  nodes  and  spleen  has  been  observed. 
Acute  Pneumonia:  Needle  biopsies  of  lung 
studied  in  five  cases  of  acute  pneumonia  have 
consistently  revealed  striking  imbibitional 
edema  of  the  alveolar  capillary  endothelial 
cells  (the  "shock  cells”  of  the  lung)  which  ap- 
peared to  constrict  or  even  obliterate  the  cap- 
illary lumina^^  (Fig  11).  With  routine  micro- 
scopy (Fig  12)  the  same  lung  biopsies  had  in- 
terstitial congestion  and  edema,  with  fibrin, 
erythrocytes  and  inflammatory  cells  within  the 
alveolar  spaces,  mimicking  the  late  stage  of  the 
disease  process  variously  termed  as  "pump 
lung,”  "white  lung,”  "stiff  lung,”  "Da  Nang 
lung,”  "shock  lung,”  "respirator  lung,”  and 
"oxygen  toxicity  lung.”^^  j^e  electron  micro- 
scopic finding  of  severe  damage  to  the  capil- 
lary endothelial  cells  in  acute  pneumonia  sup- 
ports the  concept  that  the  disruption  of  capil- 
lary integrity  is  the  primary  response  to  the  in- 
itial insult  in  these  various  clinical  entities,  all 
of  which  are  manifestations  of  hypoxic  damage 
to  the  alveolar  wall. 

Rheumatoid  Arthritis:  Pleuropulmonary  involve- 
ment in  rheumatoid  arthritis  is  now  an  accept- 
ed entity  known  clinically  as  rheumatoid  lung 
disease. By  light  microscopy,  the  early 
changes  in  rheumatoid  lung  are  extremely  sub- 
tle and  only  rarely  is  a rheumatoid  nodule 
seen  in  the  fibrous  connective  tissue  of  the 
pleura  or  interlobular  septae  (Fig  13).  The  dis- 
ease process,  as  seen  by  electron  microscopy, 
involves  primarily  the  basement  membrane  of 
the  alveolar  capillary  endothelium,  analogous 
to  renal  glomerular  lesions  in  collagen  dis- 
eases. Electron  microscopic  study  of  needle 
lung  biopsies  in  three  patients  with  clinically 
proven  rheumatoid  disease,  and  having  chest 


3.  Electron  micrograph  of  phagocytized  yeast  of 
Cryptococcus  neoformans  (arrow),  showing  loss  of 
internal  structures  with  only  wall  and  capsule 
remaining.  Uranyl  acetate  and  lead  citrate,  X 15,748. 


4.  Photomicrograph  of  yeast  of  Cryptococcus 
neoformans  (arrow)  present  in  needle  biopsy 
of  lung.  Mucicarmine,  X 640. 
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5.  Photomicrograph  of  needle  biopsy 
of  lung  showing  a noncaseous 
granuloma  consistent  with 
sarcoidosis.  Hematoxylin  and 
eosin,  X 64. 


6.  Electron  micrograph  of  an  epithelial  cell 

within  a sarcoid  granuloma  containing  numerous  oval 

inclusions  (arrow),  possibly  representing  mutant 

variants  of  tubercle  bacilli.  Uranyl  acetate 

and  lead  citrate,  X 30,825.  From  Greenberg, 

Gyorkey,  Weg,  et  al.^ 


7.  Photomicrograph  of  an  alveolar  cell  carcinoma 
of  lung,  lining  alveolar  spaces.  Hematoxylin 
and  eosin,  X 250. 


8.  Electron  micrograph  of  an  alveolar  cell 
carcinoma.  The  malignant  cells  (arrow)  contain 
intracytoplasmic  lamellated  bodies,  similar 
to  type  H pneumonocytes.  Uranyl  acetate 
and  lead  citrate,  X 7,858. 


9.  Photomicrograph  of  Pneumocystis  carinii  organisms 
(arrow)  within  an  alveolar  space. 

Gomori  methenamine  silver,  X 1,500. 
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10.  Electron  micrograph  of 
crescent-shaped  Pneumocystis  carinii 
organisms.  Note  the  microvillous 
structures  (arrow)  on  the  "tail.” 
Uranyl  acetate  and  lead  citrate, 

X 33,750.  From  Ham,  Greenberg, 
Reynolds,  et  aR^;  copyright 
by  Academic  Press. 


13.  Photomicrograph  of  rheumatoid  nodule 
demonstrating  granulomatous  inflammatory  reaction, 
a rare  finding  in  the  rheumatoid  lung. 

Hematoxylin  and  eosin,  X 10. 


14.  Electron  micrograph  of  needle  biopsy  of  lung 
showing  diffuse  broadening  and  fraying  of 
alveolar  capillary  basement  membranes  (arrow),  the 
ultrastructural  hallmark  of  the  rheumatoid 
lung.  Uranyl  acetate  and  lead  citrate,  X 23,620. 


11.  Alveolar  capillary  endothelial  cells  (“shock 
cells”  of  lung)  revealing  severe  damage 
with  marked  imbibitional  edema,  obliterating  the 
capillary  lumen  (arrow).  Uranyl 
acetate  and  lead  citrate,  X 23,620. 


12.  Photomicrograph  of  needle  biopsy  of  lung 

showing  fibrinopurulent  exudate  in 

alveolar  spaces.  Hematoxylin  and  eosin,  X 155. 
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16.  Electron  micrograph  of  intracytoplasmic  tubular 

structures  (arrow),  similar  in  some 

respects  to  paramyxovirus,  seen  within  alveolar 

capillary  endothelial  cells  in  lupus 

erythematosus.  Uranyl  acetate  and  lead 

citrate,  X 90,975. 


roentgenograms  and  pulmonary  function  studies 
consistent  with  rheumatoid  lung,  showed  dif- 
fuse broadening  and  fraying  of  the  alveolar 
capillary  basement  membranes,  the  ultrastruc- 
tural  hallmark  of  this  disease  process^^  (Fig 
14).  Immunofluorescent  studies  to  identify  im- 
mune complex  deposits  in  the  basement  mem- 
brane are  now  in  progress. 

Lupus  Erythematosus:  Pleuritis  and  pneumoni- 
tis (Fig  15)  are  manifestations  of  systemic  lu- 
pus erythematosus  (SLE)  and  diffuse  intersti- 
tial pulmonary  fibrosis  is  sometimes  a promi- 
nent feature.  The  etiology  of  collagen  diseases 
remains  obscure;  however,  since  1969,  elec- 
tron microscopic  study  has  revealed  intracyto- 
plasmic and  perinuclear  tubular  structures  sim- 
ilar in  some  aspects  to  nucleoprotein  strands 
of  paramyxoviruses  found  in  renal  biopsies 
from  patients  with  SLE.^®  If  these  structures 
prove  to  be  of  viral  origin,  as  it  has  been  pro- 


15.  Photomicrograph  of  needle  biopsy 
of  lung  showing  nonspecific 
interstitial  fibrosis  and 
chronic  inflammatory  reaction 
in  lupus  erythematosus. 

Hematoxylin  and  eosin,  X 250. 


posed,  their  significance  in  the  etiology  of  the 
disease  process  remains  to  be  elucidated. 
Whether  of  viral  origin  or  not,  these  tubular 
structures  are  numerous  in  the  cells  of  patients 
having  SLE  and  are  now  considered  to  be  an 
important  clue  to  its  diagnosis.  Electron  micro- 
scopic examination  of  needle  biopsy  of  lung  of 
a patient  with  SLE  revealed  multiple  aggre- 
gates of  tubular  structures,  approximately  220 
A in  diameter,  within  the  cytoplasm  of  alveolar 
capillary  endothelial  cells^®  (Fig  16).  Identical 
tubular  structures  were  found  in  the  patient’s 
glomerular  endothelial  cells. 

REFEriENCES 

1.  Greenberg  SD,  Gyorkey  F,  Jenkins  DE,  et  al:  Alveolar 
epithelial  cells  following  exposure  to  nitric  acid:  electron 
microscopic  study  in  rats.  Arch  Environ  Health  22:655-662, 
1971. 

2.  Greenberg  SD,  Gyorkey  F,  Jenkins  DE,  et  al:  Phagocy- 
tosis and  the  granular  pneumonocyte.  Amer  Rev  Resp  Dis 
105:302-303,  1972. 

3.  Houk  VN,  Moser  KM:  Pulmonary  cryptococcosis.  Ann 
Intern  Med  63:583-596,  1965. 

4.  Campbell  GD:  Primary  pulmonary  cryptococcosis.  Amer 
Rev  Resp  Dis  94:236-243,  1966. 

5.  Sones  M,  Israel  HL:  Course  and  prognosis  of  sarcoido- 
sis. Amer  J Med  29:84-93,  1960. 

6.  Greenberg  SD,  Gyorkey  F,  Weg  JG,  et  al:  The  ultra- 
structure of  the  pulmonary  granuloma  in  "sarcoidosis.”  Amer 
Rev  Resp  Dis  102:648-652,  1970. 

7.  Clagett  OT,  Allen  TH,  Payne  WS,  et  al:  The  surgical 
treatment  of  pulmonary  neoplasms:  a 10-year  experience. 
J Thor  Cardiov  Surg  48:391-400,  1964. 

8.  Coalson  JJ,  Mohr  JA,  Pirtle  JK,  et  al:  Electron  micro- 
scopy of  neoplasms  in  the  lung  with  special  emphasis  on 
the  alveolar  cell  carcinoma.  Amer  Rev  Resp  Dis  101:181-197, 

1970. 

9.  Le  Clair  RA:  Pneumocystis  carinii  and  interstitial  plasma 
cell  pneumonia:  a review.  Amer  Rev  Resp  Dis  96:1131-1136, 
1967. 

10.  Ham  EK,  Greenberg  SD,  Reynolds  RC,  et  al:  The  ultra- 
structure of  Pneumocystis  carinii.  Exper  Mol  Path  14:362-372, 

1971. 

11.  Weg  JG,  Greenberg  SD,  Gyorkey  F,  et  al:  Electron  mi- 
croscopic demonstration  of  disruption  of  capillary  integrity 
in  acute  diffuse  pneumonia.  Amer  Rev  Resp  Dis  103:897-898, 
1971. 

12.  Henry  JN,  McArdle  AH,  Scott  HJ,  et  al:  Study  of  the 
acute  and  chronic  respiratory  pathophysiology  of  hemorrhagic 
shock.  J Thorac  Cardiov  Surg  54:666-681,  1967. 

13.  Patterson  DD,  Harville  WE,  Pierce  JA:  Rheumatoid  lung 
disease.  Ann  Intern  Med  62:685-697,  1965. 

14.  Greenberg  SD,  Gyorkey  F,  Weg  J,  et  al:  Electron  micro- 
scopic study  of  "rheumatoid”  lungs.  Lab  Invest  24:431,  1971. 

15.  Gyorkey  F,  Min  KW,  Sinkovics  JG,  et  al:  Systemic  lupus 
erythematosus  and  myxovirus.  New  Eng  J Med  280:333,  1969. 

16.  Fraire  AE,  Smith  MN,  Greenberg  SD,  et  al:  Tubular 
structures  in  pulmonary  endothelial  cells  in  systemic  lupus 
erythematosus.  Amer  J Clin  Path  56:244-248,  1971. 

Drs.  Greenberg,  Weg,  and  Jenkins,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  Texas 
77025. 

Dr.  Gyorkey  and  Ms.  Gyorkey,  Veterans  Administration 
Hospital,  2002  Holcombe  Blvd,  Houston,  Texas  77031. 


92 


TEXAS  MEDICINE 


Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Break  the 
ulcer  circuit 
to  hyperacidity, 
hypermotility  and 

ulcer  pahi. 


Pro-Banthlne 

propantheline  bromide 

R Relief  Factor  in  Peptic  Uicer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient  s 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  writh  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects;  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage;  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  os  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. 181 
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60680 


Helps  control 
the  underlying  problem 

anxiety 


Miltowri 

(meprobamate) 

when  reassurance  is  not  enough 


Indications:  Relief  of  anxiety  and  ten- 
sion; adjunctively  in  various  disease 
states  in  which  anxiety  and  tension  are 
manifested;  and  to  promote  sleep  in 
anxious,  tense  patients. 
Contraindications:  Acute  intermittent 
porphyria  and  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  meb- 
utamate,  tybamate,  carbromal. 

Warnings:  Drug  Dependence:  Physical 
and  psychological  dependence  and 
abuse  have  occurred.  Chronic  intoxica- 
tion, from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
prone  persons.  Sudden  withdrawal  after 
prolonged  and  excessive  use  may  pre- 
cipitate recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  {e.g., 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders). 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Precautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem: Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEC  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions:  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  edema, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity: hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids). 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomati- 
cally; cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydration;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 
absorption.  rev.  10/71 

Before  prescribing,  consult  package  cir- 
cular or  latest  PDR  information. 


(fti  WALLACE  PHARMACEUTICALS 
VA^Cranbury,  N.J.  08512 
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Prenatal  determination 
of  fetal  lung  maturation 
by  amniocentesis 


Fetal  lung  maturity  can  be  accurately  evaluated 
by  assay  of  lung  surfactant  (dipalmitoyl  lecithin) 
in  amniotic  fluid.  This  procedure  is  particularly 
useful  in  prematures  where  delay  in  delivery  may 
allow  alveolar  maturation  and  prevention  of  hya- 
line membrane  disease. 

A MAJOR  CAUSE  of  morbidity  and  mortality  in 
the  infant  delivered  prior  to  term  is  the  res- 
piratory distress  syndrome  (hyaline  membrane 
disease).  This  condition  has  been  shown  to  be 
associated  with  failure  of  the  immature  lung 
to  produce  surfactant  (a  dipalmitoyl  lecithin 
compound),  which  is  responsible  for  the  order- 
ly aeration  of  the  newborn’s  lungs.  Studies  by 
Gluck  and  associates  have  demonstrated  a sim- 
ple, reliable,  convenient  and  practical  method 
of  measuring  the  appearance  of  surfactant  in 
the  amniotic  fluid,  thereby  permitting  the  ob- 
stetrician to  ascertain  clearly  whether  the  fetus 
is  ready  for  delivery  and  can  be  expected  to 
be  safe  from  respiratory  distress  syndrome.^ 
The  purpose  of  this  report  is  to  describe  our 
experience  with  this  method  of  predicting  fetal 
lung  maturity. 

The  approach  developed  by  Gluck  is  the 
result  of  research  on  the  formation  of  lung 
surfactant  in  fetal  rabbits. His  studies  show- 
ed that  dipalmitoyl  lecithin  (surfactant)  and 
sphingomyelin,  both  synthesized  by  the  alveolar 
membranes  of  the  fetus,  were  present  in  the 
amniotic  fluids  in  small  amounts  throughout 
the  gestational  period.  In  the  human,  detectable 
quantities  are  found  after  the  14th  week  of 
gestation.  By  the  36th  week,  the  concentration 
of  lecithin  relative  to  sphingomyelin  begins  to  in- 
crease, reflecting  an  enhanced  synthesis  of 
surfactant.  This  increased  surfactant  synthesis 
continues  at  an  accelerated  rate,  reaching  its 
maximum  at  about  the  38th  week  of  gestation. 
During  the  same  period  there  is  only  a slight 
increase  in  sphingomyelin  with  the  result  that 


there  is  a progressive  increase  in  the  dipalmi- 
toyl lecithin-to-sphingomyelin  ratio.  Thus,  be- 
fore the  36th  week  the  concentrations  of  leci- 
thin and  sphingomyelin  in  amniotic  fluid  are 
both  low  and  the  ratio  is  approximately  1:1, 
whereas  after  this  period  in  the  normal  fetus, 
the  ratio  rapidly  rises  above  1:1  and  reaches 
a level  of  2:1  or  greater  by  the  38th  week. 

Clinical  studies  have  demonstrated  that  this 
ratio  of  2:1  or  greater  correlates  well  with  lung 
maturity  and  absence  of  postnatal  respiratory 
distress  syndrome. 

This  procedure  was  tested  and  applied  at 
The  University  of  Texas  Medical  Branch  in 
Galveston  through  the  collaboration  of  the  De- 
partment of  Obstetrics  and  Gynecology  and  the 
biochemical  laboratories  in  the  Department  of 
Pediatrics.  The  results  from  these  tests  con- 
firmed the  usefulness  of  this  procedure  for 
evaluation  of  fetal  lung  maturity. 


1.  TLC  plate  illustrating  the  separation  of  lecithin  (L) 
and  sphingomyelin  (S)  extracted  from  amniotic 
fluid  and  known  standards. 

Lane  Sample 

1 Sphingomyelin  standard 

2 AF  33  weeks  gestation 

3 AF  36  weeks  gestation 

4 CB  29  weeks  gestation 

5 Lecithin  standard 

6 FL  38  weeks  gestation 

7 GM  38  weeks  gestation 

8 Mixture  of  standards 

9 Lecithin  standard 
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To  carry  out  this  test,  amniotic  fluid  is  ob- 
tained under  aseptic  conditions  by  transab- 
dominai  puncture,  cleared  of  red  cells  and  des- 
quamated fetal  debris  by  centrifugation,  and  a 
portion  of  the  fluid  is  used  to  isolate  lecithin 
and  sphingomyelin  with  organic  solvents.  After 
concentrating  the  sample  by  solvent  evapora- 
tion, a portion  of  the  sample  is  transferred  to  a 
thin-layer  chromatographic  (TLC)  plate  coated 
with  silica  gel  and  the  lecithin  and  sphingo- 
myelin are  separated  with  chromatographic  sol- 
vents. The  position  of  lecithin  and  sphingo- 
myelin is  established  by  spraying  with  a phos- 
phate indicator  spray  and  by  comparison  with 
known  standards.  By  reading  the  color  inten- 
sity with  a scanning  spectrophotometer  or  by 
removing  the  lecithin  and  sphingomyelin  areas 
and  analyzing  for  organic  phosphate,  the  rela- 
tive concentration  of  lecithin  and  sphingomye- 
lin is  determined.  The  immature  fetal  lung 
will  always  show  a lecithin  to  sphingomyelin 
ratio  of  1:0,  whereas  the  mature  lung  will  give 
a ratio  of  2:0  or  greater  as  indicated  by  the  fore- 
going summary  of  the  analytical  procedure. 
Tests  on  a variety  of  patients  at  The  University 
of  Texas  Medical  Branch  confirmed  Gluck’s 
report  that  the  maturation  of  the  fetal  lung 
can  be  followed  during  gestation  as  illustrated 
in  Fig  1.  Evaluation  of  the  lecithin  to  sphingo- 
myelin ratio  with  a scanning  spectrophotome- 
ter greatly  reduced  the  time  required  to  obtain 
the  results  in  contrast  to  the  chemical  analy- 
sis of  phosphate  in  these  components.  Phos- 
phate analysis®  gave  similar  ratios  as  those 
obtained  by  spectrophotometric  scanning  (Fig 
2).  The  fact  that  the  results  from  this  test  can 
be  obtained  within  24  hours  makes  it  extreme- 
ly useful  to  the  obstetrician  in  making  deci- 
sions for  premature  delivery. 

An  additional  factor  which  extends  the  use- 
fulness of  this  analytical  procedure  is  that  am- 
niotic fluid,  properly  handled  and  freed  from 
cellular  debris,  can  be  frozen  and  shipped 


2.  Comparative  results  of  lecithin/sphingomyelin 
ratios  determined  by  scanning  spectrophotometry 
and  phosphate  analysis. 


, Lecithin/Sphingomyelin  Ratios > 

Gestational  Age  Spectrophotometric  Phosphate 

(weeks)  Analysis  Analysis 


BC  191/2 

0:7 

0:61 

CB23 

0:6 

0:53 

BC  241/2 

0:9 

0:95 

CB26 

0:7 

0:72 

CB29 

1:0 

1:03 

SD33 

0:8 

0:86 

AF35 

1:2 

1:87 

AF36 

4:0 

4:86 

CM  38 

3:2 

2:91 

FL38 

3:6 

Initials  represent  patients  from  whom  amniotic  fluid  was  obtained 
for  these  tests. 


packed  in  dry  ice  for  analysis.  This  permits 
practitioners  from  any  area  to  utilize  distant 
facilities  available  for  such  analyses.  Sequen- 
tial analyses  of  amniotic  fluid  for  lecithin  can 
be  made  during  gestation  until  maturity  of  the 
lungs  is  established.  Situations  which  require 
lung  maturity  tests  are  those  in  which  the  ob- 
stetrician is  faced  with  the  decision  of  early 
termination  of  pregnancy,  particularly  when  he 
is  confronted  with  the  question  as  to  when  to 
do  a repeat  caesarean  section,  in  cases  in 
which  there  is  elective  induction  of  labor,  and 
in  cases  of  Rh  sensitization. 
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Reconstruction 

following 

laryngeal 

trauma: 

Its  adaptation 
for  swallowing 
and  voice 
production 


Creation  of  a pseudo-larynx  using  an  epiglottis 
for  a traumatic  avulsion  of  the  larynx  is  describ- 
ed. Mechanism  of  incomplete  adaptation  corrected 
by  a cordopexy  with  complete  adaptation  is  dis- 
cussed. It  is  hoped  that  this  work  will  encourage 
others  to  pursue  the  understanding  of  laryngeal 
function.  Only  then  can  we  offer  a better  outlook 
for  those  afflicted  with  laryngeal  carcinoma  or 
trauma. 


IT  IS  A CHERISHED  GIFT  to  be  able  to  swallow 
without  aspiration  and  to  converse  through 
natural  channels.  Only  those  who  have  lost 
that  ability  can  fully  realize  its  importance. 
Those  commissioned  to  a permanent  tracheo- 
stome question  many  times  whether  the  state 
of  the  art  will  advance  in  their  lifetime  so  that 
they  will  have  a “voice-box”  which  functions. 

Larynx  removal  may  be  the  outcome  of  an 
injury  or  a necessary  procedure  for  laryngeal 
carcinoma.  It  is  generally  agreed  that  a muti- 
lated larynx  commissions  the  patient  to  a per- 
manent tracheostomy.  While  recent  studies 
have  shown  that  larynx  analogs^  are  possible 
without  aspiration,  such  analogs  should  be  re- 
constructed as  soon  as  possible  after  injury. 
Cartilages  with  their  mucous  membranes 
should  be  realigned  and  splinted.  Adaptation 
for  swallowing  and  voice  production  can  occur 
only  when  certain  minimum  requirements  are 
met  in  reconstructing  them.^  To  illustrate  this 
point,  a case  of  an  almost  totally  destroyed 
larynx  is  described.  This  larynx  was  recon- 
structed along  the  lines  previously  performed 
and  proven  in  the  laboratory.^ 

Case  Report:  In  a fit  of  depression,  a 51 -year- 
old  woman  placed  an  electric  knife  across  her 
anterior  neck  and  attempted  to  amputate  it. 
She  was  brought  to  the  emergency  room  with 
bleeding  from  both  superior  thyroid  arteries. 
Hemostasis  was  achieved.  A cuffed  endotra- 
cheal tube  was  inserted  through  the  open  tra- 
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la.  Actual  view  of  the  laryngeal  trauma  sustained. 
Notice  the  tracheal  opening  with  its 
narrowness  due  to  tissue  edema  and  ecchymosis. 


lb.  Schematic  of  the  laryngeal  trauma 
sustained  by  the  patient.  Notice  the  absence  of  the 
thyroid  cartilage  and  the  anterior  two-thirds 
of  the  cricoid  cartilage. 


2.  Epiglottis  used  as  a replacement  for  the 
larynx  reconstruction  following  total  removal  in 
the  dog. 
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3.  Epiglottis  mobilized  from  the  pre-epiglottic  space. 


chea.  The  patient  was  taken  to  the  operating 
room. 

The  anterior  neck  skin,  thyroid  cartilage,  and 
the  larynx  were  gone.  In  fact,  the  patient  had 
dissected  the  anterior  mid-neck  to  the  post- 
cricoid area.  It  was  a rather  uncommon  sight 
(Fig  1).  Careful  evaluation  revealed  the  pres- 
ence of  the  posterior  one-third  of  the  first  tra- 
cheal ring  caudally,  and  the  hyoid  bone  with 
its  overlying  skin  cephalad.  Further  assess- 
ment revealed  (1)  intact  laryngeal  elevators, 
(2)  intact  postcricoid  area,  (3)  intact  epiglot- 
tis, and  (4)  a normal,  functioning  cricopharyn- 
geus. 

In  previous  times,  such  a patient  would  have 
been  commissioned  to  a total  laryngectomy 
with  a necessary  creation  of  a permanent 
tracheostoma.  Flowever,  here  was  an  opportu- 
nity to  apply  the  knowledge  that  we  had  gained 
in  the  laboratory.^  A successful  application  of 
the  experimental  laryngeal  surgery^  with  its 
adaptive  ability  would  certainly  eliminate  the 
necessity  for  a permanent  tracheostoma.  We 
chose  to  repeat  the  operation  previously  per- 
formed in  the  laboratory  on  many  dogs^  (Fig 
2).  In  the  experimental  surgery,  the  epiglottis 
was  used  to  reconstruct  the  larynx.  The  epi- 
glottis was  dissected  free  from  the  pre-epiglot- 
tic space  (Fig  3)  and  sutured  to  the  arytenoid 
cartilage  remains  and  cricoid  mucous  mem- 
branes. A tailored  laryngeal  stent  was  position- 
ed into  the  laryngeal  glottis  (Figs  3,  4,  5).  On 
direct  measurement  a posterior  commissure 
opening  of  6 mm  was  established.  The  patient 
was  allowed  to  swallow  on  the  20th  postopera- 
tive day.  She  was  able  to  swallow  semisolids 
with  effort,  but  she  aspirated  liquids  consist- 
ently. Indirect  and  direct  (endoscopic)  exam- 
inations showed  a glottic  opening  of  12  mm  at 
the  posterior  commissure.  The  patient  under- 
went a cordopexy.  The  effect  was  an  improve- 
ment of  her  voice  and  swallowing  took  place 
without  aspiration. 
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4a.  Actual  view  of  the  reconstructed  larynx  Schematic  of  the  reconstructed  larynx, 

(patient)  with  stent  insertion. 
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5.  Schematic  showing  the  area  of  larynx  avulsion 
and  the  reconstructed  larynx. 


Comment:  Laryngeal  reconstruction  with  at- 
tendant adaptation  following  avulsion  or  other 
types  of  laryngeal  trauma  is  based  upon  the 
restoration  of  basic  principles  of  laryngeal 
function.  Putting  it  another  way,  it  is  accom- 
plished by  the  restoration  of  the  normal  pattern 
of  deglutition  and  respiration  within  the  respir- 
atory cycle. 3 In  the  face  of  permanently  posi- 
tioned vocal  cords,  adequate  laryngeal  eleva- 
tion to  allow  abutment  of  the  glottal  opening  to 
the  base  of  the  tongue  is  enough  to  prevent  as- 
piration. Simultaneous  relaxation  of  the  crico- 
pharyngeus^  allows  the  food  bolus  to  enter  the 
esophagus  without  aspiration.  In  the  immedi- 
ate period  following  surgery,  conscious  effort 
on  the  part  of  the  patient  is  required  for  de- 
glutition. 

The  pressure  gradient  between  the  hypo- 
pharynx  and  the  pharyngo-esophageal  segment 
is  much  higher  in  these  instances. Similarly, 
when  one  has  a sore  throat  it  takes  an  effort 
to  swallow.  In  these  instances,  a conscious 
effort  is  made  to  swallow.  As  healing  progress- 
es after  laryngeal  surgery,  there  is  less  pain, 
followed  by  less  effort  in  swallowing.  In  fact, 
after  repeated  trials  the  patient  tolerates  the 
“new  mode’’  of  swallowing.  With  lesser  effort, 
there  is  less  pressure  gradient  between  the 
hypopharynx  and  the  pharyno-esophageal  seg- 
ment during  swallowing.  Further  ease  in  the 
swallowing  pattern  occurs,  and  gradually  the 
swallowing  mechanism  becomes  an  uncon- 
scious activity. 
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the  compound  analgesic 
that  calms  instead  of  caf  feinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


A.  H.  Robins  Company,  Richmond,  Va.  A-  H'l^OBINS 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
CA  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2'/2 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  'A  gr.  (No.  2),  'A  gr.  (No.  3)  or  1 gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

Phenaphen  with  Codeine  is  now  classified  in  Schedule 
vll*  111,  Controlled  Substances  Act  of  1970.  Available  on  pre- 
scription and  may  be  refilled  5 times  within  6 months,  unless 
restricted  by  state  law. 


Snifter  working  again 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /I-H-DOBINS 


prescribing  information  appears  on  next  page 


A.H.  Robins  Company 
Richmond.  Va.  23220 


DimetepR 

Extentabs 

Dimetane"  (brompheniramine  maleate),  12  mg.,  phenyl- 
ephrine HCI.  15  mg  ; phenylpropanolamine  HCI.  15  mg 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tr6ss. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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Cryosurgery  of 


The  structures  of  the  head  and  neck  present  many 
opportunities  for  the  application  of  cryosurgery. 
The  clinical  results  confirm  advantages  of  local- 
ized tissue  destruction,  instant  control  of  bleed- 
ing, and  utilization  in  the  presence  of  hemorrha- 
gic or  constitutional  diseases.  The  patients  benefit 
from  a significant  decrease  in  operative  discom- 
fort, postoperative  morbidity,  and  surgical  com- 
plications. The  sharp  localization  and  the  result- 
ant reduction  in  scar  tissue  suggest  a satisfactory 
cosmetic  and  functional  result.  In  the  treatment 
of  patients  with  recurrent  neoplasms  of  the  head 
and  neck,  the  application  of  extreme  cold  offers 
a new  modality  with  encouraging  results. 

ONE  OF  THE  MOST  unexpected  and  rewarding 
by-products  of  the  space  program  has  been  the 
development  of  cryogenic  techniques  in  medi- 
cine and  surgery.  The  perfection  of  facilities 
for  the  storage  of  liquefied  gases  and  for  the 
insulation  of  cryogens  aroused  the  interest  of 
the  biologist  who  recognized  the  benefit  of 
preserving  food,  sperm,  viruses  or  other  bio- 
logic tissues  by  freezing.  Eventually  surgeons 
took  advantage  of  this  technical  process  by 
adapting  cryogenic  techniques  for  the  destruc- 
tion of  diseased  tissues. 

The  clinical  development  of  this  new  surgi- 
cal modality  has  occurred  entirely  within  the 
past  decade.  Since  Cooper^  reported  the  first 
successful  cryosurgical  procedure  for  Parkin- 
son's disease  in  1961,  progressive  surgeons  in 
different  specialties  have  adapted  this  promis- 
ing approach  to  their  own  needs^:  neurosur- 
geons to  the  destruction  of  the  hypophysis  and 
deep-seated  vascular  lesions;  ophthalmologists 
to  the  extraction  of  cataracts  and  the  treatment 
of  detached  retinas;  otolaryngologists  to  the  de- 
struction of  tonsils  and  divers  tumors  about 
the  head  and  neck;  urologists  to  the  treatment 
of  prostatic  diseases;  gynecologists  to  the  cure 


of  chronic  cervicitis  and  other  lesions  of  the 
uterus;  orthopedic  surgeons  to  the  destruction 
of  bone  tumors;  and  general  surgeons  to  tumor 
surgery,  liver  surgery,  and  other  localized  pro- 
cedures. 

In  this  development  different  specialists 
have  employed  the  three  physiologic  properties 
of  extreme  cold.  At  —20  to  —40  C,  the  cold 
metal  probe  exerts  an  adhesive  effect  on  mu- 
cous membrane  and  other  tissues.  This  prop- 
erty is  exploited  successfully  by  ophthalmolo- 
gists during  the  cryogenic  extraction  of  cata- 
racts. At  a somewhat  lower  level,  between  —40 
and  —60  C,  the  cold  produces  a localized  in- 
flammatory reaction,  which  is  utilized  by  the 
ophthalmic  surgeon  during  the  repair  of  de- 
tached retinas.  The  destructive  power  of  cryo- 
surgery which  is  used  for  most  other  surgical 
purposes  •'equires  much  lower  temperatures, 
— 120  to  —150  C,  depending  on  the  character 
and  size  of  the  lesion. 

My  interest  in  cryosurgery  was  aroused  some 
eight  years  ago  when  I observed  Rand’s  suc- 
cess with  the  cryosurgical  destruction  of  the 
pituitary  gland. ^ I was  attracted  by  the  com- 
bined advantages  of  anesthesia,  localized  de- 
struction, and  coagulation,  which  only  extreme 
cold  promises. 

After  extensive  animal  experiments  we  have 
adapted  cryosurgical  techniques  for  the  treat- 
ment of  patients  with  different  diseases  of  the 
head  and  neck.  Our  experience  includes  pa- 
tients with  vascular  lesions,  infected  tonsils 
and  adenoids,  recurrent  epistaxis,  nasal  polyps, 
and  benign  and  malignant  neoplasms.^®  Our 
good  results  are  complemented  by  the  success 
of  otologic  surgeons,  such  as  Wolfson  and 
Cutt,^  in  patients  with  Meniere’s  disease. 
Equipment:  Surgical  objectives  govern  the  se- 
lection of  the  equipment  for  cryosurgery.  Pres- 
ent facilities  generally  employ  one  of  three 
methods  of  refrigeration:  liquid  nitrogen,  Freon 


108 


TEXAS  MEDICINE 


the  head  & neck 


gas,  or  nitrous  oxide.  The  use  of  liquid  nitro- 
gen assures  considerable  flexibility  because 
this  technique  permits  wide  variations  in  tem- 
perature to  a depth  of  almost  —200  C,  con- 
trols localization  of  the  freezing  process,  and 
offers  the  choice  of  numerous  cryoprobes  for 
different  applications.  Freon  gas  equipment  is 
less  cumbersome  and  less  expensive,  but  ef- 
fective freezing  is  limited  to  —60  or  —70  C. 
The  same  restrictions  apply  to  the  use  of  ni- 
trous oxide  equipment  and  similar  cooling  de- 
vices. 

I have  been  impressed  with  the  necessity 
of  extremely  cold  temperatures  for  the  cryo- 
surgical destruction  of  connective  or  vascular 
tissues,  and  this  experience  has  directed  our 
preference  for  liquid  nitrogen  equipment.  For 
this  reason  we  have  used  the  Linde  Cryosurgi- 
cal Unit  CE-4.  This  unit  automatically  regulates 
the  flow  of  liquid  nitrogen  to  the  probe  tip, 
cooling  it  to  the  present  temperature.  It  also 
permits  a rapid  warming  of  the  cryoprobe  dur- 
ing or  after  the  freezing  process.  The  same 
company  manufactures  an  independent  tem- 
perature indicator  for  measuring  the  degree  of 
freezing  within  the  tissues. 

A special  universal  handle  with  pistol  grip 
has  been  designed  to  direct  the  freezing  cur- 
rent into  the  cavities  of  the  mouth,  throat  or 
nose.  This  universal  handle  permits  the  use  of 
different  tips,  which  1 have  designed  for  the 
application  of  cryosurgery  to  the  tonsils,  ade- 
noids and  vascular  lesions  of  the  head  and 
neck.  A special  long,  thin  cryoprobe  is  required 
for  laryngeal  procedures  via  the  suspension 
laryngoscope. 

The  size  of  the  frozen  area  is  determined 
by  the  diameter  of  the  cryoprobe,  the  tempera- 
ture of  the  tip,  and  the  heat  exchange  in  the 
tissues:  for  clinical  purposes,  the  extent  of 
this  process  can  generally  be  gauged  by  the 
size  of  the  resulting  ice  ball.  Whenever  the  ex- 


tent of  the  freezing  is  critical,  as  in  malignant 
tumors,  it  is  easy  to  determine  the  degree  of 
freezing  at  the  margin  of  the  ice  ball  with  a 
thermocouple  needle.  A tissue  temperature  of 
— 25  C is  lethal  for  living  cells. 

Almost  the  entire  physiological  activity  oc- 
curs within  the  ice  ball.  The  frozen  area  be- 
comes necrotic  after  24  hours  and  gradually 
sloughs  off,  with  little  or  no  tissue  reaction  in 
the  adjoining  structures.  Cryobiologists  have 
demonstrated  that  cellular  death  from  freezing 
is  based  on  two  major  biochemical  and  bio- 
physical phenomena:  (1)  physical  rupture  of 
the  cellular  walls  by  the  formation  of  intracell- 
ular and  extracellular  ice  crystals,  and  (2)  de- 
hydration leading  to  toxic  destruction  from  the 
increased  concentration  of  electrolytes  and 
from  changes  in  the  pH  of  the  extra-  and  intra- 
cellular fluids. 

Clinical  Indications  and  Results:  The  structures 
of  the  face,  nose,  mouth  and  throat  are  readily 
accessible  for  cryosurgical  techniques  without 
special  surgical  preparation.  During  the  past 
four  years  we  have  developed  definitive  indica- 
tions and  procedures  for  cryosurgery  in  pa- 
tients with  different  diseases  of  the  head  and 
neck. 

Cryosurgery  of  the  Tonsils  and  Adenoids:  The 
cryosurgical  destruction  of  diseased  tonsils  and 
adenoids  is  supported  by  the  observation  that 
lymphoid  tissue  responds  to  freezing  more  rap- 
idly than  the  adjoining  muscular  or  bony  struc- 
tures. We  have  designed  special  applicators  for 
the  more  effective  destruction  of  infected  ton- 
sils and  hypertrophied  adenoids.  In  these  cryo- 
tips,  a nonconductive  Fiberglas  shroud  pro- 
vides a thermal  barrier  for  the  protection  of 
the  tongue,  cheek,  palate  and  uvula.  Very  large 
or  embedded  tonsils  may  require  the  use  of 
additional  cryotips. 

In  a cooperative  adult,  a cryotonsillectomy 
requires  only  topical  anesthesia.  Children  usu- 
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ally  need  general  anesthesia  in  order  to  assure 
their  cooperation.  The  flow  of  saliva  must  be 
controlled  by  medication  in  order  to  avoid  con- 
stant swallowing  during  the  formation  of  the 
ice  ball.  When  the  temperature  of  the  probe  tip 
is  lowered  to  —40  C,  the  metal  tip  adheres  to 
the  adjoining  tissues;  this  firm  attachment  en- 
ables the  surgeon  to  elevate  the  tonsil  from  its 
bed  for  more  effective  cooling. 

In  a medium-sized  tonsil,  two  successive 
three-minute  applications  of  —180  C are  usu- 
ally sufficient  to  destroy  75  to  90%  of  the 
lymphoid  tissue.  Variations  in  size  or  consist- 
ency require  appropriate  adaptations  of  the 
time  factor  and/or  degree  of  freezing.  To  date 
we  have  been  unable  to  accurately  predict 
complete  destruction  of  the  diseased  tonsil, 
but  small  remnants  of  lymphoid  tissue  can  be 
controlled  readily  during  a second  procedure 
done  in  the  office. 

A cryotonsillectomy  is  followed  by  edema  of 
the  frozen  structures.  The  swelling  varies  in 
degree  from  patient  to  patient,  and  the  post- 
operative pain  appears  to  be  directly  related  to 
this  distension  of  the  tissues.  Most  adult  pa- 
tients complain  of  moderate  discomfort  for 
two  or  three  days,  while  an  occasional  patient 
reports  more  severe  pain.  After  48  hours  the 
frozen  tonsil  assumes  a grayish  discoloration. 
The  diseased  tissue  separates  or  absorbs  grad- 
ually over  a period  of  two  to  four  weeks.  We 
have  encountered  no  bleeding  in  any  patient 
during  the  surgery  or  in  the  immediate  post- 
operative period:  between  the  10th  and  20th 
postoperative  day  four  patients  have  reported 
some  oozing. 

After  about  100  cryosurgical  procedures,  we 
conclude  that  cryotonsillectomies  and/or  cryo- 
adenoidectomies  are  particularly  valuable  for 
patients  with  blood  dyscrasias  or  other  consti- 
tutional diseases.®  We  have  performed  25  cryo- 
tonsillectomies in  patients  with  different  blood 


dyscrasias:  hemophilia,  pseudohemophilia,  or 
von  Willebrand’s  disease.  Among  these  patients 
we  encountered  no  serious  bleeding:  only  one 
patient  required  a ligature  on  the  15th  post- 
operative day.  In  my  opinion,  additional  indi- 
cations for  cryotonsillectomy  include  patients 
with  major  allergic  disorders,  executives  or  em- 
ployees with  a limited  leave  of  absence,  and 
singers  or  others  whose  professions  depend 
upon  use  of  the  voice. 

Cryosurgery  of  the  Nose:  Recurrent  bouts  of 
epistaxis  may  tax  the  patience  and  ingenuity  of 
both  patient  and  physician.  Nasal  bleeding  may 
be  particularly  serious  in  elderly  individuals 
with  hypertension  and  arteriosclerosis,  or  in 
patients  with  hereditary  hemorrhagic  telangiec- 
tasia. In  these  patients  cryosurgery  provides 
prompt  and  effective  control  of  the  bleeding, 
without  destruction  of  the  underlying  cartilage. 
This  goal  usually  can  be  accomplished  with 
temperatures  of  —60  to  —100  C,  applied  for 
periods  of  two  to  three  minutes.  The  subse- 
quent formation  of  scar  tissue  appears  to 
strengthen  the  mucous  membrane  and  to  de- 
crease the  incidence  of  further  bleeding. 

Nasal  polyps  consist  largely  of  water  and 
provide  a good  stratum  for  cryosurgery.  With 
the  controls  set  at  —100  to  —120  C,  the  entire 
tumor  is  frozen  and  fractured  at  the  stalk. 
Large  masses  of  polypoid  tissue  can  be  re- 
moved by  freezing  with  little  bleeding  or  dis- 
comfort. The  extreme  cold  seems  to  exert  an 
anesthetic  effect  upon  the  peripheral  nerves 
during  cryopolypectomies. 

Cryosurgery  of  the  Larynx:  Cryosurgery  may 
be  employed  for  the  treatment  of  recurrent 
lesions  of  the  vocal  cords.  Brinkman  and  his 
colleagues®  have  demonstrated  excellent  re- 
sults with  the  cryosurgical  destruction  of  juve- 
nile papillomata.  I have  also  been  impressed 
with  the  results  of  cryosurgery  in  selected  pa- 
tients with  contact  ulcer  granulomas  and  early 
malignant  lesions. 

The  use  of  a suspension  laryngoscope  as- 
sures good  exposure  and  an  operating  micro- 
scope aids  in  the  treatment  of  small  lesions. 
Generally,  temperatures  of  —100  to  —120  C 
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are  sufficient  for  the  destruction  of  vocal  cord 
lesions.  General  anesthesia  is  essential  to  in- 
sure complete  relaxation  of  the  laryngeal  struc- 
tures. 

Cryosurgery  of  Vascular  Lesions:  Vascular  tu- 
mors of  the  head  and  neck  present  a good  indi- 
cation for  cryosurgery.  Small  tumors  can  be 
destroyed  completely  without  anesthesia  and 
with  little  or  no  scarring.  This  approach  has 
been  particularly  valuable  in  the  vicinity  of  the 
eyes  and  lips  where  the  avoidance  of  contrac- 
tures of  is  special  cosmetic  and  functional  im- 
portance. 

Cryosurgery  is  also  helpful  in  larger  vascu- 
lar lesions  where  freezing  permits  instant  con- 
trol of  bleeding.  The  same  concept  applies  to 
the  treatment  of  juvenile  angiofibromas  in  the 
nasopharynx.  A small  lesion  often  can  be  de- 
stroyed entirely  by  cryosurgery,  without  bleed- 
ing. A large  juvenile  angiofibroma  requires  a 
thorough  surgical  extirpation,  but  the  applica- 
tion of  extreme  cold  may  be  of  great  value  by 
controlling  the  profuse  bleeding  during  the  sur- 
gical procedure. 

Cryosurgery  of  Neoplasms:  Benign  tumors  of 
soft  tissue  lend  themselves  readily  to  cryosur- 
gical destruction.  The  advantages  of  this  ther- 
apy include  the  lack  of  bleeding  and  pain,  and 
the  protection  of  the  adjoining  structures.  A 
lesion  near  the  eye  can  be  removed,  for  in- 
stance, without  exerting  any  traction  on  the 
eyelid  or  on  the  canthus.  In  many  instances 
the  absence  of  scar  tissue  makes  it  difficult  to 
determine  the  original  site  of  the  frozen  lesion. 

As  our  knowledge  of  cryosurgery  has  in- 
creased we  have  attempted  to  utilize  its  de- 
structive effects  also  in  the  treatment  of  se- 
lected malignant  lesions.  We  have  restricted 
our  indications  to  patients  with  recurrent  le- 
sions which  have  not  responded  satisfactorily 
to  conventional  surgery  or  irradiation.  We  have 
tried  to  apply  this  technique  especially  in  weak 
and  elderly  patients,  in  order  to  avoid  major 
deforming  operations  on  the  palate  or  mandi- 
ble. Our  results  to  date  have  been  encouraging. 

Superficial  carcinomas  can  be  destroyed 
without  difficulty  by  the  protracted  application 


of  extreme  cold.  In  these  patients  it  is  essen- 
tial to  employ  the  full  power  of  the  cryogenic 
system  (—180  to  —196  C)  for  a period  of  ten 
minutes  or  more,  or  to  utilize  a liquid  nitrogen 
spray.  The  relative  lack  of  surgical  discomfort 
and  postoperative  distress  permits  additional 
applications  of  cryosurgery  to  the  same  area 
without  undue  apprehension  or  concern  by  pa- 
tients or  relatives.  In  many  instances  these 
treatments  can  be  applied  on  an  outpatient  or 
office  basis.  Basal  cell  carcinomas  of  the  face 
and  superficial  cancers  of  the  skin  respond 
especially  well  to  cryosurgery. 

In  more  extensive,  malignant  lesions,  Mil- 
ler^*^  applies  liquid  nitrogen  directly  with  a 
spray  in  order  to  increase  the  freezing  of  the 
affected  tissue.  Even  in  large,  inoperable  tu- 
mors, it  is  impressive  to  observe  the  relief  of 
pain  and  bleeding,  and  the  reduction  in  size 
after  extensive  cryosurgery.  In  well-selected 
cases  of  advanced  cancer,  cryosurgery  often 
affords  worthwhile  palliation. 
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Management 
of  withdrawal 
of  opiates  and 
barbiturates 


This  article  describes  the  techniques 
of  withdrawal  of  opiates  and  barbiturates 
which  have  been  used  for  the  past  11  years 
at  the  National  Institute  of  Mental 
Health  Clinical  Research  Center  in  Fort 
Worth.  Since  drug  abuse  is  a widespread 
problem,  physicians  may  be  interested 
in  the  details  of  these  methods. 

IN  ADDITION  TO  THE  GENERAL  principles  of 
admission,  examination,  and  medical  care,  the 
addict  in  the  withdrawal  unit  presents  a special 
problem.  While  the  physician’s  objective  is  to 
withdraw  the  patient  from  his  drugs  and  treat 
his  addiction  as  comfortably  as  possible,  the 
patient’s  objective  may  or  may  not  be  the 
same,  and  in  individual  cases  the  physician 
usually  will  never  know  what  they  are.  Fre- 
quently the  patient  will  distort  the  history  in 
an  attempt  to  influence  the  findings.  This  in 
turn  requires  that  the  physician  be  extremely 
objective,  precise  in  his  observations,  and  cor- 
relate data  constantly  comparing  to  the  usual 
modes  of  behavior  in  drug  addiction. 

The  diagnosis  of  opiate  addition  is  made  on 
the  basis  of  history,  physical  signs  of  usage, 
and  characteristic  withdrawal  symptomatology; 
and  this  in  turn  is  ameliorated  by  a long-acting 
orally  effective  synthetic  narcotic,  methadone. 

A general  medical  history  and  a general  his- 
tory of  the  drug  addiction  is  obtained.  Special 
attention  should  be  paid  to  the  problems  of 
hepatitis,  to  work  losses,  infection,  psychiatric 
disorder,  psychosomatic  disorder,  and  allergies 
because  of  the  high  incidence  of  these  in  ad- 
dicts as  well  as  the  implications  for  acute 
withdrawal  management. 

Although  of  variable  validity,  the  specific 
history  of  current  drug  usage  should  be  ob- 
tained. The  type  of  drug,  duration  of  addiction, 
amounts  used,  the  cost  or  source,  the  routes 
used,  the  frequency  of  use,  and  the  time  and 
amount  of  the  last  dose  are  essential. 

Since  in  the  withdrawal  unit  we  withdraw 
patients  from  opiates  and  barbiturates  and 
both  withdrawals  have  a different  technique, 
we  have  to  classify  the  type  of  addiction  that 
each  patient  has  when  he  is  admitted  to  the 
withdrawal  unit.  It  is  common  that  patients 
addicted  to  opiates  are  also  addicted  to  bar- 
biturates, and  when  this  happens  we  withdraw 
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the  patient  from  both  drugs  at  the  same  time, 
since  there  is  not  any  interference  between  the 
two  techniques. 

Withdrawal  Techniques:  Opiate  withdrawal  is 
achieved  either  by  tapering  dosage  of  the  opi- 
ate or  by  substituting  methadone,  a synthetic 
opiate,  and  tapering  the  dosage  of  methadone. 
Methadone  is  usually  favored  because  it  can 
be  administered  orally  and  because  it  has  the 
longest  duration  of  action  of  any  opiate  (six  to 
eight  hours). 

Hospitalization  in  a closed  ward  is  advisable 
because  most  opiate  addicts  have  great  diffi- 
culty maintaining  their  original  intention  to 
complete  the  withdrawal.  Instead  of  accepting 
the  addict’s  word  for  the  level  of  opiate  to 
which  he  has  become  addicted,  we  prefer  to 
rely  on  objective  signs  of  withdrawal.  The  com- 
mon signs  of  opiate  withdrawal  are  nervous- 
ness and  restlessness,  perspiration,  rhinorrhea, 
lacrimation,  mydriasis,  pilo-erection,  muscle 
cramps,  anorexia,  nausea  and  sometimes  vom- 
iting, and  diarrhea.  In  the  withdrawal  unit  the 
two  most  important  signs  we  follow  are  the 
mydriasis  and  the  pilo-erection  since  they  are 
the  signs  that  determine  the  administration  of 
a dose  of  methadone  when  we  are  trying  to  find 
the  type  of  habit  the  patient  has.  As  soon  as 
those  signs  appear,  15  mg  of  methadone  hy- 
drochloride are  administered  by  mouth,  and  the 
time  of  administration  is  recorded.  The  patient 
is  observed  constantly  for  a return  of  with- 
drawal signs  and  the  dose  of  methadone  is 
repeated  as  many  times  as  withdrawal  signs 
reappear  during  the  24  hours  following  the 
initial  dose.  The  total  dose  of  methadone  in  the 
24  hours  is  calculated  and  serves  as  a measure 
of  the  level  of  opiate  to  which  the  patient  has 
become  addicted.  This  24-hour  dose  is  then 
administered  in  two  divided  doses  at  12-hour 
intervals  during  the  succeeding  three  days, 
prior  to  instituting  withdrawal;  it  has  been 


found  that  withdrawal  is  accomplished  more 
smoothly  and  with  less  discomfort  to  the  pa- 
tient if  this  preliminary  period  of  methadone 
administration  is  observed.  Withdrawal  is  then 
achieved  by  reducing  each  24-hour  dose  by  5 
to  10  mg,  depending  on  the  clinical  condition 
of  the  patient.  The  total  period  of  withdrawal 
by  this  method  averages  eight  to  ten  days. 
Withdrawal  from  Barbiturates:  For  withdrawal 
from  barbiturates,  hospitalization  is  always  ad- 
visable in  order  to  minimize  the  risk  of  con- 
vulsive seizures,  which  is  the  most  dangerous 
complication  of  barbiturate  withdrawal.  As  in 
opiate  withdrawal,  an  objective  test  of  toler- 
ance is  made.  Successive  200-mg  doses  of  pen- 
tobarbital sodium  are  administered  every  six 
hours  until  signs  of  intoxication  appear;  the 
earliest  sign  is  usually  nystagmus  which  is 
the  jerk  of  the  eyeball  on  lateral  gaze,  and  is 
followed  by  increasing  drowsiness  and  a slur- 
ring of  speech.  If  signs  of  intoxication  do  not 
appear  during  the  first  24  hours  of  barbiturate 
administration,  successive  300-mg  doses  of 
pentobarbital  sodium  are  administered  every 
six  hours  during  the  second  24-hour  period. 
Occasionally  signs  of  intoxication  are  still  not 
present  by  the  end  of  the  second  24-hour 
period,  in  which  case  successive  400-mg  doses 
are  administered  every  six  hours  during  the 
third  24  hours.  If  this  elevation  of  test  dose 
is  not  continued  until  signs  of  intoxication  ap- 
pear, there  is  a significant  risk  of  seizures  dur- 
ing the  withdrawal  period.  As  soon  as  evidence 
of  intoxication  appears,  the  total  dose  of  pento- 
barbital sodium  administered  during  the  pre- 
ceding 24  hours  is  calculated;  this  is  the  daily 
dose  to  which  the  patient  has  become  tolerant. 
It  is  considered  a base  line  dose,  and  is  ta- 
pered by  100  mg  a day  thereafter.  Each  24- 
hour  dose  is  administered  in  four  divided  doses. 
For  example,  if  the  patient  is  tolerant  to  a total 
24-hour  dose  of  1,000  mg  of  pentobarbital 
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sodium,  he  is  given  900  mg  in  four  doses  dur- 
ing the  24  hours  immediately  following  the 
onset  of  barbiturate  toxicity.  This  dose  is  re- 
duced to  800  mg  during  the  next  24  hours, 
and  so  on.  In  some  cases  the  total  withdrawal 
period  may  be  as  long  as  two  weeks. 

If  barbiturate  toxicity  appears  in  a newly 
admitted  barbiturate  addict  after  the  initial 
test  dose  of  200  mg  of  pentobarbital  sodium  is 
administered,  it  is  assumed  that  a dose  of 
barbiturates  was  self-administered  shortly  be- 
fore admission  to  the  hospital,  even  if  this  is 
denied  by  the  patient.  After  24  hours,  the  test 
of  tolerance  is  begun  again.  Occasionally,  pa- 
tients undergoing  heroin  withdrawal  have  major 
convulsions.  The  barbiturate  withdrawal  regi- 
men should  be  instituted  immediately  on  the 
assumption  that  either  the  patient  was  un- 
truthful in  denying  the  use  of  barbiturates,  or 
that  his  heroin  supply  was  “cut”  with  barbitur- 
ates (by  the  supplier)  without  the  addict’s 
knowledge,  a practice  which  does  exist. 

The  barbiturate  withdrawal  regimen  may  be 
used  successfully  for  withdrawal  of  high  doses 
of  minor  tranquilizers  such  as  Librium,  Meprob- 
amate, Valium,  and  also  some  sedatives  like 
Doriden. 

After  the  withdrawal  of  opiates  and  barbitu- 
rates is  complete,  the  patient  remains  at  least 
48  hours  in  the  withdrawal  unit  for  obser- 
vation, and  then  is  transferred  to  a general 
population  ward,  where  psychiatric  treatment 
starts. 


Dr.  Radelat,  6113  S.  Hulen,  Ft  Worth,  Texas  76133. 
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T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein.  n 

Synthroid 

(solum  levothpxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


(1 ) The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo  4 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  onij 


T4,  the  potential  for  metabolic 


surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 


HYPOTHYROID 


1 SYNTHROID 

! THERAPEUTIC 
NORMAL 


P.B.I. 

T4  By  Column 
Ts  (Resin) 

Ts  (Red  Cell) 
Free  Thyroxine 


Less  than  4 meg  % 
Less  th’an  3 meg  % 


Murphy-Pattee 


Less  than  25% 
Less  than  11% 

Less  than  0.7 
nanograms  % 

Less  than  2.9 
meg  % 


6- 10  meg  % 

7- 9  meg  % 
27-35% 
11.5-18% 


0.7-2.5 


nanograms  % 


Gtipose 
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TOLL 

AHEAD 


miY  DOES  SYNTHROID 
!:OST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


ery  simple.  T3  costs  more  to  make 
ynthetically  than  does  T4.  So  it  is 
conomically  necessary  for  a 
ynthetic  thyroid  medication 
ontaining  T3  to  cost  more  than 
ne  containing  T4  alone.  Synthetic 
iombinations  cost  patients  nearly 
0%  more  than  SYNTHROID® 
ecause  the  T3  costs  more  to  start 
/ith;  also  there  is  the  additional 
xpense  of  formulating  a tablet 
ontaining  two  active  ingredients. 

■ American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service, 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


RESPONSE,  RELIABILITY,  SERVICE -COMPARISON  OF  FIVE  PARAMETERS 

PARAMETERS 

DESICCATED  THYROID  U.S.P. 

SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  Is  harvested,  and  diet 
of  animal.  '.2.3  4.5 

Synthetically  derived  pure  crystalline  hormone. 

Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

"Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content. "8 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  bioloqio  standardization  to  establish  Its 
potency.  *■  * Crystalline  T4  la  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  Is 
standardized  by  weight. 

CLINICAL  RESPONSE 

"Ts  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.’’® 

"Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid. "7 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodlum-1) 
thyroxine. "4 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  In  the  literature.^.  9. 'o,  1 1 . 
ii.  13. 14. 15, 16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  ".  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels."'* 

1.  Mangieri,  C.  N.  and  Lund,  M,  H.:  Potency  of  United  States  Pharmacopeia 
desiccated  thyroid  tablets  as  determined  by  the  antigoitrogenic  assay  in 
rats,  J.  Clin.  Endocrinol.  Metab.,  30:102-4,  1970. 

2.  Lavietes,  P.  H.  and  Epstein,  F.  H.:  Thyroid  therapy  of  myxedema:  a 
comparison  of  various  agents  with  a note  on  the  composition  of  thyroid 
secretion  in  man,  Ann.  Intern.  Med.,  60:79-87,  1964. 

3.  Armour  Pharmaceutical  Company— discussing  Armour  Thyroid,  PROLOID, 
other  generics.  Literature  No.  21329  — 274— YZ— 1—1 M 2/71. 

4.  Abelson,  D.  M.:  Hypothyroidism,  Med.  Sci.,  70:442-8,  1961. 

5.  McGregor,  A.  G.;  Why  does  anybody  use  thyroid  B.  P.?,  Lancet,  7: 

329-32  1961 

6.  Hart,  F.  D.  and  Maclagen,  N.  F.:  Oral  thyroxine  in  treatment  of 
myxedema,  Brit.  Med.  J.,  7:512-8,  1950. 

7.  Goodman,  L.  S.  and  Gilman,  A,;  The  Pharmacological  Basis  of 
Therapeutics,  4th  Ed,  p.  1479,  New  York:  Macmillan,  1970. 

8.  Harrison,  T.  R,.  et  al.:  Principles  of  Internal  Medicine,  6th  ed.  p.  456. 

Philadelphia:  Blakiston,  1970. 

^ See  next  pages  for  prescribing  information. 


9 Braverman,  L.  E.  and  Ingbar,  S.  H.:  Anomalous  effects  of  certain 
preparations  of  desiccated  thyroid  on  serum  protein-bound  iodine. 

New  Eng.  J.  Med.,  270:439-42,  1964. 

10  Green  W L : Guidelines  for  the  treatment  of  myxedema,  Med.  Clin. 

■ N.  Arner,,  52:432-50,  1968.  o = 

11  Dowling,  J.  T,:  Hypothyroidism  in  Current  Therapy,  Conn.  H,  F.,  ed. 
pp.  345-7.  Philadelphia:  Saunders,  1964. 

12,  Dunn.  J.  T.:  Excessive  dose  of  thyroid  medication  in  hypothyroidism, 

J.  Am,  Med.  Assn,,  276:152,  1971.  ~ j 

13  Runyan,  J.  W.;  Hypothyroidism  and  myxedema,  J.  Tenn,  State  Med, 

' Assn.,  56:391-4,  1963. 

14.  Albright,  E.  C.:  Use  and  abuse  of  thyroid  hormones,  comments  on 
treatment,  Marquette  University,  Milwaukee,  Wise. 

15.  Catz,  B,:  Ginsburg,  E.  and  Salenger,  S,:  Clinically  inactive  thyroid 

U.S.P.;  a preliminary  report,  New  Eng.  J.  Med.,  266:136-7,  1962. 

16.  Bartuska,  D.  G.,  et  al.:  Desiccated  thyroid  U.S.P,  or  sodium  l-thyroxine?, 
J.  Amer.  Med,  Women’s  Assn,,  27:137-9,  1966, 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling- 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 


AS  WITH  ANY  I 

THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  TH] 
PATIENT  DURING  THI 
BEGINNING  OF 
THERAPY  WILL  ALER^ 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


Side  effects,  when  they  do  occur 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in  | 
administering  the  drug  to  patiena 
with  cardiovascular  disease.  Rea 
the  accompanying  prescribing 
information  for  additional  data  o 
write  Flint  Laboratories. 


Gtipose 
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FREE  TAB-MINDER  medication 
dispensers— color-coded  in  4 dos- 
age strengths— get  patients  off  t( 
a good  start  and  encourage  re 
ular  habit  patterns.  Contain  fn 
4-weeks’  supply  of  SYNTHROID 
and  are  reusable  for  maintenano 
dosage. 


0.05  mg. 


0.1  mg. 


0.15  mg. 


0.2  mg. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 


Animal  Gland 


CYTOMEL 

(Sodium  liothyronine) 
Synthetic  T3 

EUTHROID** 
(Liotrix) 
Synthetic  T3-T4 

THYROLAR*** 

(Liotrix) 

Synthetic  T3-T4 

Desiccated 
(Thyroid,  USP) 

Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  Ta 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  Va  gr. 

Va  gr. 

0 025  mg. 

N.A. 

V2 

Vz 

unscored  Vz  gr. 

Vz  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

IV2  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

,2gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3 gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5 gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

N.A.=  Not  Available  Commercially 

^Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

**Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

♦**Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 


Synthraid’ 

(soQium  levolhyraxine) 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg- 
nancy, pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic) 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps, 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear, 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis- 
ease (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’s 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN- 
THROID (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient’s  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activi^  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLET 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adult 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two- 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (O.l-l.O  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec- 
tion, U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  injection  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im- 
provement is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


FUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 
Morlon  Grove,  Illinois  60053 


r 

I 

! 

1 

I 

I 

I 

I 

I 

I 

1 

I 

I 

I 


OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 
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..  .the  child  grows. 

Always  he  needs  guidance. 

Sometimes  he  needs 
specialized  help.  When 
residential  treatment  is 
indicated  for  the  emotionally 
disturbed  or  mentally 
retarded  child . . . 
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SCHOOLS 

UNDER  THE  DEVEREUX  FOUNDATION 
A NONPROFIT  ORGANIZATION 


Helena  T.  Devereux 

Founder  and  Consultant 


Marshall  H.  Jarvis 

President 


FOR  INFORMATION  AND  LITERATURE: 

PENNSYLVANIA,  MASSACHUSEHS,  CONNECTICUT 

CALIFORNIA  Keith  A.  Seaton,  Registrar 

TEXAS  Mrs.  Jo  Lange,  Registrar 
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Prosthetic  replacement  for 
irreparable  hands 


SPENCER  A.  ROWLAND,  MD 

The  purpose  of  this  article  is  to  familiarize  the 
general  practitioner  with  some  of  the  newer  tech- 
niques used  to  salvage  function  of  the  hand  which 
was  previously  thought  to  be  irreparable.  Silicone 
rubber  prosthetic  implants  provide  a method  of 
accomplishing  these  means. 

SILICONE  HAS  BEEN  USED  in  the  human  body 
to  improve  certain  cosmetic  problems  for  some 
time;  however,  its  use  in  the  hand  to  salvage 
function  has  only  recently  come  into  its  own. 
Metallic  prosthetic  implants  have  been  tried 
in  the  small  joints  of  the  fingers,  but  because 
of  the  body’s  intolerance  to  metal,  these  pros- 
theses  have  never  gained  popularity.  Silicone 
rubber  is  an  ideal  material  for  prosthetic  im- 
plants because  it  is  inert.  It  has  been  used  in 
all  parts  of  the  body  as  demonstrated  in  the 
Starr-Edwards  prosthetic  heart  valve  which  has 
been  used  since  1960.  Medical  grade  silicone 
rubber  is  a blend  of  silicone,  quartz,  inert  in- 
organic material,  and  oxygen  atoms,  and  it  is 
flexible  and  elastic.  Silicone  rubber  is  softer 
than  bone  and  therefore  erosion  is  less  likely 
than  with  metallic  implants.  Silastic  is  the  reg- 
istered trademark  for  Dow-Corning’s  silicone 
elastomer,  and  is  mentioned  only  when  refer- 
ring to  their  products. 

The  silicone  rubber  prostheses  used  to  sal- 
vage finger  joints  are  of  two  types  and  have 
basic  differences.  The  Swanson  silicone  pros- 
thesis is  a one-piece  flexible  implant  with  a 
hinge  between  two  intramedullary  stems  (Fig 
1).  When  one  observes  passive  flexion  and  ex- 
tension at  the  time  of  surgery,  one  can  see 
that  the  stems  slide  in  and  out  of  the  intrame- 
dullary canals  and  that  not  all  of  the  flexibility 
occurs  at  the  joint,  but  some  occurs  in  the 
stems  themselves.  Swanson  believes  that  this 
piston-like  action  is  a desirable  feature  and 
allows  for  greater  motion  and  longer  life  of  the 


1.  Here  shown  are  Swanson  silicone  prostheses 
replacing  the  destroyed  metacarpophalangeal 
joints  of  a rheumatoid  arthritic  patient. 


2.  The  above  shows  a preoperative  rheumatoid 
hand  with  the  fingers  in  maximum  active  extension. 
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3.  Postoperatively,  the  ulnar  drift  has  been  corrected. 


4.  Postoperatively , the  patient  now  is  able  to 
open  the  hand  sufficiently  to  grasp  objects. 


prosthesis.  He  also  likes  to  refer  to  this  device 
as  a spacer  which  allows  a new  joint  capsule 
to  form  around  the  prosthesis. 

The  Niebauer  silicone  rubber  prosthesis  dif- 
fers from  the  Swanson  prosthesis  in  that  there 
is  a Dacron  weave  around  each  intramedullary 
stem.  This  Dacron  weave  becomes  incorporat- 
ed in  the  bony  medullary  shaft  with  fibrin  and 
osteoid  seams.  Motion  must  therefore  occur  en- 
tirely at  the  hinge  joint  which  is  designed  to  be 
more  flexible  than  the  Swanson  prosthesis. 
Fig  2 demonstrates  the  typical  rheumatoid  de- 
formity preoperatively  and  Figs  3 and  4 show 
the  metacarpophalangeal  joints  after  they  have 
been  replaced  with  silicone  rubber  prostheses. 
The  Carpal  Bones:  Three  different  types  of  sili- 
cone prostheses  are  used  to  salvage  the  carpal 
navicular,  carpal  lunate,  and  the  carpal  trapez- 
ium. The  carpal  navicular  is  mentioned  only  for 
completeness,  as  I have  had  no  experience  with 
its  use. 

The  indications  for  use  of  a carpal  lunate 
replacement  are  in  those  patients  who  have  a 
degenerative  lunate  that  causes  disabling  pain. 
Wrist  fusion  will  give  wrist  stability,  but  for 
those  patients  who  wish  to  maintain  wrist  mo- 
tion with  loss  of  some  stability  the  prosthesis 
is  used  to  replace  the  degenerative  lunate 
bone.  Again,  the  principle  remains  the  same 
in  that  the  replaced  silicone  prosthesis  acts  as 
a spacer  to  prevent  the  collapse  of  the  remain- 
ing carpal  bones  and  to  allow  a smooth,  radio- 
lunate  gliding  joint  (Fig  5). 

Degenerative  changes  in  the  trapeziometa- 
carpal  joint  are  common  in  women  and  at 
times  the  changes  disturb  the  balance  of  the 
thumb  to  such  an  extent  that  an  adduction 
contracture  of  the  first  metacarpal  bone  devel- 
ops along  with  a hyperextension  deformity  of 
the  thumb’s  metacarpophalangeal  joint.  Treat- 
ment consists  of  excision  of  the  trapezium  and 
replacement  with  a silicone  rubber  prosthesis 
which  fits  into  the  intramedullary  canal  of  the 
first  metacarpal  bone.  At  times,  release  of  the 
adduction  contracture  and  fusion  of  the  meta- 
carpophalangeal joint  is  necessary  to  restore 
balance  to  the  thumb  (Figs  6,7). 

Tendon  Sheath:  One  of  the  major  problems  in 
attempting  to  reconstruct  a damaged  hand  has 
been  to  get  a free  tendon  graft  to  slide  in  an 
area  which  has  been  scarred  by  injury,  previ- 
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5.  Arrows  outline  the 
silicone  prosthesis  which  has 
been  used  to  replace  a degenerative 
carpal  lunate  bone. 


7.  Following  replacement  of  the  carpal  trapezium 
with  a silicone  prosthesis,  an  adductor  release, 
and  an  arthrodesis  of  the  metacarpophalangeal  joint 
of  the  thumb,  the  patient  can  now  open  the 
first  web  space  normally  for  grasp. 


6.  Degenerative  changes  in  the 
trapezio-metacarpal  joint 
have  caused  subluxation  of  the  joint 
with  a secondary  adduction 
contracture  of  the  thumb  and  a 
hyperextension  deformity 
of  the  metacarpophalangeal  joint, 
resulting  in  loss  of  grasp. 
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8.  A severely  damaged  finger  with  the  Hunter 
prosthesis  in  place  and  the  newly  constructed  pulleys. 


9.  The  end  result  of  a two-stage  tendon  graft 
showing  flexion  of  the  index  finger. 


ous  surgery,  or  infection.  In  1963,  Carroll  and 
Basset  showed  us  that  if  a silicone  rod  were 
left  in  a finger,  a fibrous  sheath  would  form 
around  this  rod  and  would  serve  as  a scar-free 
tunnel  in  which  a tendon  graft  could  be  placed. 
Hunter,  in  attempting  to  develop  an  active  ten- 
don prosthesis,  noted  that  with  a flexible  rub- 
ber silicone  prosthesis  a synovial  lining  formed 
in  the  fibrous  sheath,  which  greatly  increased 
the  range  of  motion  obtained  by  a free  tendon 
graft.  The  idea  was  then  developed  to  use  this 
prosthesis  in  fingers  which  were  hopelessly 
scarred,  and  the  results  were  surprising.  The 
operation  is  divided  into  two  stages.  The  first 
stage  is  confined  to  excising  all  of  the  exces- 
sive scar  tissue  and  reconstructing  flexor  pul- 
leys and  placement  of  the  Hunter  prosthesis 
(Fig  8).  For  six  to  eight  weeks  the  finger  is 
passively  flexed  and  extended  to  form  the  new 
synovium  and  sheath.  The  prosthesis  is  then 
removed  and  replaced  with  a free  tendon  graft. 
It  has  been  found  that  not  only  are  the  end  re- 
sults frequently  better,  but  they  are  gained 
much  more  rapidly  than  with  earlier  proce- 
dures (Fig  9). 

In  summary,  certain  prosthetic  implants  are 
now  being  used  to  salvage  irreparable  hands. 
However,  these  devices  in  no  way  serve  as  a 
substitute  for  a thorough  knowledge  of  the  ba- 
sic principles  of  reconstructive  hand  surgery. 


Dr.  Rowland,  1-A  Medical  Professional  Building,  San 
Antonio,  Texas  78212. 
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TOM  S.  ALLEN,  MD 


fractures 


The  development  of  a typical  stress  fracture  in  a 
fellow  physician,  caused  by  his  daily  fogging  ex- 
ercise, prompted  this  article.  The  material  was 
gathered  in  the  United  States  Army,  primarily 
from  a large  group  of  recruits  in  basic  training. 

STRESS,  MARCH,  OR  FATIGUE  fractures,  while 
uncommon  in  the  average  practice,  are  being 
seen  more  frequently  because  of  the  large 
number  of  young  men  in  the  military  service. 
This  type  of  fracture  occurs  in  an  otherwise 
normal  bone  subjected  to  repeated,  unaccus- 
tomed stress  which  is  not  severe  enough  to 
produce  an  acute  fracture.  Usually  these  frac- 
tures are  easily  diagnosed  if  they  are  in  a typi- 
cal bony  location  or  typical  group  of  individ- 
uals, but  not  infrequently  the  diagnosis  can  be 
missed  or  confused  with  other  more  ominous 
entities. 

This  material  was  gathered  primarily  from 
basic  trainees,  ranging  in  age  from  17  to  25 
years,  seen  in  a US  Army  hospital  at  a large 
military  post.  Initially,  the  patients  were  seen 
by  a general  medical  officer  and  then  referred 
to  either  the  Orthopaedics  or  Radiology  Serv- 
ice for  further  diagnostic  study. 

Clinical  Findings:  Most  patients  complained 
of  persistent,  localized  pain  and  occasionally 
swelling  at  the  affected  site.  The  pain  was  ag- 
gravated by  weight  bearing,  typically  causing 
a limp,  and  usually  improved  somewhat  at  rest. 
Initial  physical  examination  revealed  local  ten- 
derness and  occasionally  swelling  and  erythe- 
ma. The  most  frequent  and  typical  location  is 
the  metatarsal. 

Radiographic  Findings:  Radiographic  findings 
usually  fall  into  one  of  several  categories:  (1) 
no  abnormality,  or  questionable  minimal  indis- 
tinctness in  the  periosteum  and  cortex  of  the 
affected  area;  (2)  a faint,  incomplete  linear 
cortical  fracture;  (3)  calcified  callus  of  varying 


1.  Exuberant  callus  of  healing  metatarsal  of 
fatigue  fracture. 


Bone  Involved 

Total  No.  of  Cases 

Percentage 

Metatacsal 

88 

35.2 

Calcaneus 

70 

28.0 

Tibia 

60 

24.0 

Ribs 

14 

5.6 

Femur 

8 

3.2 

Fibula 

8 

3.2 

Spine 

1 

0.4 

Pubic  ramus 

1 

0.4 

2.  Distribution  of  stress  fractures  (from  Wilson 
and  Katz^). 
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3.  Tibial  stress  fracture  in  healing  phase 

with  typical  location  adjacent  to  epiphyseal  plate. 


4.  Healing  bilateral  calcaneal  march  fractures. 


degree,  depending  on  the  age  of  the  fracture; 
or  (4)  deformity  or  dislocation  at  the  fracture 
site,  depending  on  the  location  and  continued 
weight  bearing,  despite  discomfort. 

The  radiographic  appearance  correlates  well 
with  the  clinical  stage  of  the  disease.  If  the 
patient  seeks  treatment  early,  there  may  be  no 
radiographic  abnormalities,  although  there  is 
local  pain  and  tenderness.  At  this  time,  it  is 
important  to  recognize  the  possibility  of  a 
stress  fracture,  treat  the  patient  accordingly, 
and  have  further  x-rays  made  in  one  to  two 
weeks,  at  which  time  diagnostic  findings  usual- 
ly are  more  apparent. 

If  there  is  a slight  delay  in  clinical  presenta- 
tion, the  fracture  line  or  early  callus  formation 
might  be  visible.  In  a young  patient,  seen  for 
the  first  time,  this  early  callus  or  periosteal 
reaction  can  be  confused  with  osteomyelitis  or 
malignant  bone  neoplasm.  However,  the  appro- 
priate diagnosis  should  be  suspected  from  the 
history  of  unusual  stress  and  the  typical  loca- 
tions of  discomfort. 

Even  later,  more  abundant  bony  callus  may 
be  palpated  easily  in  the  form  of  a firm,  local- 
ized mass  around  the  shaft  of  the  bone  as  the 
fracture  heals.  Radiographic  findings  are  typi- 
cal and  confirmatory  (Fig  1). 

Discussion:  Fatigue  fractures  occur  in  other- 
wise apparently  normal  bones  which  are  sub- 
jected to  repeated  unaccustomed  stress.  They 
also  frequently  occur  in  sites  other  than  the 
metatarsals.  These  are  usually  weight-bearing 
structures,  most  frequently  the  calcaneus, 
proximal  tibia,  femoral  neck,  distal  femur,  and 
occasionally  ribs  (“cough”  fracture)  (Fig  2). 
If  not  in  the  shaft  of  a long  bone  or  the  femor- 
al neck,  these  fractures  usually  lie  imniediate- 
ly  adjacent  and  parallel  to  fused  epibfiyseal 
plates  (Fig  3).  They  are  frequently  bilateral 
and  symmetrical,  particularly  in  the  calcaneus, 
femoral  neck  and  proximal  tibia  (Figs  4,  5). 
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5.  Bilateral  stress  fractures 
of  the  tibial  shafts, 
a less  common  location. 


Clinical  signs  and  symptoms  are  similar  in  all 
locations,  but  early  radiographic  diagnosis  is 
somewhat  more  difficult.  In  weight-bearing  long 
bones,  it  is  important  to  prevent  complications 
which  can  occur  if  the  stress  is  continued. 

March  fractures  are  usually  linear,  and  dis- 
placement is  unusual.  Typically,  femoral  neck 
stress  fractures  present  initially  with  normal 
radiographic  findings  and  later  are  recognized 
with  the  formation  of  endosteal  callus  with  fo- 
cal sclerosis  (Fig  6).  The  fractures  of  the  cal- 
caneus and  medial  tibial  plateau  almost  in- 
variably present  with  normal  x-rays,  and  later 
develop  areas  of  focal  sclerosis  and  healing 
along  the  epiphyseal  plate.  From  7 to  21  days 
may  be  necessary  for  the  appearance  of  posi- 
tive radiographic  findings,  usually  callus,  for 
the  definitive  diagnosis. 

Therapy:  Therapy  depends  on  the  individual 
bone  involved  and  is  usually  conservative.  In 
the  foot,  it  consists  primarily  of  appropriate 
metatarsal  and  heel  pads,  initial  rest,  with 
early  return  to  normal  function.  However,  one 
case  of  dislocation  of  the  posterior  apophysis 
of  the  calcaneus  was  seen  in  this  series  (Fig  7). 

Complications,  however,  are  more  frequent 
in  the  weight-bearing  long  bones.  In  a femoral 
neck  fracture,  if  the  affected  extremity  is  not 
kept  at  a complete  rest,  a fracture  dislocation 
can  occur  necessitating  operative  reduction 
and  internal  fixation.  If  weight  bearing  is  al- 
lowed to  continue  on  a fracture  of  the  proximal 
tibia,  flattening  and  deformity  of  the  tibial  pla- 
teau may  develop  (Fig  8).  One  dislocation  of  a 
femoral  shaft  fracture  occurred  prior  to  diag- 
nosis. The  latter  is  a less  common  location, 
which  possibly  delayed  the  diagnosis  and  con- 
tributed to  the  complication. 

Summary:  The  etiology  of  fatigue  fractures  is 
prolonged  unaccustomed  stress.  They  occur  in 
otherwise  apparently  normal  bones.  In  this  se- 


6.  Endosteal  callus  encircling  a femoral  neck 
fracture.  Dislocation  can  occur  if  weight  bearing 
continues. 


7.  Dislocation  of  posterior  calcaneal  apophysis 
due  to  continued  weight  bearing. 
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8.  Bilateral  tibial  fractures  with  flattening  of  left 
medial  tibial  plateau  secondary  to  continued 
weight  bearing. 


ries,  the  injury  occurred  in  healthy  young  re- 
cruits, most  frequently  during  their  first  two 
weeks  of  basic  training.  Subsequently,  the  in- 
cidence decreased  sharply.  Perhaps  a degree 
of  tolerance  to  this  stress  developed. 

A physician  caring  for  an  individual  or  se- 
lected population  undergoing  repeated  unac- 
customed physical  activity  should  be  aware  of 
the  possibility  of  stress  fractures.  Knowledge 
of  the  clinical  presentation  and  typical  loca- 
tions avoids  confusion  with  other  entities  such 
as  infection  or  possible  malignancy.  Early  se- 
lection of  appropriate  therapy  decreases  mor- 
bidity and  is  frequently  necessary  to  prevent 
complications. 
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When  irritable  colon  feels  like  this 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
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atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  ren;il  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  babit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
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and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 
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(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifeT): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 
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Sources  of  error 
in  diagnostic 
scintigrams 
of  the  thyroid, 
liver,  and  brain 

Radioisotope  scintigraphy  is  a rapidly  growing 
diagnostic  methodology.  Consequently,  there  is  a 
need  for  information  regarding  specificity  and  re- 
liability of  these  procedures  in  clinical  practice. 
One  difficulty  in  obtaining  good  information 
about  sources  of  error  in  diagnostic  scintigrams  is 
the  variability  in  technique  and  patient  popula- 
tion among  the  various  reported  series.  The  an- 
alysis of  accuracy  and  error  rates  often  has  been 
performed  on  small,  highly  selective  series  of  pa- 
tients, which  can  be  misleading  as  to  results  to  be 
obtained  in  routine  clinical  use.  There  is  thus  a 
need  for  investigations  of  patients  examined  in 
the  course  of  routine  clinical  practice.  Five  years 
ago,  in  the  Section  of  Nuclear  Medicine  of  The 
University  of  Texas  at  Houston  M.D.  Anderson 
Hospital  and  Tumor  Institute,  a systematic  ap- 
proach to  the  evaluation  of  accuracy  and  error  of 
diagnostic  scintigrams  (scans)  was  initiated.  This 
article  presents  the  results  of  this  analysis  in  the 
three  most  commonly  examined  organs,  the  thy- 
roid, liver,  and  brain,  during  1968  and  1969. 


METHODS:  Performance  of  Scintigrams:  All 
scans  were  performed  in  the  Clinical  Radio- 
isotope Laboratory  of  M.  D.  Anderson  Hospital 
and  Tumor  Institute  under  the  technical  direc- 
tion of  the  Department  of  Physics  (Radioiso- 
topes). 

Thyroid  scans  were  performed  24  hours  fol- 
lowing the  oral  administration  of  a tracer  dose 
of  iodine  131,  generally  in  a dose  of  75  micro- 
curies. A gamma  camera  (Pho  Gamma  III,  Nu- 
clear-Chicago  Corporation,  Chicago)  fitted  with 
a pinhole  collimator  was  employed.  Images 
were  recorded  on  Polaroid  film.  Between  10,- 
000  and  20,000  counts  were  accumulated,  de- 
pendent upon  uptake.  Two  exposures  were  ob- 
tained routinely  at  a distance  of  3 and  6 cm 
between  pinhole  and  neck. 

Liver  scans  and  brain  scans  were  performed 
using  the  gamma  camera  fitted  with  a 4,000- 
channel  collimator.  Liver  scans  were  begun  15 
minutes  following  intravenous  injection  of  3 
millicuries  of  99®Tc  sulfur  colloid.  Anterior,  pos- 
terior and  right  lateral  views  were  obtained 
routinely.  Brain  scans  were  begun  60  minutes 
following  intravenous  injection  of  ^^“Tc  per- 
technetate  in  a dose  of  1 millicurie  per  10  lb 
body  weight.  Five  views  were  obtained  routine- 
ly— anterior,  posterior,  right,  left  lateral,  and 
vertex.  Potassium  perchlorate  (200  mg)  was 
administered  routinely  30  minutes  prior  to  the 
pertechnetate  to  block  uptake  in  the  choroid 
plexus  and  salivary  glands. 

Interpretation:  interpretations  were  made 
jointly  by  at  least  two  observers,  a staff  mem- 
ber and  a fellow  or  resident  in  training. 

Interpretive  statements  concerning  the  thy- 
roid scans  other  than  normal  concerned  abnor- 
mality in  size,  shape,  position,  reduced  or  un- 
even uptake,  focal  areas  of  increased  or  de- 
creased concentration  of  radioactivity  and 
areas  of  increased  concentration  of  radioactiv- 
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ity  and  areas  of  abnormal  ^^^1  uptake  outside 
the  normal  thyroid  area. 

Abnormalities  noted  on  liver  scans  included 
shape,  size,  position,  focal  areas  of  decreased 
uptake,  and  reduced  or  uneven  uptake. 

Abnormalities  noted  for  brain  scans  were 
focal  increases  in  uptake  visualized  on  two 
views,  noted  as  positive  scans,  and  abnormal- 
ity consisting  of  focal  increase  in  uptake  vis- 
ualized in  only  one  view,  noted  as  equivocal. 

Follow-up:  Information  concerning  indication 
and  type  of  procedure  performed  and  abnor- 
malities noted,  if  any,  were  recorded  on  Key- 
sort  cards  (McBee  Systems,  Ogden,  Utah).  Be- 
tween 6 and  12  months  after  the  study,  the 
patient's  chart  was  recalled  and  reviewed,  not- 
ing positive  and  negative  results  from  other 
examinations,  and  final  diagnosis  based  on  the 
clinicopathologic  correlation.  Information  re- 
garding the  type  of  final  diagnosis,  the  primary 
source  of  cancer,  if  any,  and  the  status  of  the 
organ  under  examination  were  then  recorded 
on  the  same  Keysort  card.  Note  was  also  made 
of  whether  false-positive  or  false-negative  in- 
terpretations could  be  accounted  for  on  the 
basis  of  test  deficiencies  or  on  observer  error. 

Analysis  of  Data:  Following  a final  review  to 
check  for  accuracy,  the  Keysort  cards  were 
sorted  into  true-positive,  and  true-negative, 
false-positive,  and  false-negative  categories. 
Duplicate  scans  on  patients  having  more  than 
one  study  were  removed.  The  true-positive  and 
false-positive  ratings  were  then  calculated  by 
the  method  of  Lusted.^  The  true-positive  rate 
is  calculated  by  dividing  the  number  of  true- 
positives  read  by  the  sum  of  true-positives  and 
false-negatives.  False-positive  rate  is  the  num- 
ber of  false-positives  divided  by  false-positives 
plus  true-negatives.  Approximately  two-thirds 
of  all  thyroid,  liver,  and  brain  scans  performed 
1968  through  1969  were  available  for  analysis 
in  this  study. 


Normal  Abnormal 


Diseased 


Not  Diseased 


230  230 

True-Positive  = = = 95% 

230  -P  12  242 

24  24 

False- Positive  = = = 23% 

79  -I-  24  103 


12 
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79 

24 

1.  Thyroid  scintigrams,  345  patients. 


False- Positive,  24  Patients 


Interpretation 

No. 

Patients 

% 

Patients 

Thyromegaly 

5 

21 

Unusual  shape  or  position 

4 

17 

Reduced  and  uneven  uptake 

13 

54 

Focal  areas  of  increased  uptake 
% Interpretive  error  = 17% 

2 

8 

False-Negative,  12  Patients 


Diagnosis 

No. 

Patients 

% 

Patients 

Thyroiditis 

8 

67 

Colloid  nodular  goiter 

3 

25 

Grave's  disease 

1 

8 

% Interpretive  error  = 0 

2.  Results  of  thyroid  scans. 
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Normal  Abnormal 


Diseased  69  202 


Not  Diseased  348  82 


202  202 

True-Positive  = = = 75% 

202  + 69  271 

82  82 

False-Positive  = = = 19% 

348  -f  82  430 


3.  Liver  scintigrams,  701  patients. 


False-Positive,  82  Patients 


No.  % 

Interpretation  Patients  Patients 


Enlargement  27  33 

Abnormal  shape  or  position  22  27 

Uneven  uptake  22  27 

Cold  areas  11  13 

% Interpretive  error,  30% 


False-Negative,  69  Patients 


No.  % 

Diagnosis  Patients  Patients 


Metastatic  carcinoma  42  61 

Fatty  metamorphosis  13  19 

Hepatitis  13  19 

Cirrhosis  1 1 

% Interpretive  error,  12% 


4.  Results  of  liver  scans. 


Results:  Thyroid  Scintigrams:  Fig  1 shows  a 
diagnostic  matrix  of  the  type  proposed  by  Lus- 
ted^ to  show  the  four  possible  outcomes  of  the 
test  result  correlated  with  disease  category. 
There  were  345  cases,  of  which  results  in  230 
were  true-positive  and  in  79  were  true-negative. 
There  were  12  false-negative  and  24  false-pos- 
itive results,  producing  a true-positive  rate  of 
95%,  and  false-positive  rate  of  23%. 

The  sources  of  error  in  the  24  patients  with 
false-positive  scans  and  the  12  patients  with 
false-negative  thyroid  scans  are  seen  in  Fig  2. 
The  most  common  error  resulting  in  false-posi- 
tive diagnosis  was  the  false  impression  of  re- 
duced or  uneven  uptake,  probably  related  to 
the  relatively  low  tracer  dose  of  necessitat- 
ed by  the  high  radiation  exposure  to  the  thy- 
roid associated  with  the  use  of  this  isotope. 
False  impressions  of  thyromegaly  and  abnor- 
mal shape  were  noted  in  21%  and  17%  of  the 
cases,  respectively,  and  probably  arose  from 
difficulties  in  establishing  standards  for  nor- 
mals which  will  apply  to  patients  of  all  ages 
and  sexes.  The  fact  that  we  recorded  no  false- 
positive cold  areas  reflects  our  policy  of  not 
rendering  an  impression  of  cold  area  unless 
there  is  some  palpable  abnormality  present  in 
the  thyroid. 

Of  the  12  patients  with  false-negative  re- 
sults, 8 were  subsequently  diagnosed  as  hav- 
ing thyroiditis,  3 as  having  colloid  nodular 
goiter,  and  1 as  having  Grave’s  disease.  No 
incidence  of  thyroid  carcinoma  with  a normal 
scan  was  included  in  this  series,  although  we 
know  that  these  have  occurred.  The  difficulty 
in  diagnosing  diffuse  disease  in  the  thyroid  is 
understandable,  since  these  diseases  do  not 
always  produce  significant  enlargement  or  un- 
even uptake. 

In  a retrospective  reinterpretation  of  the 
false-positive  or  false-negative  results  in  which 
the  scans  were  interpreted  with  knowledge  of 
the  final  diagnosis,  17%  of  the  false-positives 
were  listed  as  "probably  errors  in  interpreta- 
tion.” None  of  the  false-negative  results  could 
be  attributed  to  errors  in  interpretation. 

Liver  Scintigrams:  Fig  3 shows  the  diagnos- 
tic matrix  for  liver  scans  developed  from  the 
analysis  of  701  patients.  There  were  202  true- 
positive and  348  true-negative  results.  There 
were  69  false-negatives  and  82  false-positives. 
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The  true-positive  rate,  calculated  in  the  same 
way  as  for  the  thyroid  scans,  is  75%.  The 
false-positive  rate  is  19%. 

The  sources  of  error  in  the  82  false-positives 
and  69  false-negatives  are  analyzed  in  Fig  4. 
Again,  enlargement  and  abnormal  shape  and 
position  are  frequent  causes  of  false-positive 
interpretation  and  relate  to  difficulties  brought 
about  by  normal  anatomical  variation.  Uneven 
uptake  and  cold  areas  were  also  diagnosed  in 
a significant  number  of  patients,  some  prob- 
ably also  related  to  normal  anatomical  varia- 
tion. 

The  sources  of  false-negative  results  of  liver 
scans  were  in  the  largest  percentages  (61%) 
metastatic  carcinoma,  reflecting  the  patient 
population  under  study.  The  majority  of  these 
false-negative  results  were  in  patients  who  had 
early  lesions  below  the  resolution  of  the  scan- 
ning technique  (2  to  3 cm).  Other  sources  of 
false-negatives  were  diffuse  liver  disorders 
such  as  fatty  metamorphosis,  hepatitis,  and 
cirrhosis.  Observer  error  was  found  account- 
able in  30%  of  the  false-positive  and  12%  of 
the  false-negative  results. 

Brain  Scintigrams:  Fig  5 is  the  diagnostic 
matrix  for  brain  scans  performed  on  441  pa- 
tients. Results  were  132  true-positives  and  211 
true-negatives,  and  87  false-negatives  and  11 
false-positives.  The  true-positive  rate  in  this 
series  was  60%,  and  the  false-positive  rate 
5%.  Both  figures  are  considerably  below  those 
for  both  thyroid  and  liver  scintigrams.  The 
cause  of  this  significant  difference  may  reflect 
the  fact  that  this  procedure  is  based  on  a dif- 
ferent principle  from  thyroid  and  liver  scan- 
ning. In  brain  scanning,  we  are  looking  only 
for  abnormal  increases  in  uptake.  Thus,  we  are 
not  so  concerned  with  normal  anatomical  vari- 
ation and  we  would  expect  a lower  false-posi- 
tive rate.  Flowever,  the  detection  of  lesions  de- 
pends upon  selective  uptake  of  isotopes  by  ab- 
normal as  opposed  to  normal  tissue,  and  this 
can  be  expected  to  be  highly  variable,  depend- 
ing upon  etiology  and  stage  of  disease. 

Sources  of  false-negatives  and  false-posi- 
tives are  detailed  in  Fig  6.  The  highest  percent- 
age of  false-positives  was  listed  as  equivocal 
abnormalities  (abnormal  increases  in  uptake 
seen  in  only  one  view).  Several  scans  were  read 
as  positive  for  single  and  multiple  lesions. 


Normal  Abnormal 


Diseased 


Not  Diseased 
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True- Positive  = = = 60% 
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11  11 

False-Positive  = = = 5% 
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5.  Brain  scintigrams,  441  patients. 


False-Positive,  11  Patients 


Interpretation 

No. 

Patients 

% 

Patients 

Equivocal  abnormality 

4 

37 

Positive  single  lesion 

3 

27 

Positive  multiple  lesion 

2 

18 

Positive  skull  lesion  2 18 

% Interpretive  error,  64% 

False-Negative,  87  Patients  

No.  % 


Diagnosis 

Patients 

Patients 

Metastatic  carcinoma 

47 

54 

Cerebrovascular  disease 

28 

32 

Skull  metastases 

7 

8 

Primary  brain  tumor 

5 

6 

% Interpretive  error,  10% 

6.  Results  of  brain  scans. 
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Most  of  these  errors  derive  from  either  false 
interpretation  of  normal  variation  or  incom- 
plete perchlorate  block  of  the  choroid  plexus. 
Two  patients  had  areas  of  increased  uptake 
in  the  skull  which  were  not  correlated  with 
clinical  disease. 

False-negative  brain  scans  were  most  fre- 
quent in  metastatic  carcinoma  (54%),  again 
reflecting  the  patient  population.  Thirty-two 
percent  of  patients  had  cerebrovascular  dis- 
ease, and  there  were  several  patients  with  skull 
metastases  and  primary  brain  tumors  with  neg- 
ative scans. 

Interpretive  error  was  much  more  commonly 
a source  for  false-postive  (64%)  than  for  false- 
negative (10%)  brain  scans. 

Discussion:  Diagnosis  is  the  identification  of  a 
disease  from  its  signs  and  symptoms;  however, 
diagnosticians  recognize  that  the  process  con- 
tains an  element  of  uncertainty  and  a conclu- 
sion can  have  only  a certain  probability  based 
on  the  available  facts. ^ In  an  effort  to  increase 
the  probability  of  correct  diagnosis,  new  tech- 
niques are  constantly  being  added  to  the  diag- 
nostic armamentarium.  Such  new  and  improved 
tests  are  first  applied  in  limited  numbers  of 
carefully  selected  patients;  later,  as  confidence 
in  the  results  obtained  grows,  the  test  may  take 
its  place  in  routine  examination. 

One  problem  in  assessing  the  effectiveness 
of  a new  test  in  diagnosis  comes  in  establish- 
ing limits  of  normal;®  the  second  problem,  re- 
lated to  the  first,  is  detecting  those  signals  of 
abnormality  which  have  minimal  observer  vari- 
ation and  which  lead  to  reliable  medical  deci- 
sion making.^  Errors  in  test  interpretation  are 
of  two  types:  (1)  the  conclusion  that  disease 
is  present  when  it  is  not  (false-positive),  and 
(2)  the  conclusion  that  no  disease  is  present 
when  there  is  (false-negative).®  Knowledge  of 
the  frequency  of  these  two  types  of  errors  for 
any  test  used  in  diagnosis  applied  to  the  popu- 


lation under  study  and  for  the  person  perform- 
ing the  observation  is  fundamental  to  the  ra- 
tional use  of  diagnostic  procedures  and  patient 
management. 

Our  analysis  of  the  results  of  three  routine 
radioisotope  scanning  procedures  in  clinical 
practice  should  reflect  the  accuracy  of  these 
procedures  more  realistically  than  do  highly 
selective  series  considering  only  one  disease. 
Because  of  variation  in  technique  and  philos- 
ophy of  interpretation,  comparison  of  results 
reported  here  with  those  previously  published 
by  others  may  differ;  however,  we  hope  that 
reports  such  as  this  will  help  in  obtaining  a 
balanced  view  of  the  advantages  and  limita- 
tions of  these  procedures. 
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Pulmonary  accumulation  of  technetium 


sulfur  colloid  during  liver  scanning 

H.  L.  STEINBACH,  MD 


Pulmonary  accumulation  of  ^^"'Tc  sulfur  colloid 
may  be  caused  by  poor  preparations  with  unde- 
sirable AP'^  ion  causing  flocculation  of  the  colloid 
and  subsequent  embolization  in  the  lung.  On  the 
other  hand,  pulmonary  accumulation  may  be  seen 
associated  with  long-standing  and  advanced  liver 
disease. 


RECENTLY  AN  INTERESTING  CASE  focused  my 
attention  on  the  accumulation  of  »9“Tc  sulfur 
colloid  in  the  lungs  during  liver  scanning.  In 
April  1969,  I saw  a 51-year-old  man  who  had  a 
well-differentiated  squamous  cell  carcinoma  on 
the  right  aspect  of  the  tongue.  On  April  29, 

1969,  he  underwent  a right  hemiglossectomy 
and  right  radical  neck  dissection.  Seven  of  the 
36  nodes  resected  showed  positive  signs  of 
papillary  and  follicular  carcinoma  of  the  thy- 
roid. He  recovered  well,  but  was  readmitted  on 
July  7,  1969,  and  a total  thyroidectomy  and 
regional  lymph  node  dissection  was  performed. 
Pathological  examination  of  the  thyroid  gland 
showed  the  primary  arising  in  the  left  lower 
pole,  with  spread  to  the  isthmus  and  the  right 
lobe,  and  all  the  regional  lymph  nodes  exam- 
ined showed  positive  signs  of  carcinoma  of  the 
thyroid. 

I was  first  asked  to  see  the  patient  on  July 
31,  1969,  and  a postoperative  scan  of  the 
neck  showed  numerous  nodal  areas  of  uptake 
outside  the  thyroid  bed.  Subsequently,  he  was 
treated  with  a therapeutic  dose  of  ^^^1  and  fol- 
low-up scans  were  obtained.  He  had  three  ther- 
apeutic doses  and  finally,  because  of  failure  to 
control  local  disease,  external  cobalt  therapy 
was  given  to  the  neck  from  Sept  1 to  Oci;  6, 

1970,  and  a tumor  dose  of  5,000  rads  was 
given. 

An  SMA12  drawn  on  Aug  27,  1970,  showed 


abnormal  liver  function.  The  lactic  dehydro- 
genase value  was  240  Wacker  units,  alkaline 
phosphatase  was  19  King-Armstrong  units,  and 
the  serum  glutamic  oxalacetic  transaminase 
was  230  Karmen  units.  Suspecting  the  possibil- 
ity of  liver  metastasis,  we  performed  a ^^“Tc  sul- 
fur colloid  liver  scan.  This  showed  excessive 
accumulation  of  the  nuclide  in  the  lung.  In  fact 
the  scan  resembled  a dual  organ  liver-lung 
scan.  I had  seen  pulmonary  accumulation  like 
this  before  because  of  so-called  “bad  kit”  prep- 
ations,  but  on  this  day  a liver  scan  done  before 
and  after  this  patient’s  failed  to  show  any  lung 
uptake.  An  instant  check  showed  that  the  pa- 
tient had  received  a clean  venipuncture  injec- 
tion; there  was  no  clotting  in  the  syringe,  and 
the  ampule  containing  the  9®“Tc  sulfur  colloid 
had  been  shaken  in  the  usual  manner  prior  to 
drawing  out  the  colloid.  What  caused  the  pul- 
monary accumulation  of  the  nuclide? 

I had  seen  pulmonary  uptake  in  what  I called 
“bad  kit”  preparations  where  the  particles  were 
large  enough  to  embolize  in  the  lung.  Recently, 
this  had  been  reported  as  being  due  to  abnor- 
mal concentrations  of  AE"*"  ion  in  the  eluates 
from  the  technetium  generator.  Apparently, 
concentrations  as  low  as  1 /xg/ml  causes  floe- 
culent  precipitate  in  the  colloid  preparation.  We 
also  had  several  cases  of  excessive  uptake  in 
the  heart  pool  area  and  stomach,  apparently 
secondary  to  free  pertechnetate. 

However,  this  was  not  the  cause  of  the  lung 
uptake  in  this  case,  so  a further  search  as  to 
why  was  made.  Certainly  the  nuclide  was  as- 
similated in  the  lung  in  one  of  two  ways.  Either 
the  particles  were  too  large,  causing  emboliza- 
tion, or  there  was  excessive  reticuloendothelial 
pickup  in  the  lung.  Considering  the  possibility 
that  there  was  in  vivo  flocculation  of  the  col- 
loid, this  patient’s  serum  and  plasma  were 
mixed  with  99“Tc  sulfur  colloid  preparation  but 
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there  was  no  flocculation  and  microscopic  ex- 
amination of  the  particles  showed  no  change 
in  size. 

I considered  that  the  uptake  in  the  lung 
might  be  related  to  metastatic  malignancy. 
Diffuse  metastatic  carcinoma  of  the  thyroid 
throughout  the  lungs  has  been  shown  to  pick 
up  ^^^1  before  the  chest  film  is  positive.  How- 
ever, this  is  not  the  pertechnetate  ion  (which  is 
handled  like  the  iodide  ion);  this  is  sulfur  col- 
loid. Also,  the  patient  had  no  pickup  over 
the  lungs. 

Approximately  400  ^^^Tc  sulfur  colloid  liver 
scans  from  the  previous  year  were  reviewed. 
The  purpose  of  this  retrospective  study  was  to 
see  if  there  were  any  previous  similar  cases  and 
to  see  how  often  there  was  uptake  over  the 
lungs.  There  were  19  cases  which  had  definitely 
visible  uptake  in  the  lung.  On  many  scans, 
there  was  a suggestion  that  there  was  a small 
uptake,  but  unless  the  pulmonary  accumulation 
was  definite,  it  was  disregarded.  Of  the  19 
cases,  the  records  were  obtained  on  17  and  in 
reviewing  the  cases,  it  immediately  became  ob- 
vious that  the  majority  of  these  patients  had 
severe  and  long-standing  hepatic  disease.  Most 
had  severe  chemical  abnormalities  in  the  liver, 
as  manifested  by  the  LDH,  SCOT,  bilirubin, 
alkaline  phosphatase,  and  bromsulphthalein  re- 
tention values.  This  was  the  case  in  ten  of  the 
patients,  and  two  additional  ones  had  mildly 
abnormal  liver  test  results.  It  would  seem  logi- 
cal that  this  is  excessive  reticuloendothelial 
pickup  related  to  the  abnormal  liver  function. 
Also,  one  patient  had  pulmonary  pickup  on 
both  gold  Au  198  colloid  and  s^^Tc  sulfur  col- 
loid, making  it  obvious  that  it  is  the  reticulo- 
endothelial cell  that  is  responsible  for  the  up- 
take, and  not  the  compound. 

However,  in  reviewing  the  400  cases,  I found 
13  which  had  a “cirrhotic  picture,”  that  is, 
diminished  uptake  in  the  liver,  increased  up- 


take in  the  spleen  and  marrow,  but  did  not 
show  uptake  in  the  lung.  Why  some  cases  of 
liver  disease  did  and  others  did  not  show  this 
accumulation  is  not  known. 

One  of  the  17  cases  (for  which  records  were 
available)  resulted  from  bad  preparation.  Four 
cases  are  of  particular  interest  in  that  they 
showed  the  pulmonary  uptake  with  normal  liver 
enzymes.  The  follow-up  scans  in  the  case  pre- 
sented fits  in  this  category,  because  when  the 
follow-up  scans  were  obtained,  the  liver  enzyme 
values  had  returned  to  normal  and  there  was 
still  pulmonary  pickup.  Possibly,  more  exten- 
sive studies  of  the  liver  might  show  abnor- 
malities. Abnormal  pulmonary  accumulation  of 
®®”Tc  sulfur  colloid  during  liver  scanning  might 
be  a tip-off  to  underlying  liver  disease. 
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(diethylpropion  hydrochloride^  N.R) 


When  girth  gets  out  ot  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrenfly  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  potients  susceptible  to  drug  abuse. 

Warning:  Although  generolly  safer  than  the  amphetomines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  choracteristic  of  sympotbomimetic  agents,  it  moy 
occosionolly  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  controst,  CNS  depression  has  been  reported,  in  a few  epiieptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
voscu/or  effects  reported  include  ones  such  os  tachycardia,  precordial  pain. 


orrhythmio,  polpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isoloted  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostrolntestinoi  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  ogranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurla,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals,  if  desired,  on  odditional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  1-3325  (2876  ) 

N MERRELL- NATIONAL  LABORATORIES 

( Merrell  ) Division  of  Richardson -Merrell  Inc. 

\ ' Cincinnati,  Ohio  45215 


Painful 
night  leg 
cramps... 


un\Adcome  bedfellow 
forany  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 


Prescribing  Information — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 


□ 


Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


Ghiinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  If  ringing  In  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  ond  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i-asoaooso) 

Merrell  ) Division  of  Richordson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trademark:  Quinomm 
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Specific  therapy  for  night  leg  cramps. 


Saturday 
night  is 
party  night ! 


FIESTA  NOCHE 
DEL  RIO 


Saturday,  May  13 
San  Antonio 


TMA’s  Fiesta  Noche  del  Rio  has  been 
planned  especially  for  you  and  your  lady 
during  TMA’s  Annual  Session  in  San  An- 
tonio. A mariachi  band  will  play  during  the 
cocktail  hour,  complete  with  Mexican  hors 
d’oeuvres,  followed  by  a steak  dinner,  Tam- 
pico style.  After-dinner  entertainment  will 
begin  in  a whirl  of  brilliant  skirts  and 
stamping  heels,  as  the  music  and  dances  of 
Old  Mexico  enliven  the  stage.  The  smooth 
soprano  of  Rosita  Fernandez,  the  flaming 
flamenco  guitars,  and  the  myriad  acts  of 
other  lively  performers  add  up  to  an  evening 
of  entertainment  not  soon  forgotten.  Danc- 
ing will  follow  the  famous  Fiesta  Noche  del 


Rio  show.  Dress  is  optional.  All  activities 
will  be  held  in  the  beautiful  San  Antonio 
Convention  Center  Banquet  Hall,  Saturday, 
May  13,  starting  at  7 p.m. 

This  complete  entertainment  package  is 
yours  for  only  $15  per  person,  including 
tax  and  tips.  Proceeds  go  to  the  Physicians 
Benevolent  Fund  of  TMA  and  Woman’s 
Auxiliary. 

Plan  now  for  an  unforgetable  eve- 
ning of  fun.  Order  your  tickets  today 
on  the  handy  form  contained  in  this 
issue  of  Texas  Medicine. 
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MDs 
in  the 

mayor’s  seat 


Treating  a town’s  aches  and  pains  is 
the  job  of  the  community’s  elected  of- 
ficials, and  in  some  cases  Texas  phy- 
sicians perform  double  duty  by  treat- 
ing their  towns  as  well  as  their  pa- 
tients. 

The  state’s  physician  mayors,  in 
addition  to  other  MD’s  who  serve  on 
local  boards  and  committees,  are 
simply  fulfilling  another  aspect  of  their 
medical  responsiblity  as  noted  in  sec- 
tion 10  of  the  American  Medical  Asso- 
ciation’s Principles  of  Medical  Ethics: 
helping  to  improve  the  well-being  of 
their  community.  Of  course,  not  all 
physicians  choose  to  fulfill  their  obli- 
gation to  the  community  in  this  man- 
ner, but  a recent  survey  by  Texas  Medi- 
cine discovered  13  physicians  who 
are  currently  serving  as  mayors  of 
their  communities,  as  well  as  several 
others  who  have  held  such  positions 
in  the  recent  past. 

Replies  to  questions  in  the  survey 
were  received  from  both  newly-elected 

Ribbon-cutting  ceremonies  at  the  opening 
of  the  new  Cook  Memorial  Hospital  in 
Levelland  was  a pleasant  duty  for 
that  city’s  mayor.  Dr.  Robert  Joe  Harrison 
(right).  With  him  is  Hulon  L.  Moreland 
(left),  Hockley  County  judge. 


and  veteran  city  officials.  Those  re- 
sponding to  the  Texas  Medicine  ques- 
tionnaire included: 

Dr.  Walter  F.  Hasskarl,  Jr.,  Brenham 
general  surgeon. 

Dr.  Earle  B.  Griffey,  Brownsville  family 
physician. 

Dr.  Alfredo  Gutierrez,  Jr.,  Del  Rio  fam- 
ily physician. 

Dr.  Alexander  M.  Finlay,  Jr.,  Denton 
radiologist. 

Dr.  M.  L.  Ross,  Galveston  family  physi- 
cian. 

Dr.  Sidney  C.  Walker,  Hempstead  fami- 
ly physician. 

Dr.  H.  E.  McKay,  Jr.,  Humble  family 
physician. 

Dr.  Edwin  F.  Soell,  Iowa  Park  family 
physician. 

Dr.  Robert  Joe  Harrison,  Levelland 
family  physician. 

Dr.  Bruce  H.  Johnson,  Loraine  family 
physician. 

Dr.  Ed  W.  Schmidt,  Pecos  family  phy- 
sician. 

Dr.  Bob  C.  Jones,  Trinity  family  physi- 
cian. 

Dr.  Hub  E.  Isaacks,  Westover  Hills  re- 
tired urologist. 

Dr.  John  H.  Chinn,  Jr.,  Colorado  City 
family  physician,  1964-1970. 

Dr.  Howard  R.  Dudgeon,  Jr.,  Waco 
general  surgeon,  1969-1970. 

Dr.  A.  Bryan  Spires,  Jr.,  Taylor  intern- 
ist, 1964-1968. 

Dr.  A.  Rex  Kirkley,  Belton  family  phy- 
sician, 1955-1957. 

Dr.  Maurice  C.  Barnes,  Waco  derma- 
tologist, 1961-1962. 

Most  of  these  MD  mayors  continue 
(or  continued)  to  practice  medicine 
while  they  serve  (or  served)  as  mayor, 
and  all  have  said  that  the  experience 
of  being  the  city’s  top  official  is  re- 
warding because  it  offers  an  oppor- 
tunity to  make  their  city  a better  place 
to  live. 

Tiny  to  big:  the  same  problems 

The  MD  mayors  of  Texas  have  served 

communities  as  small  as  Westover 


Hills  (pop.  316)  to  those  the  size  of 
Waco  (pop.  112,936). 

Towns  with  physician  mayors  are  by 
no  means  concentrated  in  one  area, 
either.  Far  to  the  north  are  Iowa  Park 
in  Wichita  County  and  Levelland  locat- 
ed in  the  Panhandle  in  Hockley  Coun- 
ty. Reaching  down  into  the  tip  of  Tex- 
as, one  can  find  an  MD  mayor  in 
Brownsville  and  in  Del  Rio,  two  Texas 
towns  on  the  Rio  Grande.  To  the  west, 
there’s  Pecos,  a real  “western”  town 
where  the  first  rodeo  in  Texas  was 
held  in  1883;  and  in  the  eastern  part 
of  the  state,  one  can  find  a physician 
mayor  in  Trinity  near  the  beautiful 
woods  of  the  Davy  Crockett  National 
Forest. 

Despite  the  diversity  of  size  and  lo- 
cation, these  towns  with  MD  mayors 
all  seem  to  face  the  same  problems — 
only  details  of  the  problems  change. 

Problem  areas  most  mentioned  by 
the  mayors  participating  in  the  survey 
included:  sewage  and  garbage  disposal; 
police  and  fire  protection;  provision  of 
adequate,  inexpensive  utilities;  financ- 
es; housing  and  human  relations;  traf- 
fic and  street  maintenance;  and  plan- 
ning for  long-term  growth  and  develop- 
ment. 

Many  of  the  city’s  mayors  and  coun- 
cil members  are  still  grappling  with 
these  problems,  while  others  have  de- 
termined the  right  solution  for  their 
own  particular  community. 

"Garbage  disposal  is  the  one  area 
where  I feel  that  I have  not  accom- 
plished anything,”  said  Dr.  Jones  of 
Trinity.  He  explained  that  the  city 
council  has  not  yet  reached  an  agree- 
ment on  the  matter.  Trinity  has  dealt 
with  another  related  problem  though, 
said  Dr.  Jones,  and  that  problem  is 
sewage  disposal.  Mayor  Jones  reported 
that  a bond  issue  was  passed  “for  im- 
provement of  our  sewage  system  to 
meet  the  current  state  requirements, 
as  well  as  our  own.” 
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Two  other  mayors — Dr.  Soell  of 
Iowa  Park  and  Dr.  Hasskarl  of  Bren- 
ham — proudly  noted  that  new  sewage 
plants  are  operating  (or  are  under  con- 
struction) for  their  towns,  too. 

Dr.  Soell  added  that  water  became  a 
big  problem  for  Iowa  Park  in  the  sum- 
mer of  1971.  “During  that  summer,” 
he  said,  “the  city  lakes  which  had 
been  the  city's  water  supply  through 
the  years  became  so  dry  that  the  city 
was  unable  to  obtain  water  from 
them.”  As  a result,  he  said,  the  city 
made  an  agreement  to  purchase  slight- 
ly salty  water  from  Lake  Kemp  until 
the  water  level  in  the  city  lakes  rose 
or  until  such  time  as  the  city  could 
purchase  treated  water  from  Wichita 
Falls. 

"A  bond  election  was  held  in  the  fall 
of  1971  at  which  time  the  voters  ap- 
proved the  expenditure  of  money  to 
lay  a water  line  to  Wichita  Falls  to  ob- 
tain treated  water  from  them,”  said 
Mayor  Soell.  Plans  for  the  authorized 
water  purchase  are  now  being  imple- 
mented, according  to  the  mayor. 

Balancing  the  city’s  books  was  one 
of  the  biggest  jobs  for  former 
Belton  mayor  Dr.  A.  Rex  Kirkley  who 
served  from  1955  to  1957. 


A Past  President  of  the  Texas  Medical 
Association,  Dr.  Howard  R.  Dudgeon,  Jr., 
is  also  a past  mayor  of  Waco. 

Like  many  other  physician  mayors. 

Dr.  Dudgeon  had  been  a former  city  council 
member  before  his  campaign 
for  the  mayoralty. 

“Another  problem  that  arose  in  the 
community,”  said  the  Iowa  Park  phy- 
sician, "was  the  need  for  planned 
growth  and  development.  In  an  effort 
to  provide  this,  a comprehensive  plan 
was  developed  for  the  city  of  Iowa 
Park,  and  the  citizens  approved  zoning 
regulations.  Also,  the  state  has  re- 
quired a sanitary  land  fill  operation, 
and  to  comply  with  this,  Iowa  Park  has 
had  to  purchase  a bulldozer  which  has 
been  an  added  expense  to  the  city.” 

“At  the  time  I became  mayor,”  he 
added,  “the  city  was  still  using  a hand 
bookkeeping  system,  and  this  has 
been  changed.  Now  a posting  machine 
is  used  to  post  all  water  and  sewer 
bills,  as  well  as  the  tax  records,  and 
it  is  used  in  all  other  bookkeeping 
procedures.  Addressing  for  the  monthly 
water  statements  had  been  done  by 
typing  the  individual's  address  each 
month.  Addressing  equipment  was  pur- 
chased so  that  this  is  now  done  auto- 
matically.” 

Brenham’s  mayor  Dr.  Hasskarl  said 
that  in  addition  to  the  sewage  problem 

During  his  term  of  office,  Waco  mayor 
Dr.  Maurice  C.  Barnes  (right)  performed 
a variety  of  political  duties,  including 
welcoming  US  Sen.  John  Tower  (left)  to  town. 


which  was  solved  by  building  a new 
sewage  plant,  that  city  has  faced  traf- 
fic problems  and  the  need  for  low 
rent  housing. 

“Downtown  traffic  has  been  eased 
with  traffic  lights — the  first  time  ever 
tried  in  Brenham — and  one-way  traf- 
fic,” said  Dr.  Hasskarl.  He  added  that 
during  his  three  years  as  mayor,  the 
first  public  parking  lot  was  built  in 
Brenham. 

The  city  has  also  obtained  better 
low  rent  housing,  said  the  mayor,  and 
he  notes  that  the  first  black  police- 
man on  the  Brenham  Police  Depart- 
ment force  was  hired  during  his  term 
of  office. 

Dr.  Gutierrez,  mayor  of  Del  Rio,  has 
faced  human  relations  problems  of  a 
bit  more  threatening  nature. 

“We  have  had  several  problems  in 
our  community,  as  most  communities 
do,”  said  Dr.  Gutierrez,  "but  the  two 
major  ones  have  been  a protest  dem- 
onstration which  was  held  in  our  com- 
munity in  the  spring  of  1969  and  the 
separated  school  system  that  we  had.” 
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“The  demonstration  I mentioned  was 
advertised  nationally,”  said  the  Del  Rio 
mayor,  “and  therefore,  we  had  nation- 
wide participation.  This  demonstration 
had  ethnic  and  racial  motivations,  and 
my  having  a Spanish  surname  placed 
me  in  a most  precarious  position.  How- 
ever, with  the  cooperation  of  the  entire 
community,  we  managed  to  quash 
what  had  been  advertised  as  a poten- 
tial violent  clash,  and  we  have  since 
tried  to  work  out  our  problems  locally 
ourselves.” 

As  for  the  separated  school  system. 
Dr.  Gutierrez  reports  that  the  commu- 
nity managed  to  consolidate  the  two 
school  districts  with  the  “least  possi- 
ble inconvenience  to  all  concerned  with 
no  major  side  effects.” 

Growing  pains 

Crime  was  the  chief  problem  in  Level- 
land  last  year,  according  to  that  city’s 
mayor.  Dr.  Harrison  related:  “The  chief 
problem  in  the  city  in  the  past  year 
was  a series  of  rapes,  assaults,  and 
one  murder  occurring  in  a short  pe- 

When  not  at  his  busy  medical  practice 
or  in  the  mayor’s  office  in  Pecos, 
Dr.  Ed  Schmidt  (left)  joins  other  physicians 
at  TMA  functions.  Here  Dr.  Schmidt 
greets  TMA  President-Elect  Dr.  Braswell 
Locker  (left)  Just  as  Dr.  Jack  T.  Chisholm 
(center)  of  Dallas  says  good-bye. 


riod  of  time.  There  was  a great  deal 
of  fear  in  the  citizens,  who  expressed 
it  sometimes  in  irrational  behavior. 
Fortunately,  we  have  an  excellent  po- 
lice chief  and  police  department,  and 
the  crimes  ceased  with  a single  ar- 
rest.” 

According  to  Mayor  Harrison,  the 
major  goals  of  the  city  recently  are  to 
make  the  town  more  liveable  and  less 
junky.  “In  about  one  year,  the  city  has 
removed  almost  800  junked  and  aban- 
doned vehicles  and  40  substandard 
buildings,  and  it  has  passed  a manda- 
tory covered  and  anchored  garbage 
container  ordinance,”  he  said. 

Levelland  has  been  working  hard  on 
its  beautification  campaign,  too,  said 
Dr.  Harrison.  “In  the  past  two  years, 
we  have  begun  renovation  of  our 
downtown  city  park  and  a downtown 
beautification  program  including  side- 
walk replacement.  With  two  local  ar- 
tists—Don  Stroud  and  Burl  Cole — 
we  have  initiated  and  completed  a 
mural  for  our  new  hospital  and  two 


murals  for  our  medical  clinic.  We  are 
in  the  process  of  placing  a mosaic 
mural  designed  by  John  Meigs  on  our 
Chamber  of  Commerce  Building  and  a 
mosaic  designed  by  Peter  Hurd  on  the 
South  Plains  College  Library  Building.” 

Brownsville  mayor  Dr.  Griffey  said 
that  the  primary  problems  in  his  com- 
munity “have  revolved  around  provid- 
ing the  usual  municipal  utilities  to 
newly  subdivided  and  inhabited  areas 
of  our  town  and/or  newly  annexed 
areas.”  He  adds  that  another  pressing 
problem  is  providing  appropriate  jobs 
for  the  uneducated  people  living  in  the 
town. 

Dr.  Schmidt,  who  also  is  Vice-Presi- 
dent of  the  Texas  Medical  Association, 
said  that  Pecos  has  had  no  special 
problems  arise  during  his  eight  years 
in  office. 

“Just  the  usual  problems  of  out- 
growing our  buildings  and  encounter- 
ing the  continuing  inflation  which  gave 
rise  to  financial  squeezes,”  he  com- 
mented. Despite  these  financial 
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squeezes,  the  city  has,  however,  been 
able  to  provide  new  quarters  for  its 
fire  and  police  departments. 

Dr.  Kirkley  said  that  financial  prob- 
lems facing  Belton  were  the  greatest 
obstacles  he  had  to  deal  with  in  the 
years  he  served  as  mayor. 

Dr.  Finlay,  mayor  of  Denton,  sum- 
marized the  usual  woes  of  municipali- 
ties and  added  comments  on  his  own 
situation  in  a two-college  town.  Said 
Dr.  Finlay,  “We  are  a rapidly  growing 
city  and  have  the  typical  problems  of 
a growing  city:  keeping  abreast  of  the 
times  and  maintaining  the  ability  to 
deliver  adequate  electric  service,  water, 
and  sewer  service  to  our  city.  In  addi- 
tion, we  are  actively  engaged  in  build- 
ing streets,  obtaining  and  opening 
parks,  maintaining  adequate  planning 
and  zoning  of  the  city,  and  providing 
the  community  with  adequate  health 
services,  fire  protection,  and  police 
protection.” 

He  added,  “We  also  must  work 
closely  with  the  two  large  state  uni- 


versities in  our  town.  Both  universities 
are  growing,  both  in  enrollment  and  in 
area  of  campus.  This  presents  a sig- 
nificant problem,  since  frequently  as  a 
campus  expands,  streets  which  run 
through  the  campus  must  be  closed. 
In  order  to  provide  satisfactory  cross- 
town automotive  communication,  a 
great  deal  of  time  is  spent  on  total  city 
planning  and  thoroughfare  planning.” 
A full  schedule  every  day 
With  such  a multitude  of  problems  to 
face,  one  could  expect  the  physician 
mayor  to  be  occupied  at  least  24 
hours  a day  with  city  problems,  but 
such  is  not  the  case. 

Most  of  the  physician  mayors  said 
that  they  have  continued  their  prac- 
tices on  a full-time  basis.  Some  go  to 
city  hall  for  a few  hours  during  the 
day  to  take  care  of  correspondence  or 
to  discuss  city  matters  with  other  city 
officials  or  city  employees.  Many  of 
the  MD  mayors  said  that  a competent 
city  superintendent  or  manager  is  the 
person  who  really  deserves  credit  for 


the  day-to-day  operation  of  the  city, 
and  most  praise  their  colleagues  on 
the  city  council  for  a great  deal  of  the 
work  in  decisionmaking. 

In  addition  to  the  time  required  to 
sign  official  correspondence,  checks, 
and  so  forth,  the  MD  mayors  must  at- 
tend meetings  of  the  city  council  and 
of  related  governmental  bodies  and 
must  perform  various  ceremonial  du- 
ties. 

Dr.  Griffey  of  Brownsville  finds  that 
his  usual  “day  off”  is  now  devoted  to 
his  political  duties.  Pecos'  mayor,  Dr. 
Schmidt,  feels  that  the  duties  of  the 
mayor’s  office  seldom  intrude  upon  his 
busy  medical  practice  "except  for 
council  meetings  twice  monthly.”  “In 
the  interim,”  he  comments,  “I  perform 
ceremonial  duties  such  as  issuing 
proclamations,  making  welcoming 
speeches  to  various  groups  who  meet 
in  the  city,  and  cutting  ribbons  for 
openings  of  new  business.  Too,  I fre- 
quently confer  with  the  city  manager.” 

The  situation  in  Iowa  Park  is  a little 

Dr.  Walter  F.  Hasskarl  (right),  Brenham’s 
current  mayor,  looks  over  a 
proclamation  with  a town  resident.  Dr. 
Hasskarl  says  that  while  there  are  many 
proclamations  like  this  to  sign, 
most  of  the  city’s  operations  are 
handled  by  the  city  manager. 
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Nearby  gavel,  city  map  on  the  back  wall, 
and  US  flag  are  "tools  of  the  trade" 
for  Del  Rio's  MD  mayor.  Dr.  Alfredo 
Gutierrez,  Jr.  Here  Mayor  Gutierrez 
listens  intently  to  a speaker  at 
a city  council  meeting. 


different  since  the  city  has  no  city 
manager.  “I  usually  make  hospital 
rounds  in  the  morning,”  said  Dr.  Soell, 
"and  then  go  to  the  office  where  I see 
patients  until  noon.  After  noon,  I go 
by  city  hall,  meet  with  the  city  secre- 
tary, and  discuss  problems  or  items  of 
business  that  have  arisen  in  the  pre- 
vious 24  hours  that  need  my  atten- 
tion. At  this  time,  I also  meet  with  any 
department  heads  who  have  a problem 
that  needs  my  attention  or  a decision 
which  only  the  mayor,  as  the  chief  ad- 
ministrative official  of  the  city,  can 
make.  If  there  are  citizen  complaints 
or  if  any  of  the  citizens  wish  to  dis- 
cuss a problem,  I usually  do  this  also 
while  I am  at  city  hall,  although  on 
occasion  I will  receive  calls  at  the  of- 
fice or  at  home  at  night  about  city 
problems.”  Dr.  Soell  must  attend  meet- 
ings on  the  first,  second,  and  fourth 
Mondays  of  each  month  and  also 
meetings  of  the  executive  committee 
of  the  Nortex  Regional  Council  of  Gov- 
ernments. From  July,  1970,  to  July, 
1971,  he  had  the  added  responsibili- 
ties of  being  chairman  of  the  council. 

Two  to  three  times  a week,  the  city 
manager  of  Brenham  comes  in  the 
back  door  of  the  clinic  where  Mayor 
Hasskarl  practices  medicine  to  discuss 
problems  or  projects  with  the  mayor 
or  to  get  him  to  sign  correspondence. 
Dr.  Hasskarl  notes  that  most  phone 
calls  on  city  problems  are  referred  to 
the  city  manager.  “The  city  commis- 
sion and  I simply  meet  approximately 
two  to  four  times  a month  to  discuss 
policies  and  to  keep  the  city  manager 
on  target,”  he  explained. 

Most  of  the  other  MD  mayors  serv- 
ing in  towns  with  city  managers  cor- 
roborated Dr.  Hasskarl’s  statement. 

Dr.  Gutierrez  of  Del  Rio  summarized 
the  situation  by  saying,  “There  is  no 
truly  typical  day  in  my  life  as  a physi- 
cian mayor  any  more  than  there  is  a 
typical  day  in  my  life  as  a physician,” 
and  Galveston’s  mayor  Dr.  Ross  had 
just  one  word  for  his  typical  day — 
“busy.” 

Getting  things  done 

With  their  medical  practices  and  their 
civic  responsibilities,  the  physician 
mayors  in  Texas  fill  their  days  fully, 
and  all  can  look  back  with  pride  upon 
achievements  which  have  helped  im- 
prove their  own  community. 

Three  mayors — Dr.  Jones  of  Trinity, 
Dr.  Hasskarl  of  Brenham,  and  Dr.  Grif- 
fey of  Brownsville — felt  that  one  of 
their  greatest  achievements  was  the 


hiring  of  a city  manager  who  took  over 
the  day-to-day  management  of  city  af- 
fairs and  ran  the  city  on  a professional 
full-time  basis. 

Dr.  Griffey  and  former  Belton  mayor 
Dr.  A.  Rex  Kirkley  (1955-1957)  also 
felt  that  setting  the  financial  affairs  of 
their  cities  in  order  was  a major  ac- 
complishment. 

Dr.  Maurice  Barnes,  Waco’s  mayor 
from  1961  to  1962,  also  had  some 
comments  relating  to  the  city’s  fi- 
nances. “One  can  have  many  dreams 
about  what  he  would  like  to  do  as 
mayor  of  a given  city,”  said  Dr. 
Barnes,  “but  he  is  constantly  faced  with 
the  problem  of  inadequate  funds.  As 
you  know,  the  money  for  the  operation 
of  a city  must  come  largely  from  tax 
dollars,  and  one  is  constantly  faced 
with  the  problem  of  making  those  tax 
dollars  fit  the  expenditures.” 

“During  my  term  as  mayor,”  he 
stated,  “an  improvement  bond  pro- 
gram was  voted  in  the  amount  of 
about  $12,000  which  was  used  for  con- 
struction of  a new  library,  street  im- 
provements, park  and  recreation  facili- 
ties, and  many  other  improvements. 
This  was  a five-year  program  and  oc- 
cupied much  of  my  time  and  consider- 
ation during  my  tenure  as  mayor.” 

The  new  fire  equipment,  fire  station, 
and  city  hall  at  Loraine  are  proud  mon- 
uments to  the  hard  work  of  the  city’s 
citizens  and  mayor.  Dr.  Bruce  John- 
son. Dr.  Johnson  said  that  the  com- 
munity has  also  just  completed  a new 
underground  water  storage  tank,  paved 
approximately  20  blocks  of  streets,  ex- 
tended the  city  water  mains  and  later- 
als, and  improved  the  local  sewer  sys- 
tem. 

The  outstanding  police  protection 
offered  the  citizens  of  Westover  Hills 
is  a source  of  pride  for  that  commu- 
nity’s mayor.  Dr.  Isaacks  also  says  that 
the  city  has  not  asked  for  federal  aid, 
and  “we  pay  our  bills  on  time.” 

Improvements  in  Waco  were  the  high 
points  in  the  official  life  of  Dr.  How- 
ard R.  Dudgeon,  Jr.,  who  served  as 
mayor  there  from  April,  1969,  to  April, 
1970.  “During  my  term  on  the  city 
council  (from  April,  1966,  to  April, 
1970)  and  as  mayor,  the  taxpayers 
voted  a $17,500,000  bond  issue  for 
improvement  of  the  city,  and  the  city 
of  Waco  was  one  of  the  first  cities  in 
the  United  States  to  be  approved  for 
a Model  Cities  Program,  which  over  a 
period  of  several  years  will  bring  in  an 
estimated  $40,000,000  in  federal 
funds.” 


146 


TEXAS  MEDICINE 


As  specific  examples  of  accomplish- 
ments, Dr.  Dudgeon  cited  the  clearing 
of  slum  areas  along  the  Brazos  river 
and  beautification  of  the  river  bank,  the 
dam  to  create  a lovely  lake  just  south 
of  the  town,  the  construction  of  a new 
civic  center,  the  opening  of  a new  mod- 
ern police  headquarters  and  a public 
health  center,  and  the  building  of  two 
new  bridges  over  the  Brazos  River  at 
strategic  points. 

Dr.  H.  E.  McKay  of  Humble,  who  is 
also  secretary  of  the  TMA  Board  of 
Councilors,  said  that  he  has  been  priv- 
ileged to  watch  that  city  grow  in  size 
and  to  develop  its  industry,  shopping, 
and  residential  areas,  while  Pecos' 
mayor  Dr.  Schmidt  said,  “My  greatest 
achievement  as  mayor  has  been  to 
bring  harmony  to  a community  that 
suffered  much  divisiveness  previously. 
Too,  I have  helped  upgrade  employee 
wage  scales  and  efficiency,  making  a 
sales  tax  supply  the  needed  extra  rev- 
enue required.” 

Echoing  similar  sentiments,  Del  Rio 
mayor  Dr.  Gutierrez  commented,  "As 
to  my  greatest  achievement  as  mayor, 

I would  like  to  say  that  I hope  I am 
not  remembered  for  the  number  of 
streets  paved  or  the  number  of  sewer 
extensions  or  water  mains  completed 
or  by  any  other  material  achievements; 
instead,  I hope  that  it  will  be  remem- 
bered that  I have  strived  from  the  be- 
ginning to  get  people  of  all  ethnic 
backgrounds  to  work  as  one.  I hope 
that  my  efforts  in  bringing  about  ra- 
cial and  social  unity  surpasses  any 
other  accomplishments.” 

Motivation  is  essential 
Accomplishments,  of  course,  are 
achieved  only  by  those  who  are  moti- 
vated to  “get  the  job  done.”  All  of  the 
physician  mayors  in  Texas  said  in  one 
way  or  another  that  interest  in  their 
community  prompted  their  original  de- 
cision to  enter  the  race  for  mayor,  but 
a few  added  specific  comments. 

Dr.  Griffey:  “I  was  first  motivated 
to  enter  public  life  by  an  interest  in 
how  my  tax  dollars  were  being  spent 
and  a wish  to  help  in  the  growth  and 
development  of  our  town.” 

Dr.  Harrison:  “I  had  lived  in  Level- 
land  for  14  years  before  I ran  for  the 
mayor’s  office.  I realized  that  the  rest 
of  my  life  was  probably  going  to  be 
spent  in  this  city,  and  I thought  that 
I could  have  a part  in  making  Level- 
land  a more  attractive  and  enjoyable 
place  to  live.  This  is  the  primary  rea- 
son that  I ran  for  office.” 


Dr.  Walker:  "Our  town  was  unincor 
porated  and  needed  a local  govern- 
ment, so  I decided  to  help  organize 
one.”  Dr.  Walker  has  been  mayor  of 
Hempstead  for  37  years. 

Dr.  Ilasskarl:  “The  preceding  mayor 
attempted  to  be  city  manager,  city  en- 
gineer, and  mayor.  My  vocal  disap- 
proval caused  a few  of  my  friends  to 
ask  me  to  run  for  mayor.  It  seemed 
to  me  that  Brenham  was  large  enough 
to  hire  a city  manager  and  a city  en- 
gineer.” 

Dr.  Soell:  “I  felt  that  the  city  gov- 
ernment needed  to  provide  better  and 
more  recreation  facilities,  that  some  of 
the  city  office  operations  needed  to  be 
updated,  and  that  there  needed  to  be 
more  planning  for  the  future  in  the 
operation  of  our  city  government.  Be- 
cause I felt  it  important  that  some  of 
these  changes  be  made,  I decided  to 
run  for  the  city  council  and  later  for 
mayor  in  an  effort  to  bring  about  some 
of  these  changes.” 

Knowledge  provides  answers 
But  motivation  alone  cannot  provide 
answers:  the  person  making  a decision 
must  have  knowledge  and  must  care- 
fully weigh  all  facets  of  a proposed  so- 
lution. 

Many  of  the  physician  mayors  in 
Texas  said  that  they  felt  that  their 
medical  school  training  and  the  day- 
to-day  experience  of  having  to  make 
medical  decisions  help  (or  helped) 
them  in  a general  way  in  decisionmak- 
ing on  city  matters.  In  addition,  many 
of  them  were  former  council  members 
before  they  became  candidates  for 
mayor  and  therefore  had  some  prior 
knowledge  of  city  affairs. 

The  value  of  medical  education  and 
experience  in  campaigning  was  a dif- 
ferent matter  for  some.  “I  am  not  sure 
that  my  medical  school  training  helped 
in  campaigning,”  said  Dr.  Hasskarl. 
“A  fair  number  of  people  questioned 
my  having  time  for  two  jobs.  Some  of 
my  older  patients  voted  begrudgingly 
for  me,  and  some  wouldn’t  vote.” 

Dr.  Schmidt  had  similar  problems. 
He  said,  “My  medical  school  training 
helped  in  numerous  ways  in  the  office 
of  mayor;  for  example,  in  the  opera- 
tion of  our  sanitation  department,  in 
the  water  system,  and  in  the  estab- 
lishment of  the  city  ambulance  sys- 
tem. Too,  my  acquaintance  with  other 
officials  such  as  county  commission- 
ers, attorney,  and  judge  have  facili- 
tated some  matters.  However,  when  I 
first  stood  for  election,  my  medical 
training  was  a distinct  liability.  Some 
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of  my  patients  refused  to  vote  for  me, 
thinking  I would  not  be  available  as 
their  physician.  Events  have  proved 
that  I can  both  carry  on  a very  active 
medical  practice,  as  well  as  serve  as 
mayor.” 

Humble’s  mayor  had  another  com- 
ment on  the  matter.  Dr.  McKay  felt 
that  while  medical  training  was  neither 
a help  nor  a hindrance,  “involvement 
in  organized  medicine  definitely  aids 
in  preparing  an  individual  to  meet  the 
public  and  in  teaching  one  how  to 
consider  problems  that  require  a de- 
cision.” 

Dr.  Jones  of  Trinity  added  that  his 
medical  background  has  allowed  him 
to  speak  out  without  fear.  “I  am  not 
afraid,”  he  said,  “to  offer  an  opinion 
on  subjects  that  I have  knowledge 
about.” 

As  a side  note,  Hempstead’s  long- 
time mayor.  Dr.  Walker,  commented 
that  because  the  position  includes  no 
salary,  he  hasn’t  had  much  competi- 
tion when  campaigning  for  reelection 
as  mayor. 

Most  find  office  rewarding 
As  with  any  other  job,  the  office  of 
mayor  can  be  frustrating  and  reward- 
ing, most  MD  mayors  have  discovered. 
But  every  one  of  those  surveyed  said 
overwhelmingly  that  holding  the  posi- 
tion was  a rewarding  experience  over- 
all. Dr.  Isaacks  of  Westover  Hills  said 
that  the  job  offers  a “feeling  of  help- 
ing the  community.”  Taylor’s  MD  may- 
or, Dr.  Spires,  answered  “Yes,  it  (the 
job  of  mayor)  was  most  rewarding  and 
I feel  like  I have  performed  a needed 
public  service.  I also  believe  that  the 
‘image’  of  the  physician  in  the  com- 
munity was  enhanced.” 

Dr.  Spires  also  received  a tangible 
reward  of  his  service — a resolution  of 
appreciation  to  honor  the  mayor  for 
his  work  on  a variety  of  civic  projects. 

But  blame  goes  along  with  being  ap- 
preciated, notes  Dr.  Griffey  of  Browns- 
ville. Said  he,  “I  do  find  the  job  of 


TMA  Councilor  Dr.  H.  E.  McKay 
(right)  is  also  mayor  of  Humble, 
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Houston.  At  the  Association’s  January 
Conference  on  Legislation,  Dr.  McKay 
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mayor  rewarding  at  times,  but  general- 
ly feel  more  blamed  for  things  going 
wrong  than  appreciated  for  the  prog- 
ress we  have  made.” 

Perhaps  this  is  because  the  muni- 
cipal citizen  of  today  expects  much  of 
his  city  government,  just  as  he  does 
of  his  physician.  So  in  some  ways,  the 
jobs  of  mayor  and  physician  are  alike: 
they  both  involve  constant  decision- 
making, both  are  demanding,  and  both 
are  concerned  with  people. 

If  you  want  to,  do  it! 

What  advice  would  current  and  past 
physician  mayors  of  Texas  give  to 
other  MD’s  who  are  interested  in  be- 
coming involved  in  the  politics  of  the 
community?  Here  are  some  samplings 
from  those  who  know: 

Dr.  Johnson:  “It  is  a very  rewarding 
avocation.  For  me,  it  has  worked  well 
with  the  general  practice  of  medicine.” 

Dr.  Ross:  “Do  it.  It  is  rewarding  and 
does  not  cost  one  any  practice.” 

Dr.  Finlay:  “I  would  encourage 
them.  By  not  doing  so,  they  are  deny- 
ing the  community  the  full  use  of  their 
own  education  and  experience.” 

Dr.  Dudgeon:  “I  think  that  doctors 
should  be  active  in  the  political  life  of 
their  city  as  they  are  educated  and 
used  to  making  decisions  based  on 
evaluation  of  facts.” 

Dr.  Chinn:  “I  would  encourage  phy- 
sicians to  enter  community  politics, 
but  only  if  they  are  genuinely  inter- 
ested in  the  community.” 

Dr.  Barnes:  “My  advice  to  other  phy- 
sicians is  to  get  into  the  ‘swing  and 
get  a piece  of  the  action.’  In  the  first 
place,  I think  physicians,  because  of 
their  background  and  training,  are  well 
qualified  for  these  positions.  Actually, 
I consider  it  a responsibility  of  good 
citizenship  and  a civic  duty,  which 
physicians  should  not  shirk.  It  is  easy 
to  stand  on  the  sidelines  and  criticize 
what  is  being  done,  or  not  being  done, 
by  your  local  government  in  place  of 


getting  in  the  action  and  attempting 
to  make  what  contribution  one  can." 

Dr.  Griffey:  “I  would  definitely  ad- 
vise other  physicians  to  enter  commu- 
nity politics,  especially  if  they  have 
any  complaints  about  how  things  are 
done  in  their  community.  I don’t  feel 
that  anyone  who  has  not  offered  him- 
self to  public  service  has  any  real  right 
to  complain  about  the  service  when  it 
is  not  satisfactory  to  him.” 

Dr.  McKay:  “I  believe  that  a physi- 
cian has  a responsibility  to  become  in- 
volved in  politics  at  local,  state,  and 
national  levels.  If  we  leave  the  job  to 
someone  else,  then  we  have  no  right 
to  be  critical  of  what  takes  place.  Gov- 
ernment at  all  levels  should  be  a ma- 
jor concern  of  all  physicians.” 

Dr.  Soell:  “I  feel  that  any  physician 
who  has  a deep  interest  in  his  com- 
munity and  sees  problems  or  needs 
that  he  does  not  feel  are  being  met 
satisfactorily  should  personally  become 
involved  if  he  believes  he  can  help 
initiate  changes  that  will  make  his 
community  a better  place  to  live.  He 
can  help  bring  about  changes  by  serv- 
ing either  as  an  officer  of  the  local 
Chamber  of  Commerce  or  other  civic 
organization  or  by  serving  in  a political 
position  such  as  council  member,  may- 
or, or  member  of  the  school  board.  I 
certainly  think  that  it  is  his  responsi- 
bility to  himself  and  his  community  to 
make  himself  available  for  such  serv- 
ices. I feel  that  if  he  is  selected  to 
serve  his  community  in  some  office, 
he  will  find  it  rewarding  from  a per- 
sonal st:indpoint,  even  though  it  may 
make  considerable  demands  on  his 
personal  time  and  the  time  that  he 
has  with  his  family.” 

Dr.  Hasskarl:  “I  would  advise  other 
doctors  to  consider  getting  involved 
and  giving  some  time  to  politics.  It 
will  be  rewarding.  I have  learned  a 
great  deal  and  have  had  time  to  make 
some  constructive  changes.  A doctor 
in  politics  can  help  the  doctor  image.” 
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BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


THE 
CHANGING 
FACE  OF 
TEXAS 
MEDICINE 


Except  for  some  unusual  spellings  and 
somewhat  archaic  language,  the  pages 
of  the  March,  1922,  issue  of  the  Texas 
State  Journal  of  Medicine  could  be  in- 
serted in  this  month’s  Texas  Medicine 
and  would  fit  in  quite  nicely  with  cur- 
rent topics. 

Featured  in  the  half-century-old  jour- 
nal were  these  items: 

■ With  the  annual  meeting  in  El  Paso 
only  a few  months  away,  the  commit- 
tee in  charge  of  hotel  accommodations 
had  a notice  inserted  in  the  journal 
urging  members  who  needed  accommo- 
dations to  correspond  “without  delay” 
with  the  committee  chairman. 

The  committee  warned,  “While  it  is 
not  anticipated  that  there  will  be  any 
difficulty  when  it  comes  to  the  matter 
of  actually  caring  for  those  in  attend- 
ance, it  is  probable  that  later  on  choice 
will  be  rather  limited.  The  wise  thing  to 
do  is  to  plan  the  trip  early  in  the  game 
and  make  the  necessary  arrangements 
while  the  making  is  good.” 

■ The  scientific  program  of  the  An- 
nual Session  also  was  featured  in  a 
small  article  entitled  “Last  Call  for  Con- 
tributions to  Scientific  Program.”  This 
article  noted  that  while  some  papers 
could  be  squeezed  into  the  program  at 
the  last  minute,  it  is  best  to  have  "early 
and  free  correspondence”  between 
prospective  contributors  and  section  of- 
ficers. 

And  with  an  air  of  finality,  the  arti- 
cle’s author  stated:  “The  program  must 
be  in  the  hands  of  the  State  Secretary 
by  March  15,  in  order  that  it  may  be 
printed  in  full  in  the  April  Journal.  It  is 
a law  of  the  Medes  and  Persians  that 
no  alterations  be  made  in  the  program 
after  it  has  been  published,  except  for 
correction  of  error  or  oversight.” 

■ Congress’  passage  of  the  Shep- 
pard-Towner  Bill  garnered  many  of  the 
pages  in  the  journal.  The  bill,  which  was 
designed  “for  the  promotion  of  the  wel- 
fare and  hygiene  of  maternity  and  in- 
fancy,” provided  that  states  who  devel- 
oped programs  aimed  toward  that  end 
could  receive  federal  monies. 

Although  the  bill  was  protested  by 
the  whole  medical  profession — “from 
the  humblest  county  medical  society  to 
the  all-powerful  American  Medical  Asso- 
ciation”— the  legislation  was  approved, 
and  the  journal  chided  one  of  the  bill’s 


authors,  Texas  junior  Sen.  Morris  Shep- 
pard, for  not  seeking  the  advice  of  the 
state  medical  association. 

“The  truth  of  the  business,”  com- 
mented journal  editors,  “is,  the  bill  was 
passed  by  the  women,  gallantly  aided 
by  such  men,  even  medical  men,  as 
have  had  their  attention  directed  prin- 
cipally, if  not  exclusively,  to  social  and 
welfare  problems.  The  women  of  the 
country  have  been,  through  one  means 
or  another,  impressed  with  the  idea 
that  the  proposed  law  would  work  in 
some  wonderful  manner  to  save  the 
lives  of  the  thousands  of  mothers  and 
babies  that  are  now  lost  . . . The  op- 
ponents of  the  bill  had  freely  charged 
that  the  whole  movement  soon  became 
one  of  sex  supremacy.  Ihis  may  or 
may  not  be  true,  but  the  fact  is  evident 
that  Congress  was  afraid  of  the  power 
that  these  women  were  supposed  to 
yield,  and  it  so  happened  that  the  bill 
became  a law,  not  because  the  major- 
ity of  the  Congressmen  believed  in  it, 
but  because  they  were  afraid  of  the 
political  situation  developed  by  well- 
meaning  women.” 

They  noted  also  that  some  women  in 
civic  and  social  clubs  emphatically 
backed  the  legislation  even  though  they 
knew  nothing  of  its  provisions — simply 
that  it  dealt  with  babies. 

■ “This  is  the  kind  of  medicine  that 
the  Government  should  practice,  and 
this  alone.”  This  comment  was  prompt- 
ed by  a proclamation  signed  by  Texas 
Gov.  Pat  Neff,  which  set  aside  the  week 
beginning  Sunday,  March  5,  as  “Health 
Week.”  The  proclamation  brought  at- 
tention to  the  health  hazards  in  and 
surrounding  the  state. 

In  response  to  the  proclamation, 
journal  writers  said,  “The  medical  pro- 
fession can  do  no  less  than  render 
assistance  in  putting  the  project  over.” 

■ Advice  to  physicians  on  income  tax 
completed  the  editorial  section  of  the 
March,  1922,  journal. 

Editors  stated  that  “income  tax  re- 
turns must  be  made  by  every  citizen  of 
the  United  States  whose  net  income 
amounts  to  $1,000.00  or  over,  not  later 
than  March  15.”  They  added,  “It 
should  be  remembered  that  under  the 
law  a physician  is  a business  man,  and 
the  law  applies  to  him  the  same  as  it 
does  to  any  other  business  man.” 
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Well-known  expert  in  the  field  of  vi- 
ruses, Dr.  Alexis  Shelokov  of  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio  was  among  a group  of  seven 
American  scientists  named  by  the  Na- 
tional Institutes  of  Health  to  study  and 
evaluate  current  and  proposed  research 
programs  at  medical  institutes  in 
Southeast  Asia. 

Dr.  Shelokov,  professor  and  chair- 
man of  the  school’s  microbiology  de- 
partment, returned  Feb.  24  from  visit- 
ing International  Centers  for  Medical 
Research  and  Training  in  Lahore,  Pak- 
istan; Calcutta,  India;  and  Kuala  Lum- 
pur, Malaysia. 


Dr.  John  H.  Childers,  director  of  path- 
ology at  St.  Paul  Hospital  in  Dallas 
since  1960,  received  the  George  T. 
Caldwell  Award  from  the 
Texas  Society  of  Pathol- 
ogists at  the  group’s 
1972  annual  meeting. 

The  fifth  pathologist 
from  Dallas  to  be  pre- 
sented the  award.  Dr. 

Childers  was  recognized 
for  his  “long  and  dis- 
tinguished service  to  mankind  in  the 
field  of  pathology  in  Texas.” 


DR.  CHILDERS 


New  leaders  for  the  Texas  Society 
of  Pathologists  were  elected  at  the 
group’s  recent  annual  meeting  in 
Houston. 

Heading  the  organization  in  1972 
will  be  Dr.  Elwood  E.  Baird  of  Galves- 
ton. Other  officers  are  Dr.  Dorothy 
Patras  of  Fort  Worth,  president-elect; 
Dr.  Sidney  W.  Kowierschke  of  El  Paso, 
vice-president;  and  Dr.  James  C.  Stin- 
son of  Temple,  secretary-treasurer. 

Dr.  Joseph  M.  White,  vice-president 
for  academic  affairs  and  dean  of  the 
School  of  Medicine  at  The  University 
of  Texas  Medical  Branch  at  Galveston, 
has  announced  that  Dr.  Emile  M.  Scar- 
pelli,  now  an  associate  professor  in  the 
department  of  physiology  at  Albert  Ein- 
stein College  of  Medicine  in  New  York, 
will  become  the  new  chairman  of  the 
UTMB  department  of  physiology  in 
July. 

Dr.  Scarpelli  plans  to  broaden  the 
scope  of  the  physiology  department  at 
UTMB  in  two  areas:  perinatal  physiolo- 


gy and  the  physiology  of  biological 
membranes. 

Dr.  Scarpelli’s  laboratory  at  Albert 
Einstein  established  the  physiologic 
basis  for  diagnosing  hyaline  mem- 
brane disease  prior  to  birth,  and  the 
new  chairman-to-be  is  the  author  of 
The  Surfactant  System  of  the  Lung. 

Directing  the  study  of  biological 
membranes  at  the  Medical  Branch  will 
be  Dr.  G.  Colacicco,  currently  assistant 
professor  of  pediatrics  and  biochemis- 
try at  Albert  Einstein. 

Among  the  11  American  physicians  who 
arrived  in  Vietnam  on  Feb.  7,  1972, 
to  provide  medical  assistance  to  the 
civilian  population  in  that  country  were 
two  MDs  from  Texas. 

Dr.  Willard  E.  Adams  of  Garland  and 
Dr.  James  A.  Roberts,  Jr.,  of  Big 
Spring  are  participants  in  the  Volun- 
teer Physicians  for  Vietnam  program, 
which  AMA  administers  for  the  US  State 
Department’s  Agency  for  International 
Development.  They  will  remain  in  Viet- 
nam for  two  months. 

Dr.  Charles  Moseley,  program  direc- 
tor for  the  AMA,  pointed  out  that  “even 
with  American  troops  leaving  the  coun- 
try, the  need  for  our  medical  help  con- 
tinues.” Dr.  Moseley  invites  physicians 
who  are  interested  in  the  program  to 
write  to  Volunteer  Physicians  for  Viet- 
nam, American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago,  III. 
60610. 

Newly  elected  and  installed  as  president 
of  the  American  Association  of  Certi- 
fied Allergists  was  Dr.  John  P.  Mc- 
Govern of  Houston. 

Dr.  McGovern  is  direc- 
tor of  the  McGovern  Al- 
lergy Clinic  and  is  known 
for  his  clinical  and  re- 
search work  in  allergy. 
He  is  also  professor  of 
allergy  and  professor 
and  chairman  of  the  his- 
tory of  medicine  at  The 
University  of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston;  clin- 
ical professor  of  pediatrics  (allergy) 
and  adjunct  professor  of  microbiology 
at  Baylor  College  of  Medicine;  and  cura- 
tor for  rare  books  at  The  Houston 
Academy  of  Medicine  Library. 


DR.  McGovern 


Reducing  the  risk  of  heart  attack  for 
patients  is  an  important  goal,  and  phy- 
sicians now  have  a helping  hand  in 
that  endeavor  in  the  form  of  a new 
booklet  available  from  the  American 
Heart  Association,  Texas  Affiliate,  Inc. 

The  booklet,  entitled  Heart  Attack: 
How  to  Reduce  Your  Risk,  explains  how 
an  attack  develops,  how  to  recognize 
the  symptoms,  and  what  to  do  if  a 
heart  attack  occurs. 

More  importantly,  however,  the 
booklet  lists  changes  that  can  be  made 
in  personal  habits  to  help  reduce  the 
risk  of  having  a heart  attack. 

Copies  of  the  booklet  may  be  ob- 
tained free  of  charge  from  the  Ameri- 
can Heart  Association,  Texas  Affiliate, 
Inc.,  P.O.  Box  9928,  Austin  78757. 

“The  best  treatment  for  many  diseases 
is  prevention.  The  second  best  is  to 
catch  them  as  early  as  possible,  since 
treatment  is  most  effective  when  it  is 
started  early,”  advises  a new  pamphlet 
released  by  the  Public  Affairs  Com- 
mittee. 

Written  by  Edward  Edelson,  a senior 
staff  writer  for  Family  Health  magazine, 
the  pamphlet  is  entitled  Early  Disease 
Detection — A New  Way  to  Health. 

Edelson  discusses  one  of  the  more 
common  techniques  of  early  detection 
— the  screening  test.  As  examples,  he 
lists  the  chest  x-ray  to  detect  tubercu- 
losis, the  Pap  smear  test  for  cervical 
cancer,  and  blood  tests  to  determine  if 
a high  blood  sugar  level  typical  of  dia- 
betes exists. 

In  addition  to  screening  for  a single 
disease,  the  concept  of  multiphasic 
screening,  or  testing  for  many  diseases, 
has  become  popular,  and  one  of  the 
newest  forms  of  this  concept  is  auto- 
mated multiphasic  health  testing. 

Edelson  discusses  AMHT  in  detail, 
explaining  its  purpose  (“maintaining  a 
person’s  overall  health”)  and  sketching 
a typical  visit  to  an  AMHT  center. 

In  1970,  there  were  100  such  cen- 
ters screening  170,000  people,  and  the 
Stanford  Research  Institute  estimates 
that  by  1980,  there  will  be  1,100  cen- 
ters handling  multiphasic  health  testing 
for  17.4  million  patients. 

Copies  of  the  pamphlet  are  available 
for  25  cents  from  the  Public  Affairs 
Committee,  381  Park  Ave.  South,  New 
York  10016. 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male'’ 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials;  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo- 
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Irobicin* 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  57 1 males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 


No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  beclosely  observed  clinically.  Monthly  serological  follow-upforat  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

^Data  compiled  from  reports  of  14  investigators.  ^^Diognosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeoe  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure”  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
(failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included  JA72  1648-6 


globinj'  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Mole  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initiahjreatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Femo/e —single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams— with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001 
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Last  week 

he  got  three  newclients» 
nfour  rush  orders^ 
and  constipation* 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natural  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures, 
FLEET®  Enema  can  help  “bring  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
far  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  bm'ning  they  can  cause.  More  physiological  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  distob  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  yom^  constipation-prone  patients. 

Warning;  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence. 

Take  only  when  needed  or  when  presciibed  by  a physician.  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  directed  by  a physician. 


The  professional  aid  to  constipation  relief 


C.  B.  FLEET  CO.,  INC.,  Lynchburg,  Va.  24505 
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MEDICINE  IN  LITERATURE 


A Guide  to  Drugs  in  Current  Use, 
J.  R.  Trounce,  ed.,  207  pp.,  tables, 
New  York,  G.  P.  Putnam’s  Sons, 
1970,  $7.95. 

THIS  SMALL  VOLUME,  consisting  of 
16  short  chapters  (or  categories  as 
they  have  been  designated  by  the 
editor),  was  compiled  by  a group  of 
British  practitioners  and  clinical  phar- 
macologists. It  describes  the  phar- 
macological action,  therapeutic  use, 
contraindications,  and  side  effects  of 
drugs  in  current  use,  but  it  is  not 
intended  to  be  a treatise  on  therapy. 

Drug  therapy  in  modern  medical 
practice,  however,  is  much  too  im- 
portant to  be  adequately  covered  in 
the  70,000  words  comprising  the  pre- 
sent volume.  The  availability  of  more 
complete  American  texts  on  pharma- 
cology and  therapeutics,  the  Physi- 
cians’ Desk  Reference,  and  the  recently 
issued  AMA  Drug  Evaluations  render 
the  present  volume,  although  well  writ- 
ten and  sound,  of  little  value  to  the 
American  reader. 

ARTHUR  GROLLMAN,  MD 
Dallas 

Medical  Parasitology,  J.  Walter  Beck 
and  Elizabeth  Barrett-Connor,  210 
pp.,  150  illus.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1971,  $10.75. 

NOT  A TEXTBOOK  of  parasitology,  this 
well-written,  and  surprisingly  easy  and 
pleasant-to-read,  book  is  intended  pri- 
marily as  a refresher  course  for  physi- 
cians and  a study  guide  for  students. 

The  book  is  organized  into  three 
main  sections  concerned  with  (1)  pro- 
tozoa, (2)  worms,  and  (3)  arthropods. 
The  life  cycle,  epidemiology,  symp- 
tomatology, diagnosis,  and  treatment 
for  several  varieties  of  each  parasite 
are  given  in  detail.  There  is  a des- 
cription of  what  type  of  specimen  to 
collect,  when  and  where,  and  what 
stage  of  parasite  to  expect  in  the  spec- 
imen, with  helpful  differential  points. 

The  diagrams  in  the  book  are  clear 
and  simple,  and  the  photomicrographs 
are  quite  good.  The  appendices  give 
standard  methods  of  preparing,  pre- 
serving, staining,  and  examining  spec- 
imens. Medical  Parasitology  admirably 
fills  the  gap  between  the  standard 


complete  textbooks  of  parasitology 
and  color  atlases. 

WILMA  F.  SHIELDS,  MD 
Dallas 

General  Ophthalmology,  ed.  6,  Daniel 
Vaughan,  Taylor  Asbury,  and  Robert 
Cook,  316  pp.,  illus.,  Los  Altos, 
Calif.,  Lange  Medical  Publications, 
1971,  $8. 

FIRST  PUBLISHED  in  1958,  this  paper- 
back book,  now  in  its  sixth  edition,  has 
been  translated  from  its  original  En- 
glish into  Italian  and  Spanish. 

It  is  an  excellent,  inexpensive  text 
for  the  medical  student  and  for  the 
general  medical  profession.  The  entire 
field  of  ophthalmology  is  presented  in 
simplified  form;  the  book  covers  the 
basic  sciences,  clinical  medicine,  and 
surgery. 

The  format  of  the  book  permits  rap- 
id reference  to  all  subject  matter  and 
is  liberally  supplied  with  black-and- 
white  drawings  and  photographs. 

This  book  is  highly  recommended 
for  the  medical  student  and  for  the 
general  physician. 

JEROME  L.  BYERS,  MD 
Dallas 
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RECENT  DEATHS 


H 

DR.  YEAGER 


DR.  SHARP 


DR.  T.  A.  FEARS 

Retired  Beaumont  physician  Dr.  T. 
Alvin  Fears,  74,  died  Jan.  8,  1972,  in 
Methodist  Hospital  in  Houston. 

Dr.  Fears,  a native  of  Garrison,  had 
been  in  practice  since  1920.  He  attend- 
ed The  University  of  Texas  at  Austin 
and  was  a graduate  of  Tulane  Universi- 
ty School  of  Medicine  in  New  Orleans, 
La. 

After  his  graduation,  he  accepted 
an  internship  at  Charity  Hospital  of 
Louisiana  at  New  Orleans  and  later 
served  as  a resident  there.  He  took 
postgraduate  work  at  Mayo  Clinic  in 
Rochester,  Minn.,  and  at  Johns  Hop- 
kins University  School  of  Medicine  in 
Baltimore,  Md. 

A former  state  high  school  champion 
in  the  100-yard  dash.  Dr.  Fears  served 
with  the  US  Navy  during  World  Wars  I 
and  II.  When  he  was  first  called  to 
active  duty,  he  was  a urologist  for  the 
US  Naval  Air  Station  at  Corpus  Christi. 
He  later  served  as  venereal  disease 
officer  for  the  Eighth  Naval  District  in 
New  Orleans  and  for  the  Twelfth  Naval 
District  in  San  Francisco,  Calif.  When 
he  was  discharged,  he  held  the  rank 
of  captain. 

Dr.  Fears  was  a member  of  American 
Medical  Association,  an  honorary  mem- 
ber of  Texas  Medical  Association,  and 
a past  president  of  Jefferson  County 
Medical  Society.  In  1950,  he  was  elect- 
ed chief  of  the  medical  staff  of  Hotel 
Dieu  Hospital  in  Beaumont. 

Surviving  the  physician  are  his  wife, 
Dorothy  Huey  Fears;  a son,  Huey  Fears 
of  Beaumont:  a daughter,  Mrs.  Ann 
Crawford  of  Austin;  a brother,  Walter 
Fears  of  Beaumont:  a sister,  Mrs.  Lu- 
cille Kucera  of  Dallas;  and  four  grand- 
children. 

DR.  E.  G.  POWERS 

Dr.  Evelyn  Gass  Powers,  pioneer  woman 
physician  in  Amarillo,  died  Jan.  11, 
1972,  at  her  home. 

Dr.  Powers,  who  was  born  Oct.  9, 
1896,  in  Tulia,  had  been  in  practice  in 
Amarillo  from  1928  to  1965  when 
she  and  her  physician  husband  Dr. 
George  L.  Powers  retired  from  active 
practice.  She  was  a 1917  graduate  of 
Baylor  University  in  Waco  and  later  did 
postgraduate  work  in  chemistry  at  the 
University  of  Chicago  in  Illinois.  She 


also  taught  chemistry  and  physics  at 
Teague  High  School  and  at  Mary 
Hardin-Baylor  College  in  Belton. 

In  1925,  Dr.  Powers  was  graduated 
from  Baylor  College  of  Medicine,  then 
located  in  Dallas.  The  only  woman  in 
the  graduating  class,  she  received  the 
highest  grade  among  more  than  200 
who  took  the  state  medical  examina- 
tion. 

She  married  Dr.  Powers  in  her  soph- 
omore year  at  medical  school,  and  in 
1926,  after  interning  at  Baylor  Uni- 
versity Medical  Center  in  Dallas,  they 
set  up  a joint  practice  at  Chillicothe. 
They  moved  to  Amarillo  two  years  later. 

Dr.  Powers  was  a founding  fellow  of 
the  American  College  of  Obstetricians 
and  Gynecologists  and  a life  member 
of  the  Texas  Association  of  Obstetri- 
cians and  Gynecologists.  She  was  once 
secretary-treasurer  of  the  old  Harde- 
man-Cottle  Counties  Medical  Society 
and  had  been  secretary  of  the  staff  at 
St.  Anthony’s  Hospital  in  Amarillo.  Dr. 
Powers  also  belonged  to  the  American 
Medical  Association,  American  Medical 
Women’s  Association,  and  Potter-Ran- 
dall  Counties  Medical  Society.  A former 
member  of  the  staff  at  Northwest 
Texas  Hospital  in  Amarillo,  she  was 
elected  to  inactive  membership  in  Tex- 
as Medical  Association  in  1964. 

Politically  oriented  by  her  family,  Dr. 
Powers  worked  in  politics  for  many 
years.  At  the  time  of  her  death,  she 
was  vice-president  of  the  Texas  Demo- 
cratic Women’s  State  Committee.  In 
the  past,  she  had  been  appointed  to 
the  Texas  Advisory  Council  of  the  Na- 
tional Democratic  Committee  by  Demo- 
cratic national  chairman  Stephen  Mitch- 
ell, and  she  became  a member  of  the 
national  advisory  committee. 

She  is  survived  by  her  husband, 
George  L.  Powers,  MD,  of  Amarillo. 

DR.  D.  W.  YEAGER 

Dr.  Dewey  Webster  Yeager,  38,  died 
Oct.  23,  1971,  at  his  office  in  Amarillo. 
Cause  of  death  was  amyotrophic  lateral 
sclerosis. 

A native  of  Amarillo,  Dr.  Yeager  at- 
tended Texas  Technological  University 
in  Lubbock  and  was  graduated  from 
The  University  of  Texas  Medical  Branch 
at  Galveston  with  his  MD  degree  in 
1958.  From  1958  to  1959,  he  served 


as  an  intern  at  Confederate  Memorial 
Medical  Center  in  Shreveport,  La. 

Dr.  Yeager  entered  the  US  Air  Force 
upon  completion  of  his  internship  and 
was  stationed  at  Moody  Air  Force  Base 
near  Valdosta,  Ga.,  and  at  Amarillo  Air 
Force  Base.  He  served  at  Amarillo  Air 
Force  Base  for  approximately  two  years 
before  joining  Dr.  William  L.  Parker  in 
a joint  general  practice  there.  Dr.  Yea- 
ger had  been  in  practice  in  Amarillo 
for  some  10  years  before  his  death. 

He  was  a member  of  American  Med- 
ical Association,  Texas  Medical  Asso- 
ciation, Potter-Randall  Counties  Medical 
Society,  Texas  Academy  of  Family  Phy- 
sicians, Christian  Medical  Society,  and 
Panhandle  District  Medical  Society. 

Dr.  Yeager  leaves  his  wife,  Dorothy 
Jopling  Yeager;  two  daughters,  Deanna 
and  Drue  Ann  Yeager;  a son,  Derryl 
Yeager,  a sister,  Mrs.  Ardith  Jones;  and 
his  parents,  Mr.  and  Mrs.  T.  A.  Yeager, 
ail  of  Amarillo. 

DR.  T,  H.  SHARP 

Dr.  Thomas  Hilliard  Sharp  died  Jan.  30, 
1972,  at  Southwest  Texas  Methodist 
Hospital  in  San  Antonio.  He  was  78. 

A native  of  Flat  Woods,  Tenn.,  Dr. 
Sharp  attended  Fairview  School  in  Cen- 
terville, Tenn.,  and  then  began  his 
medical  studies  at  Vanderbilt  University 
School  of  Medicine  in  Nashville,  Tenn. 
He  was  graduated  with  his  MD  degree 
from  Vanderbilt  in  1917.  He  then 
served  in  the  US  Navy  Medical  Corps 
and  attained  the  rank  of  lieutenant  be- 
fore his  discharge  in  1920.  After  World 
War  I,  he  was  stationed  at  the  Naval 
hospital  at  Virginia  Beach,  Va. 

From  1920  to  1922,  Dr.  Sharp  served 
as  an  intern  at  Kings  County  Hospital 
Center  in  Brooklyn,  N.Y.  In  the  fall  of 
1922,  he  entered  the  private  practice 
of  medicine  in  San  Antonio,  where  he 
continued  to  practice  until  his  retire- 
ment in  1966. 

Dr.  Sharp,  a family  practitioner,  was 
a member  of  American  Medical  Asso- 
ciation, Southern  Medical  Association, 
and  Bexar  County  Medical  Society.  He 
was  elected  to  honorary  membership 
in  Texas  Medical  Association  in  1966. 
He  was  also  a fellow  of  the  American 
College  of  Surgeons  and  a past  presi- 
dent of  the  International  Medical  As- 
sembly of  Southwest  Texas. 
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He  is  survived  by  his  \«ife,  Dinah 
Harper  Sharp;  a son,  Thomas  Hilliard 
Sharp,  Jr.,  of  San  Antonio;  a daughter, 
Mrs.  Diane  DeLong  of  Pasadena;  t\wo 
sisters,  Mrs.  Katherine  Godwin  of  Lin- 
den, Tenn.,  and  Mrs.  Ora  Pitts  of  Los 
Angeles,  Calif.;  three  brothers,  James 
C.  Sharp,  Sr.,  MD,  of  Port  Aransas, 
Samuel  M.  Sharp  of  Shreveport,  La., 
and  J.  D.  Sharp  of  San  Francisco, 
Calif.;  and  five  grandchildren. 

DR.  F.  J.  DAUGHERTY 

Former  president  of  the  Tarrant  Acad- 
emy of  Family  Physicians,  Dr.  Francis 
(Frank)  John  Daugherty,  died  Dec.  29, 
1971,  at  the  age  of  56. 

A native  of  Steamboat  Springs,  Colo., 
Dr.  Daugherty  was  a graduate  of  the 
University  of  Colorado  at  Boulder  and 
the  University  of  Colorado  School  of 
Medicine  at  Denver.  From  1941  to 
1942,  Dr.  Daugherty  held  an  internship 
at  the  University  of  Oklahoma  Hospitals 
in  Oklahoma  City,  Okla.  In  1946,  he 
accepted  a residency  in  general  prac- 
tice at  All  Saints  Episcopal  Hospital  in 
Fort  Worth.  He  also  held  a general 
practice  residency  at  John  Peter  Smith 
Hospital  in  Fort  Worth  from  1946  to 
1947. 

In  addition  to  his  work  in  the  local 
Academy  of  Family  Physicians,  Dr. 
Daugherty  was  also  a member  of  Amer- 
ican Academy  of  Family  Physicians, 
Texas  Academy  of  Family  Physicians, 
Texas  Medical  Association,  and  Tarrant 
County  Medical  Society.  He  was  also 
an  alumni  of  Phi  Rho  Sigma  medical 
fraternity. 

Dr.  Daugherty  is  survived  by  his  wife, 
Martha  Farquhar  Daugherty;  a daugh- 
ter, Mrs.  Terrel  Sue  Eberstein  of  Dallas; 
a son,  James  Michael  Daugherty  of 
Fort  Worth;  and  one  grandchild. 

DR.  E.  A.  ZIEGENBALG 

An  automobile  mishap  near  LaCoste 
claimed  the  life  of  Dr.  Ernest  Allen 
Ziegenbaig  on  Dec.  23,  1971.  A 36- 
year-old  general  practitioner  and  sur- 
geon, Dr.  Ziegenbaig  came  to  Castro- 
ville  to  practice  in  1968.  Before  estab- 
lishing practice  there,  he  was  in  prac- 
tice in  Dilley,  where  he  was  on  the 
staff  of  Winter  Garden  Medical  Center. 

Dr.  Ziegenbaig  was  graduated  from 


DR.  SMALL 


Union  College  in  Lincoln,  Neb.,  in  1957. 
In  1963,  he  was  awarded  his  MD  de- 
gree from  Loma  Linda  University  School 
of  Medicine  in  Loma  Linda,  Calif.  After 
his  graduation,  he  accepted  an  intern- 
ship at  Porter  Memorial  Hospital  in 
Denver,  Colo.  From  July,  1964,  to  July, 
1965,  Dr.  Ziegenbaig  was  a resident  in 
general  surgery  at  Denver  General  Hos- 
pital in  Colorado. 

A native  of  Natalia,  Dr.  Ziegenbaig 
was  a member  of  American  Medical 
Association,  Texas  Medical  Association, 
American  Academy  of  Family  Physi- 
cians, Aerospace  Medical  Association, 
and  Nine  Counties  (Medina-Uvalde-Mav- 
erick-Val  Verde-  Edwards-  Real  - Kinney- 
Terrell-Zavala)  Medical  Society. 

Survivors  include  two  daughters,  Lisa 
Renee  and  Karla  Kay  Ziegenbaig  of 
Ooltewah,  Tenn.;  two  sisters,  Mrs.  Lo- 
retta Cotter  of  Sebastopol,  Calif.,  and 
Mrs.  Gladys  Scott  of  El  Cajon,  Calif.; 
and  his  mother,  Mrs.  Estrella  Stehle 
of  Natalia. 

DR.  D.  E.  SMALL 

A heart  attack  claimed  the  life  of  Dr. 
David  Edgar  Small,  49,  Fort  Worth 
family  practitioner,  who  died  on  Jan. 
24,  1972. 

A native  of  Fort  Worth,  Dr.  Small 
received  a BA  degree  from  The  Uni- 
versity of  Texas  at  Austin  in  1943.  He 
went  on  to  study  medicine  at  The 
University  of  Texas  Medical  Branch  at 
Galveston  and  was  awarded  his  MD  de- 
gree in  1946.  From  1946  to  1947,  he 
held  an  internship  at  Wichita  Falls 
Clinic-Hospital  and  then  served  one 
year  as  a resident  at  Wichita  General 
Hospital. 

Dr.  Small  was  medical  director  and 
vice-president  of  the  World  Service  Life 
Insurance  Co.  He  had  also  been  medi- 
cal examiner  for  Selective  Service  Local 
Board  113.  Dr.  Small  was  a member 
of  the  American  Medical  Association, 
Texas  Medical  Association,  Tarrant 
County  Medical  Society,  American  Acad- 
emy of  Family  Physicians,  and  Asso- 
ciation of  American  Physicians  and  Sur- 
geons. 

He  was  a lieutenant  commander  in 
the  US  Navy  during  World  War  II  and 
the  Korean  War. 

Dr.  Small  is  survived  by  his  wife. 


Dorothy  Marshall  Small;  two  daughters, 
Mrs.  Janet  Freeze  and  Cindy  Small, 
both  of  Fort  Worth;  his  mother,  Mrs. 
Francis  Small  of  Houston;  a sister,  Mrs. 
Wanda  Scott  of  Dallas;  and  two  broth- 
ers, Houston  Small,  DDS,  of  Fort  Worth 
and  P.  J.  Small,  Jr.,  of  Arlington,  Va. 

DR.  C.  B.  SHUEY 

Dr.  Charles  Bliss  Shuey,  Dallas  internist 
and  specialist  in  allergy,  died  Feb.  1, 
1972,  in  Dallas. 

The  63-year-old  physician  was  a na- 
tive of  Dallas,  and  he  began  practice 
there  in  1937,  first  specializing  in  in- 
ternal medicine  and  later  in  allergy. 

He  was  a 1934  graduate  of  Baylor 
College  of  Medicine,  then  located  in 
Dallas.  Prior  to  his  medical  education, 
he  was  enrolled  in  Southern  Methodist 
University,  also  located  in  Dallas.  From 
1934  to  1935,  Dr.  Shuey  held  a one- 
year  rotating  internship  at  Baylor  Uni- 
versity Medical  Center.  Following  his 
internship,  he  accepted  a position  as 
a resident  in  internal  medicine  at  the 
hospital  and  served  there  for  two  years. 

Dr.  Shuey  was  named  a diplomate  of 
the  American  Board  of  Internal  Medi- 
cine and  the  Board  on  Allergy,  a sub- 
specialty board  of  the  American  Board 
of  Internal  Medicine.  He  was  also  a 
fellow  of  the  American  College  of  Phy- 
sicians and  the  American  College  of 
Allergists.  He  was  a member  of  the 
American  Academy  of  Allergy,  American 
Medical  Association,  Texas  Medical  As- 
sociation, and  Dallas  County  Medical 
Society.  The  physician  was  also  a past 
president  of  the  Dallas  Council  on  Al- 
coholism and  the  Southwest  Allergy 
Forum. 

He  was  on  the  medical  staff  of 
Presbyterian  Hospital  of  Dallas,  the 
consulting  staff  of  Baylor  University 
Medical  Center,  and  a clinical  assistant 
professor  of  internal  medicine  at  The 
University  of  Texas  Southwestern  Medi- 
cal School  at  Dallas.  Dr.  Shuey  had 
also  been  an  area  consultant  of  the 
US  Veterans  Administration  hospitals. 

Survivors  include  his  wife,  Mary 
Grace  Hassell  Shuey;  a son,  Charles 
Bliss  Shuey,  Jr.,  MD,  of  Dallas;  a 
daughter,  Mrs.  Jane  Lindeman  of  Col- 
ville, Wash.;  and  six  grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 
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BEAUMONT  NEUROLOGICAL  CENTER 

3250  Fannin,  Beaumont,  Texas  77701  AC  713  835-4921 


Psychiatry 


Winston  Cochran,  M.D. 
C.  F.  Adkins,  Jr.,  M.D. 
P.  W.  Bailey,  Jr.,  M.D. 
E.  P.  Kalbaugh,  M.D. 


Robert  Ryan,  M.D. 

Charles  F.  H.  Colby,  M.D 
C.  J.  Ruilmann,  M.D. 
David  H.  Beyer,  M.D. 


Psychology 

Byrnes  Belk,  Ph.D. 

Lyle  H.  Wharton,  Ph.D. 
Education 

Miss  Ruth  Johnston,  M.A. 


A modern  76-bed  hospital  specializing  in  diagnosis  and  treatment  of  psychiatric  and  neurological  disorders.  Facilities 
include  EEC,  x-ray,  laboratory,  and  psycho-educational  evaluation.  All  treatment  modalities  available. 

The  Adolescent  Program  includes  classroom  work  in  our  school,  which  is  accredited  by  the  Texas  Education  Agency. 

A Blue  Cross  member  hospital.  Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 


a . . : 


s. 


ypecia 


iized  Sc 


eruice 


IN 


PROFESSIONAL  LIABILITY  INSURANCE 

is  a maJ?  distinction 


Professional  Protection  Exclusively  since  7899 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 

3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  William  A.  Orsburn,  Representatives 
1525  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1 127 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


\\^en  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1.8  grams/day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 

In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin’ 

Sterile  Solution  (300  mg  per  ml) 

( 1 incomyci  n hydroch  lor  ide, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


V -CJA 


( I incomyci  n hydroch  loride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


'"Contains  also:  Benzyl  Alcohol  9 mg;  and. 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 


WARNINGS:  CASES  OF  SEVERE  AN 
PERSISTENT  DIARRHEA  HAVE  BEE, 
REPORTED  AND  HAVE  AT  TIME 
NECESSITATED  DISCONTINU ANC 
OE  THE  DRUG.  THIS  DIARRHEA  HA 
BEEN  OCCASIONALLY  ASSOCIATE. 
WITH  BLOOD  AND  MUCUS  IN  TH 
STOOLS  AND  HAS  AT  TIMES  RE 
SULTED  IN  AN  ACUTE  COLITIS.  THI 
SIDE  EFFECT  USUALLY  HAS  BEEl 
ASSOCIATED  WITH  THE  ORAL  DOt 
AGE  FORM  BUT  OCCASIONALLY  HA 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL  THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) IS  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antirnoniKal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 


mines  available  for  emergency  treatment. 
Skin  and  mucous  membranes— Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Z-iVer— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  fc/i^M-Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


ADVERSE  REACTIONS:  Gastrointestinal 
Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  //ewopoic//c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hy persensitivity 
/-cacrio/ij— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


HOW SUPPLIED:  250  mg  and  500  mg 
Capsules-bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml-2  and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 


MED  B-6-S  (KZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upfolin 


National  Congress  on 

the  Quality  of  Life 

March  22-25,1972 

Palmer  House/Chicago,  Illinois 


IMPROVING 
The  quality  of  a life. 

The  spirit  of  a peopie. 
The  future  of  a nation. 

The  National  Congress  on  the  Quality  of  Life 
will  focus  on  these  immutable  concerns  by  con- 
centrating on  the  first  stages  of  life’s  continuum — 
maternal  and  child  health  from  conception  through 
adolescence  and  young  adulthood. 

Examining  the  growth  process  in  terms  of 
human  development  and  human  environment,  the 
Congress  will  address  itself  to  the  problems  of 
maternity  and  the  newborn,  children  in  a changing 
society  and  the  critical  years  of  adolescence. 


The  program  features  formal  presentations  by 
experts  in  the  medical,  social  and  behavioral 
sciences,  education,  law,  religion  and  govern- 
mental affairs.  Complementing  their  presenta- 
tions will  be  workshops  and  youth,  consumer  and 
professional  reactor  panels. 

Major  emphasis  will  be  on  developing  new 
programs  that  will  contribute  to  the  richness  and 
depth  of  life... programs  sensitive  to  the  physi- 
cal, psychological,  emotional  and  social  needs  of 
people. . .programs  reflecting  a trend  toward 
more  multidisciplinary  cooperation. 

Don’t  miss  this  opportunity  to  participate  in 
the  National  Congress.  Mark  your  calendar. 
Complete  the  form  below. 


Sponsored  by  the  American  Medical  Association  in  cooperation  with  20  governmental  and  volunteer  agencies. 


Return  form  to: 

Effie  O.  Ellis,  M.D. 

American  Medical  Association 
535  N.  Dearborn  Street 
Chicago,  Illinois  60610 


Please  forward  the  program  for  the  National  Congress 
oh  the  Quality  of  Life  to: 


Name 
Affiliation 
Address  . 

City State Zip  Code. 


Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Eeactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Blld  Evf udcX'  (f  luorouraciO 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”'’^ 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations-formula- 
tions  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks.s  Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.^ 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.^  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil  — especially  with  5% 
concentrations.G 

How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
oe  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin.  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. : Jansen.  G.  T.  and  Honeycutt.  W.  M. : 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil.”  in  Waisman,  M.  (cd.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C.:  Cutis.  6:293.  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968 
5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6,  Williams,  A.  C.,  and 
Klein,  E.;  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions : If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied;  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(fluorouracil) 

cream/solution 


MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 
PHILLIP  M.  AWTREY,  M.D.,  F.A.A.0.0.^ 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN.  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Dontflas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.AjC.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R 
Sanford  Reitman,  M.O.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 
J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery : 

Internal  Medicine: 

Obstetrics  and  Gynecology : 

li.  L.  Travis,  M.D. 

J.  T.  Boyd.  M.D. 

J.  C.  Rucker,  M.D. 

J.  S.  CTHare,  M.D. 

F.  H.  Verheydcn.  M.D. 

J.  D.  Crawford,  M.D. 

R.  K.  WUlma,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  PeaneU,  M.D. 

Pediatries : 

Orthopedic  Surgery: 

Mary  A.  Bona.  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Pathology : 

Radiology  and  Radioactive  Isotopes : 

Urology: 

H.  F.  Rives,  M.D. 

Harbert  Davenport,  Jr.,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 
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Allergy 

Clinics 

DRS.  FEIN  AND  KAMiN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamin,  M.O.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.D.,  Internal  Medicine  ©.  Sterling  OiMis,  III,  M.D., 

n Obstetrics  and  Gynecology 

Roy  E.  Moon,  M.D.,  ^ ^ ^ 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Pathology— 

R.  A.  Morse,  M.D.,  Internal  Medicine  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics  ?o°h"n  E!^Saliard,"M°l!.°®''“ 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Corteil  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D.  RADIOLOGY— CONSULTANTS 

CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 

THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  884-3861 

GYNECOLOGY  OPHTHALMOLOGY 

J.  H.  Thomas,  M.D.  L.  David  Wright,  M.D.,  F.A.C.S. 

?fa'^irB.“p^h°e'l^k"^M.D. 

Salvador  Ortiz,  M.D.  ^ ^ Vernor,  M.D. 

SURGERY  ORTHOPEDICS 

S.  T.  Coleman,  M.D.,  F.A.C.S.  c.  M.  Yanez,  M.D.,  F.A.C.S. 

(Consultant)  UROLOGY 

Donald  E.  Jackson,  M.D.,  F.A.C.S.  j,  d.  Stephenson,  M.D. 

(Consultant)  ADMINISTRATOR 

RADIOLOGY  B.  J.  Clark 

Crysup  Sory,  M.D.  DIRECTOR  OF  NURSES 

Clinic  - Pat  Parker 

Hospital  - Mrs.  Joyce  Pettit 

DRS.  SAMS  AND  MEADOWS 

Allergy  and  Immunology 

Joseph  T.  Sams,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 

C.  David  Meadows,  M.D. 

900  West  Randol  Mill  Road,  Suite  215,  Arlington,  Texas  76012,  227-5526 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is 
allowed  for  six  months'  advance  payment.  Section  headjngs 
are  limited  to  those  specialties  in  which  there  is  an  American 
Medical  Association  recognized  specialty  board  and/or  an 


AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Advertising  Assistant,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 
line is  the  20th  of  the  month  preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  376-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.O.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gytiecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.jLa.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Ailensworth,  M.D. 

GENERAL  SURGERY 
J,  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 


R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  “Hamm”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 
Telephone  335-4333 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 

Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S. 
R.  J.  Turner,  III,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D.,  F.A.C.P. 
D.  W.  Johnston,  M.D.,  F.A.C.P. 
Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824'2573;  Residence  Telephone  361<4500 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


3801  19th  St.,  Suite  500,  Lubbock,  Texas 


2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 
315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


ROBERT  A.  GRUMMON,  M.D. 

American  Board  of  Surgery 

American  Board  of  Colon  & Rectal  Surgery 

Colon  & Rectal  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 
R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 


nil  memorial  library 

Bill  TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Family  & General  Practice 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.« 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

IRWIN  KURTZ,  M.D. 

DIplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVAN EY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

VD  is  sex  pollution! 


As  part  of  an  educational  program  an  VD,  TMA  has  produced  an  informative  leaflet  for 
free  distribution.  Help  the  public  get  the  facts  so  they  will  seek  early  treatment.  Send 
your  order  to:  Public  Relations  Division,  Texas  Medical  Association,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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Neurological  Surgery 

Neurology 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

RONALD  SMITH,  M.D. 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 
Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members' 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 

Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lew/is,  M.D. 

Doctors  Square,  P.  O.  Box  6374,  Corpus  Christ!,  Texas  78411 

512  853-7319 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

“Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  915  533-7465 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529^389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.“ 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
“Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  0.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

-X-  105th  Annual  Session,  May  11-14,  1972,  San  Antonio 

* Conference  on  Medical  Practice,  Sept.  23,  1972,  Austin 

* Conference  on  Legislation,  Jan.  20,  1973,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 


Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 


Pathology 


8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


FORT  WORTH  MEDICAL  LABORATORIES 


John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


Pharmaceutical  advertising  in 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 


TEXAS  MEDICINE  keeps  you  informed 
and  pays  for  publishing  costs. 

When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad 
in  your  journal. 


Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 


Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 


ANNUAL  SESSION 
SAN  ANTONIO 
may  11-14  1972 
TEXAS  MEDICAL  ASSOCIATION 


Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 
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Physical  Medicine  & Rehabilitation 


FRANCIS  A.  MORRIS,  JR.,  M.D.* 
PATRICK  H.  BECKHAM,  M.D. 

*Diplomate  American  Board  of  Plastic  Surgery 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  Skrhool  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 
LYNN  SMITH,  SR.,  Administrator 


Plastic  Surgery 


THOMAS  O.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.aS. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Oiplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Oiplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 
Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 


E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 
Plastic  & Reconstructive  Surgery  and 
Surgery  of  the  Hand 


5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 


WILLARD  C.  SELLMAN,  JR., 


M.D 


W.  W.  SCHUESSLER, 


M.D.,  F.A.C.S. 


Plastic,  Maxillo-Facial  and  Hand  Surgery 


Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 


530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 


612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 
Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 
Pasadena  Office 

904Vi  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 


JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 


800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  “Information  for  Authors.” 


1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


Mrs.  Marilyn  Baker 
Managing  Editor 
TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 
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Psychiatry 


Radiology 


Parry  C.  TalKington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 

practice  limited  to 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

SOO  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACKG.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


DRS.  CARLSON  AND  BAREKMAN 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 


Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  8382224 
Baptist  Hospital,  833-M21 
Beaumont,  Texas 


'Diplomats,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to; 


1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Bernard  J.  Dolenz,  M.D. 

'Herbert  G.  Rush,  M.D. 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomates  American  Board  of  Psychiatry  and  Neurology 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.O. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Charles  T.  Meadows,  M.D.  & Associates 

Diplomate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

HECTOR  A.  ESCAMILLA,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

TEXAS  MEDICINE 

regularly  lists  highlights  of  more  than  100 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 

information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “COMING 

MEETINGS”  section. 

PAULMANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

105th  Annual  Session 

Texas  Medical  Association 

May  11-14,  1972  San  Antonio 
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Classified  Advertising 


Physicians  Wanted  

ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  g^roup. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 

Lancaater  Road,  Dallas,  Texas  75216. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospiUl.  City  population  36,000.  Contact  Ad-236,  Texas  Meat- 
cine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701.  

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 

gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 

cine,  1801  North  Lamar  Blvd..  Austin.  Texas  78701. 

FAMILY  PHYSICIAN— Preferably  with  some  residency  trainine  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38.  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
county  hospital  now  under  construction,  complete  in  May.  1971.  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2B00/month  with  increase  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
workng  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey.  M.D..  379-81BB.  379-8166.  Newton. 

Texas. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10.000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth.  SO  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a BO-bed.  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  S30.000 
salary  for  first  year  and  full  partnership  after  one_  or  two_  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 

Lamar  Blvd.,  Austin.  Texas  78701. 

WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas.  * 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalisation,  retirement  benefits,  teaching  opportunities,  new 
facilitia,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator. P.  O.  Box  28,  Dallas,  Texas, 

WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana.  Arkansas- 

Texas  76601. 

GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10.  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 

Blvd..  Austin,  Texas  78701.  

INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  amary 
and  incentive.  Excellent  fringe  benefits  including  retirement  plan.  New 
modem  building  with  fully  equipped  x-ray  and  laboratory  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Association.  P.O.  Box  1409,  Texarkana.  Arkansas-Texas  78B01. 
Telephone  AC  214.  792-71B1. 

AN  OB-GYN.  UNDER  40  YEARS  OF  AGE,  is  wanted  to  join  a four- 

doctor  OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  part- 
nership. Contact  Midland's  Women's  Clinic,  2009  West  Wall,  Midland, 

Texas  79701.  

GENERAL  PRACTITIONER  NEEDED  in  Beaumont,  Texas.  City  of 
120,000  servicing  400,000  to  600,000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2, BOO  per  month  with  B0% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new. 
fully  equipped  clinic.  Presently  have  6-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 

PSYCHIATRIC  RESIDEINCY  in  approved  three  year  program.  Effec- 

tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos.  M.D.,  Director  of  Training  and  Re- 
search. Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 

78761.  

STAFF  PHYSICIANS  NEEDED  for  school  for  the  retarded.  Progres- 
sive 2,000  resident  state  institution.  Eligibility  for  Texas  license  required. 
Paid  vacation,  paid  sick  leave,  group  insurance,  retirement  plan  and  13 
paid  holidays.  Send  resume  to  John  E.  Muller,  Personnel  Officer,  Austin 

State  School.  P.O.  Box  1269,  Austin.  Texas  78767.  

INDUSTRIAL  MEDICAL  AND  SURGICAL  CLINICS  located  in  Dallas. 
Texas,  at  426  Medical  Arts  Building,  1719  Pacific  Avenue  and  3B0  Locke 
Medical  Building,  6011  Harry  Hines  Blvd.,  and  opening  a clinic  at  the 
new  Dallas-Fort  Worth  Regional  Airport  in  Arlington,  Texas,  has  peti- 
tions available  for  interested  physicians.  Contact  Harry  Carter,  Admin- 
istrator, Cook  Clinic.  350  Locke  Medical  Building,  Dallas,  Texas  7B23B. 
Telephone  AC  214-638-2730. 

GENERAL  PRACTITIONER  to  join  six  man  group  on  either  an  indi- 

vidual or  salaried  basis  in  suburban  Corpus  Christi,  Texas.  Office  adja- 
cent to  90  bed  modern  hospital.  Excellent  income,  regulated  time  off. 
excellent  recreational  facilities.  Write  or  call  collect  D.  B.  Hamilton, 

M.D.,  Rt.  1,  Box  46,  Robstown,  Texas.  Phone  AC  512-387-1541. 

EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS : Maintain  free 
practice  of  medicine.  Work  for  patient  om  fee-for-service  basis.  Full 
department  status.  Average  earnings  $46,000  with  guarantee.  Positions 
available  in  Wichita  Falls,  San  Antonio,  Houston,  and  Beaumont.  Call 
1-512-732-9247  collect.  Reply  to  Ad-360,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST  OR  GENERAL  PRACTITIONER— for  staff  of  70-bed 

medical  service  in  130-bed  Veterans  Administration  Hospital.  Starting 
salary  to  $24,285,  depending  on  qualifications.  Excellent  fringe  benefits. 
Nondiscrimination  in  employment.  Write  or  call  collect:  David  C.  Lindsey, 
M.D.,  Director,  VA  Hospital.  Amarillo,  Texas  79106.  Telephone  806- 

3BB-9704. 

NEEDED— TURNED  ON  CHRISTIAN  GP  to  associate  with  busy  GP 
who  desires  to  spend  more  time  in  Rio  Grande  River  Ministry  and  British 
Honduras  with  Amigos  Internationales.  North  Central  Texas,  population 
25,000.  Two  fully  accredited  hospitals,  200  beds,  staff  privileges  deter- 
mined by  training  and  experience.  Salary  open.  Reply  Ad-3B1,  Texas 

Medicine,  1801  North  Lamar  Blvd..  Austin,  Texas  78701. 

WANTED:  BOARD  ELIGIBLE  OR  CERTTFIED  PSYCHIATRIST  as 
medical  director  of  hospital  outpatient  clinic  and  director  of  outreach 
services.  Salary  $27,000  with  additional  $1,000  for  certification.  Hospitali- 
zation and  life  insurance  partly  paid  by  employer.  Excellent  vacation, 
holiday  and  sick  leave.  JCAH  hospital,  excellent  staff,  and  opportunities 
provide  a challenge.  Write  Superintendent,  Preston  E.  Harrison,  M.D., 
P.O.  Booc  231,  Big  Spring,  Texas  79720. 

GP  ASSOCIATE  WANTED.  Four  active  practitioners  ages  30-43. 
Begin  July  1,  1972.  Full  privileges  commission  hospitals.  $2,000  monthly 
guarantee  plus  sharing — 1st  year  potential  $35,000  net.  Replace  associate, 
residency  bound  in  18  months.  500,000  North  Central  Texas  city.  Consider 
if  group  advantages,  above  average  income  with  desire  of  general — 
general  practice  with  rotating  calls  nights  and  weekends.  1-817-534-6616 
or  write  Ad-356,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

STAFF  PHYSICIANS  NEEDED  for  state  hospital.  Progressive  1,000 

resident  state  institution.  Eligibility  for  Texas  license  required.  Paid 
vacation,  sick  leave,  holidays,  good  retirement  plan,  free  group  insurance. 
Please  contact  Luther  W.  Ross.  M.D.,  Superintendent,  Kerrville  State 
Hospital.  P.O.  Box  1468.  Kerrville,  Texas  78028  or  phone  512-257-3211, 
FRANKLINl:OUNTY,'~MTrVERNON,'^TEXAS  NEEDS  two  general 
practitioners,  group  or  solo.  New  clinic.  Medicare  approved  hospital,  con- 
sultants. $2,500  a month  guarantee.  100  miles  east  1-30  from  Dallas.  Good 
schools,  churches  and  recreation  facilities.  Call  214-537-2922,  4025  or  2261. 

Write  P.O.  Box  477,  Mt.  Vernon,  Texas  75457. 

““WANTED:  GENERAL~PRXcTITIONER,  INTERNIST  OR  PEDIATRI- 
CIAN to  join  medical  staff  of  Abilene  State  School,  a facility  for  the 
mentally  retarded  under  the  Texas  Department  of  Mental  Health  and 
Mental  Retardation.  Base  annual  salary  of  $21,500.  A supplement  of 
$1,000  possible  if  board  certified  and  working  full  time  in  that  capacity. 
Other  supplemental  possible,  based  on  qualifications,  experience  and  re- 
sponsibility. Forty-hour  week  with  excellent  vacation,  sick  and  holiday 
plan.  Good  life  and  hospitalization  plan,  social  security  and  excellent 
State  retirement  plan.  Progressive  city  of  90.000  friendly  people  in  West 
Central  Texas.  Texas  license  required.  Contact  Superintendent  L.  W. 
Cain,  Booc  461,  Abilene,  Texas  79604.  AC  916-692-4053.  Equal  opportunity 
employer.  

CHIEF  MEDICINE  POSITIONS.  Progressive  university  affiliated  ch^ 

hospital  engaged  in  research  and  educational  programs  is  seeking  a Clin- 
ical Director  and  a Chief  of  Pulmonary  Physiology  Department.  Excellent 
entering  salary — negotiable — depending  on  training  and  experience.  Addi- 
tional stipend  for  board  certification.  Challenging  opportunity  in  East 
Texas’  outstanding  medical  community  with  all  the  social,  cultural,  and 
recreational  activities.  Eligibility  for  Texas  licensure  required.  Submit 
resume  to  Personnel  Officer,  East  Texas  Chest  Hospital.  Box  2003,  Tyler, 

Texas  75701.  An  equal  opportunity  employer. 

CHEST  HOSPITAL  STAFF  POSITION : Progressive  chest  hospital 
needs  GP  or  internist  with  interest  in  pulmonary  diseases.  Excellent  start- 
ing salary — -negotiable — depending  on  training  and  experience  with  an 
additional  stipend  for  board  certification.  Multiple  fringe  benefits  with 
40  hour  week.  Eligibility  for  Texas  licensure  required.  To  apply  for  this 
challenging  position  in  the  rolling,  piney  woods  of  East  Texas,  submit 
resume  or  contact  Personnel  Officer,  East  Texas  Chest  Hospital,  Box  2003, 

Tyler,  Texas  75701.  An  equal  opportunity  employer. 

DESIRE  GP,  SURGEON  OR  EENT.  16,000  population,  rural  area.  In- 
dustry and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
association.  Cleburne.  Texas.  For  additional  information  contact  Ad-368, 

Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGEON  willing  to  do  general  family  practice  at  first 
and  limit  later  for  private  group  practice  in  Dallas.  Minimum  $3,000  per 
month  guaranteed.  No  practice  expense.  Not  an  employment  agency.  No 
cost  to  physician.  Sanford  Smith.  Director  of  Physician  Planning.  Hos- 
pital Affiliates.  Inc.,  P.O.  Box  9836,  Houston,  Texas  77015.  713-463-6824. 

PRIVATE  GENERAL  PRACTICES  in  Dallas,  Houston  and  Bayt^n. 
$3,000  minimum  monthly  collections  guaranteed.  Solo  and  group  situa- 
tions. Nights  and  weekends  covered  by  salaried  physicians  in  emergency 
rooms.  Maximum  leisure  time  with  family.  Beautiful  residential  areas 
with  excellent  schools.  Not  an  employment  agency.  No  cost  to  physician. 
Sanford  Smith,  Director  of  Physician  Planning,  Hospital  Affiliates,  Inc., 

P.O.  Box  9836,  Houston,  Texas  77016.  713-453-6324.  

ATTENTION  PILOT  PHYSICIANS : Combine  emergency  room  work 
with  flying  group,  maintains  bonanza  for  business  and  pleasure.  Please 
reply  to  Ad-366,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas 
78701. 

CLASSIFIED  AD  RATES  & DATA;  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  tne  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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PRIVATE  ORTHOPEDIC  SURGERY  PRACTICE  in  Baytown,  Texas, 
in  association  with  another  young  orthopedist.  $2,000  minimum  monthly 
guaranteed.  Large  concentration  of  general  practitioners.  Not  an  employ- 
ment agency.  No  cost  to  physician.  Sanford  Smith,  Director  of  Physician 
Planning,  Hospital  Affiliates,  Inc.,  P.O.  Box  9836,  Houston,  Texas  77016. 
713-453-6324. 

PHYSICIAN  WANTED : Two  active  Central  Texas  GP’s  interested  in 
finding  third  physician.  University  town;  good  hospital.  Work  every  other 
third  weekend.  Contact  Nilon  Tallant,  M.D.,  705  West  Hopkins,  San 
Marcos,  Texas  78666. 

WANTED — GENERAL  RADIOLOGIST  for  diagnostic  x-ray  and  cobalt 
therapy  in  pleasant  North  Texas  community  on  Lake  Texhoma,  75  miles 
north  of  Dallas.  Attractive  starting  salary  leading  to  early  partnership. 
Join  a professional  association  with  excellent  fringe  benefits.  Contact 
Ad-364,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  This  is  an  institution  for  the  moderately  mentally 
retarded  of  the  state.  Salaries  are  quite  competitive  with  other  state  and 
federal  institutions.  40  hour  work  week,  ample  vacation  time,  and  other 
fringe  benefits.  Excellent  community  to  live  near  San  Angelo,  Texas. 
Contact  Medical  Director,  San  Angelo  Center,  Carlsbad,  Texas  76934. 

PHYSICIANS  WANTED — Due  to  expansion  of  existing  clinics  and  the 
addition  of  new  services  to  this  700  bed  hospital,  we  are  actively  re- 
cruiting for  board  certified  physicians.  Urologist,  orthopedist,  internist, 
pulmonary  disease,  otolaryngologist,  and  either  a board  certified  or  board 
eligible  physician  for  enlarged  outpatient  clinic.  Salary  range  $25,583  to 
$33,260  depending  on  qualifications.  All  federal  fringe  benefits.  Equal 
employment  opportunity  agency.  Apply  Director,  Veterans  Administration 
Center,  Temple,  Texas. 

CARDIOLOGIST:  Opening  for  diligent  well  qualified  board  eligible  or 
board  certified  cardiologist.  Primarily  clinical  responsibilities.  Choice  fi- 
nancial contract.  Adequate  time  off.  Austin.  Contact  Ad-372,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

STAFF  PHYSICIAN  (aerospace  medicine  or  internal  medicine)  with 
the  Kelsey-Seybold  Clinic  at  the  NASA  Manned  Spacecraft  Center,  Hous- 
ton, Texas.  Occupational  health  opportunity  in  addition  to  providing 
medical  support  for  all  manned  testing  and  other  space  related  develop- 
ment programs.  Excellent  starting  salary.  Fringe  benefits  include  paid 
insurance,  professional  travel,  vacation,  and  sick  leave.  Contact  Dr. 
Richard  M.  Fenno,  NASA-MSC  Clinic,  DD2,  Houston,  Texas  77058.  Tele- 
phone  713-483-4222.  An  equal  opportunity  employer. 

PHYSICIANS  NEEDED : Staff  physicians,  general  practitioners  and/ 
or  board  certified  specialists  to  increase  staff  of  Travis  State  School. 
Fringe  benefits  include  40  hour  work  week,  vacation  and  sick  leave. 
Present  and  projected  salary  increases  make  positions  attractive.  Contact 
Superintendent  or  Medical  Director,  Travis  State  School,  P.  O.  Box  430, 
Austin,  Texas  78767.  An  equal  opportunity  employer. 

GENERAL  PRACTITIONER  SEEKS  ASSOCIATE  to  join  him  ; wishing 
to  limit  practice.  Large  office  space,  fully  equipped,  own  x-ray ; flexible 
arrangements.  A.  J.  Auringer,  M.D.,  221  South  Fielder  Road,  Arlington, 
Texas  76013.  Telephone  817-261-0906. 

BOARD  ELIGIBLE  INTEREST  for  chief  of  medical  spvice.  $25,800 
plus  $1,000  additional  for  board  certification.  $1,500  raise  anticipated 
September  1972.  Excellent  fringe  benefits.  Inquire — Superintendent,  Har- 
lingen State  Chest  Hospital,  P.  O.  Box  592,  Harlingen,  Texas  78550. 
Telephone  512-423-3420. 

WANTED  AN  ASSOCIATE  SURGEON  OR  GENERAL  PRACTI- 

TIONER-SURGEON by  small  West  Texas  clinic  and  hospital  with  large 
income.  Salary  rapidly  leading  to  partnership  or  possession.  Please  reply 
to  Ad-368,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DONLEY  COUNTY  HOSPITAL  DISTRICT  is  seeking  two  medical 

doctors,  general  practice,  to  have  office  space  in  newly  constructed  20  bed 
hospital  and  22  bed  nursing  home.  Very  g'ood  small  town  living  with  lots 
of  recreational  facilities.  Contact  Wes  Langham,  Administrator,  Claren- 
don, Texas  79226.  Telephone  806-874-3533. 


Situations  Wanted 


BOARD  ELIGIBLE  37  year  old  Ob/Gyn  five  years  in  practice  wishes 
to  relocate  in  Texas  and  associate  with  another  Ob/Gyn  or  group.  Tulane 
University  medical  graduate.  Internship  Confederate  Memorial  Medical 
Center,  Shreveport,  Louisiana.  Residency  Baltimore  City  Hospitals  and 
Scott  and  White  Memorial  Hospital,  Temple.  Texas.  Please  reply  to 
Ad-354,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST.  WITH  GENERAL  PRACTICE  AND  EMERGEINCY  ROOM 
EXPERIENCE,  available  for  either  part-time  or  locum  tenens  position. 
Preferably  in  San  Antonio  area.  Please  reply  to  Ad-362,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON — one  year  of  oncology.  Board  eligible  and  li- 
censed in  Texas.  Military  obligation  completed.  Would  consider  established 
or  vacated  furnished  surgeon’s  office.  Present  contract  completed  June 
30,  1972.  Phone  Arthur  Taitel,  M.D.,  713-667-4664  between  7-10  p.m.  on 
weekdays. 

GENERAL  SURGEON  well  trained  in  trauma,  vascular  and  thoracic. 

Seeking  solo  or  group  practice.  Please  reply  to  Ad-367,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PSYCHIATRIST,  board  certified,  would  like  to  hear  of  a practice  op- 

portunity in  South  Texas.  Please  reply  to  Ad-369,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

MD  EXPERIENCED  IN  FAMILY  PRACTICE,  insurance,  industrial 
and  institutional  work  wishes  location.  Assistantship,  locum  tenens,  col- 
lege infirmary  or  institutional,  insurance,  industrial.  Good  references. 
Does  not  drink  or  smoke,  good  health,  good  reason  for  wishing  change. 
Please  reply  to  Ad-368,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


For  Sale  or  For  Rent 


MEMORIAL  CITY  MEDICAL  CENTER— HOUSTON,  TEXAS.  Medical 
and  dental  space  available  in  new  120  suite  professional  building  connected 
to  a new  160  bed  general  hospital  in  the  Spring  Branch-Memorial  area  of 
West  Houston,  Texas.  A 60  bed  addition  to  the  hospital  is  planned  for 
1972.  For  information,  contact  Memorial  City  General  Hospital,  920  Frost- 
wood  Drive,  Houston,  Texas  77024,  office  of  the  director.  Telephone  AC 
713  464-1881. 

PRACTICE  FOR  SALE:  Leaving  my  office  and  general  practice  of 
medicine  (without  obstetrics)  January  31,  1972.  Located  in  Abilene,  office 
is  complete  with  lab,  x-ray  and  excellent  personnel.  Building  is  included 
or  optional.  Excellent  class  A practice  with  96  percent  collections.  Could 
be  continued  intact.  For  further  information  contact  W.  R.  Sibley,  Jr., 
M.D.,  3662  North  6th,  Abilene,  Texas  79603. 

EXCEPTIONAL  OPPORTUNITY  FOR  INDEPENDENT  PRACTTCE ! 
Efficiently  designed  office  for  sublease  in  established  location  in  a rap- 
idly growing  area  of  suburban  Dallas.  Particularly  good  spot  for  surgeon, 
internist,  GP,  OB-GYN.  O.  L.  Willbanks,  M.D.,  10406  East  Northwest 
Highway,  Dallas,  Texas  75238. 

FOR  RENT — DALLAS  AREA.  2,000  foot  air  conditioned,  carpeted,  fully 
equipped  and  furnished  office  of  busy  GP  who  has  left  office  practice. 
Includes  12  rooms,  plus  two  baths.  Ready  for  immediate  occupancy.  All 
diagnostic  and  examining  equipment  use  included  in  total  monthly  lease; 
$700  plus  bills.  Downtown  Dallas  16  minutes.  Contact  Allen  Maurice  Fain. 
M.D.,  627  Hustead  & Fain,  Duncanville,  Texas  76116.  Phone  AC  214- 
298-3169. 


EMERGENCY!  OFFICE  SPACE  AVAILABLE  for  a Spanish  speaking 
physician,  adjacent  to  well  established  pharmacy.  Waiting  room,  office 
and  two  treatment  rooms  partially  furnished.  All  utilities  available.  Con- 
tact Mr.  Loya,  714-227-4645  for  additional  information.  Excellent  op- 
portunity. 

CLINIC  FOR  SALE.  Fully  equipped  and  furnished  for  three  doctors. 
Six  examining  rooms,  x-ray  and  laboratory.  Excellent  location,  established 
practice  in  North  Richland  Hills,  Fort  Worth,  Texas.  Fully  accredited 
hospital  approximately  three  blocks  away.  Contact  Gerald  W.  Cope,  M.D., 
P.  O.  Box  506,  Glen  Rose,  Texas  76043  or  telephone  817-897-4467. 

FASTEST  GROWING  AREA  OF  HOUSTON  in  need  of  physicians.  New 
professional  building  ready  July  of  ’72,  built  by  M.D.’s  for  M.D.’s.  You 
design  the  suites,  shared  lab  and  x-ray.  Across  street  from  200  bed  gen- 
eral hospital,  one  mile  from  another  200  bed  hospital.  Golden  opportunity 
for  independent  practitioner.  Write  Ad-370,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

FREE  REAL  ESTATE  SEARCH  SERVICE— for  any  type  property, 
anywhere.  For  purchase  or  long  lease.  We  are  international  real  estate 
investigators.  Confidential.  No  obligation.  Chuck  ’Thompson,  Realtors,  Box 
55074,  Houston,  Texas  77055. 

COMPLETE  OFFICE  SET-UP:  FOR  SALE,  515  S.  Summit,  Fort 
Worth,  Texas.  Perfect  location  next  to  hospitals  and  medical  facilities. 
Excellent  established  practice.  Take  over  lease  and  purchase  furniture, 
equipment,  and  books  left  intact  by  deceased  GP.  Patient  parking  at 
front  door,  doctor’s  covered  parking  at  rear  door.  Contact  Dr.  Ernest 
Rogers,  515  South  Summit,  Fort  Worth,  Texas  or  Winfred  G.  Farquhar, 
P.O.  Box  127,  Marion,  Texas  78124.  Phone  512-458-2373. 

ACTIVE  FAMILY  PRACTICE  TO  BE  ASSUMED,  present  physician 
retiring.  Fully  staffed  and  equipped — no  cash  needed.  No  surgery,  no  OB 
and  no  welfare.  For  additional  information,  please  write  Ad-371,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Starlife  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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Lone  Star  State... 
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Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January, 

1963.  The  original  hospital  was 

founded  by  Dr.  J.  W.  Torbett,  Sr. 

in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 

other  fonns  of  physical  therapy 

as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 

conditions. 

THE  DALLAS  MEDICAL  & SURGICAL 
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•Inactive  status 


Librium 

^lordiazepoxkle  HCI) 

and  effectiveness 


Tlic  aiuianxicly  eirccli\’encss  of  Librium  (chlor- 
diazej)oxi(le  HCil)  has  been  clemonstraied  in  more 
than  a decade  of  varied  use.  Librium  usually  pro- 
\ ides  j)rompL,  dependable  relief  of  mild  to  severe 
c linically  significant  anxiety.  It  is  indicated  tvhen 
reassurance  and  counseling  are  not  enough  and 
tmtil,  in  the  physician’s  judgment,  anxiety  has 
been  reduced  to  tolerable,  ajjpropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
j^roper  maintenance  dosage.  (See  Warnings  in 
summary  of  jjrescribing  information.) 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  ellects  reported  have 


been  drowsiness,  ataxia,  and  confusion,  particu- 
larly in  the  elderly  and  debilitated. 

Concomitant  use:  Is  used  as  adjunctive  anti- 
anxiety therapy  concomitantly  unth  certain  spe- 
cific medications  of  other  classes  of  drugs,  such  as 
cardiac  glycosides,  antihypertensive  agents, 
diuretics,  anticoagtdants,  anticholinergics  and 
antacids.  Although  clinical  studies  have  not  estab 
lished  a cause  and  ellect  relationship,  physicians 
should  be  atvare  that  variable  effects  on  blood  co- 
agulation have  been  reported  very  rarely  in 
patients  receiving  oral  anticoagulants  and  chlor- 
cliazepoxide  hydrochloride. 

in  relief  of  clinically 
significant  anxiety 

Librium 

(chlordiazepoxide  HCI) 

S-mg^lO-mg,  25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows; 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®  tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J,  07110 


PREMARIN 

(CONJUGATED  ESTROGENS  TABLETS,  U.S.R) 

HELPS  RELIEVE  EMOTIONAL 
SYMPTOMS  OF  MENOPAUSAL 
ESTROGEN  DEFICIENCY 


.„NO  TRANQUILIZER  CAN  DO  THAT! 


Emotional  symptoms,  such  as  anxiety,  depression, 
nervousness,  and  fatigue,  may  be  related  to  a 
diminishing  production  of  estrogen.  In  such  cases, 
PREMARIN,  by  providing  specific  replacement 
of  estrogen,  can  help  relieve  much  of  the  emo- 
tional distress  of  the  menopause. . . in  addition  to 
the  classic  symptoms  of  hot  flushes  and  sweats. 

Sedatives,  tranquilizers,  and  psychotherapy,  of 
course,  may  be  helpful  in  some  selected  cases, 
but  they  cannot  correct  the  underlying  vasomotor 
and  metabolic  disturbances,  nor  the  nonspecific 
emotional  component  related  to  loss  of  hormonal 
support.'' 

Many  psychosomatic  symptoms  which  occur  at 
this  time  of  life  appear  to  correlate  fairly  well  with 


declining  estrogen  levels. And  in  patients  where 
emotional  instability  has  been  latent,  such  mani- 
festations may  be  unmasked  and  even  magnified."* 
Anxiety  and  depression  resulting  from  estrogen 
deficiency  usually  respond  to  estrogen  therapy  in 
a relatively  short  time.^  Other  "psychogenic” 
symptoms  such  as  headaches,  crying  spells,  in- 
somnia, feelings  of  weakness  and  fatigue  due  to 
estrogen  deficiency  may  also  be  relieved. And 
in  the  large  majority  of  patients,  PREMARIN  im- 
parts a renewed  sense  of  well  being.® 

When  your  menopausal  patient  suffers  emo- 
tional distress  resulting  from  estrogen  deficiency, 
PREMARIN  can  often  help— because  it  gives  her 
back  some  of  the  estrogen  support  she’s  lost. 


BRIEF  SUMMARY.  (For  full  prescrlbir^g  information,  see  package  circular.) 
PREMARIN®  (Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  PREMARIN  provides  specific  replacement  therapy  In  the  manage- 
ment of  estrogen  deficiency  states,  notably  in  the  menopause  and  postmeno- 
pause. 

Precautions:  In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with  1 week  rest 
period— Withdrawal  bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected  recurrence  is  an  in- 
dication tor  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods  of  time  may  produce 
gynecomastia,  loss  of  libido,  and  testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  recommended  (3  weeks  of 
daily  estrogen  therapy  and  1 week  off). 

If  patient  has  not  menstruated  within  last  two  months  or  more,  cyclic  ad- 
ministration is  started  arbitrarily.  If  patient  is  menstruating,  cyclic  administration 
is  started  on  day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting  during  estrogen 
therapy),  increase  estrogen  dosage  as  needed  to  stop  bleeding.  In  the  following 
cycle,  the  dosage  level  which  was  employed  for  hemostasis  should  be  used  for 
daily  administration.  In  subsequent  cycles,  the  estrogen  dosage  Is  gradually 
reduced  to  the  lowest  level  which  will  maintain  the  patient  symptom-free.  (See 
Precautions.) 

Menopause  (natural  or  artificial)— PREMARIN  1.25  mg.  daily,  cyclically.  Ad- 
just dosage  upward  or  downward  according  to  severity  of  symptoms  and 
response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  continuing  cyclic  estrogen 
replacement  therapy  throughout  the  postmenopause  as  a protective  influence 


against  accelerated  degenerative  changes  at  the  cellular  level. 

Postmenopause— (\t  uterus  is  intact  the  patient  is  considered  postmenopausal 
from  one  year  after  cessation  of  menstruation  to  end  of  life  span.)  If  the  pre- 
senting symptoms  are  those  of  the  menopause,  see  above  for  dosage.  As  a 
protective  measure  against  premature  degenerative  changes  in  bone  and 
cellular  metabolism  (e.g.  atrophic  vaginitis,  osteoporosis),  give  PREMARIN 
daily  and  cyclically.  Adjust  dosage  to  lowest  effective  but  subbleeding  level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis  Vulvae,  and  Pruritus  Vulvae 
— 1-25  mg.  to  3.75  mg.  daily,  or  more,  cyclically— depending  on  the  tissue  re- 
sponse of  the  individual  patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tablets,  U.S.P.).  No.  865— 
Each  purple  tablet  contains  2.5  mg.  No.  866— Each  yellow  tablet  contains  1.25 
mg.  No.  867— Each  red  tablet  contains  0.625  mg.  No.  868— Each  green  tablet 
contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also  available  in  unit  dose 
package  of  100. 


References:  1.  Kupperman,  H.S.:  Medical  Aspects  of  Human  Sexuality  7:64 
(Sept.)  1967.  2.  Rhoades,  F.P.:  J.  Amer.  Geriat.  Soc.  75:346  (Apr.)  1967.  3. 
Kerr,  M.D.:  Mod.  Treatm.  5:587  (May)  1968.  4.  Greenblatt,  R.B.,  in  Conn,  H.F. 
(Ed  ):  Current  Therapy  1970.  Philadelphia,  W.B.  Saunders  Company,  1970,  p, 
757.  5.  Astwood,  E.B.,  in  Goodman,  L.S.,  and  Gilman,  A.  (Eds.):  The  Pharma- 
cological Basis  of  Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company, 
1970,  Chap.  69  p.  1538.  6.  Tramont.  C.B.:  Geriatrics  27:212  (Nov.)  1966. 
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Ayerst. 
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obstetrics  and  gynecology 
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mate  of  the  American 
Board  of  Obstetrics  and 
Gynecology  and  a fellow 
of  the  American  College 
of  Obstetricians  and 
Gynecologists,  Interna- 
tional College  of  Surgeons, 
and  American  College  of 
Surgeons.  His  coauthor. 

Dr.  David  M.  Buring, 
recently  completed  his 
residency  in  obstetrics 
and  gynecology  at  Baylor 
Hospital  in  Dallas  and 
now  practices  in  Denison. 

115  Pediatric  Grand 
Rounds:  Precocious 
Puberty 

Guest  editor  for  this 
special  series  is  Dr.  A.  A. 
Mintz,  associate  profes- 
sor of  pediatrics,  Baylor 
College  of  Medicine. 
Participants  are  Dr.  John 
Kirkland,  postdoctoral 
fellow.  Endocrinology 
Section;  Dr.  George 
Clayton,  professor  and 
pediatric  endocrinologist; 
Dr.  R.  J.  Blattner,  pro- 
fessor and  chairman, 
Department  of  Pediatrics; 
and  Dr.  A.  J.  Rudolph, 
professor  of  pediatrics. 
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San  Antonio  offers 
something  for  everyone, 
and  the  list  of  things  to 
see  and  do  begins  on 
page  126.  The  1972  TMA 
Annual  Session  May  11-14 
is  a splendid  opportunity 
to  revisit — or  discover 
— the  charm  and  excite- 
ment of  Alamo  City. 

PREREGISTER  NOW 

You  can  avoid  waiting  in 
line  by  preregistering  now 
for  the  TMA  annual 
session  May  11-14  in 
San  Antonio.  Also,  ticket 
orders  and  room  reserva- 
tions can  be  made  in 
advance.  Use  the  con- 
venient forms  on  pages 
141-144  and  skip  the 
last-minute  rush. 

NEXT  MONTH 

Scientific  articles 
scheduled  for  May  include 
comprehensive  commu- 
nity clinics,  diagnostic 
and  operative  applications 
of  laparoscopy,  office 
screening  for  photosensi- 
tivity, and  emergency 
diagnosis  and  attempted 
therapy  in  post-infarction 
interventricular  septal 
rupture.  Also,  look  for  a 
Texas  physician’s  presenta- 
tion before  the  TMA 
Committee  on  Health 
Care  of  the  Poor. 
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Hit  with  baseball  bat. 

A trip  to  the  Emergency 
Room  and  10  stitches. 
Age  7. 


Dislocated  shoulder 
while  tumbling  in  gyi 
class.  Age  13. 


A broken  arm  falling 
out  of  Jackson’s  tree. 
Age  1 0.  And  age  1 1 . 


Emergency 
appendectomy  while 
on  vacation.  Age  14. 


Cut  finger,  4 stitches, 
Got  it  caught  in  the 
end  of  a tricycle 
handlebars.  Age  3. 


A broken  ankle.  Went 
to  kick  a football, 
missed  and  kicked 
the  ground.  Age  1 6. 


This  guy  lived 
a nice  normal  childhood. 

He  lived  a childhood  like  most  of 
us.  Not  from  day  to  day,  but  from  bandage  to 
bandage.  If  it  wasn’t  a banged-up  knee,  it  was 
a broken  arm.  Or  stitches.  Tonsillectomy.  Or 
a trip  to  the  Emergency  Room. 

Well,  mom  and  dad,  kids  haven’t 
changed.  They  still  break  their  arms.  And 
need  stitches.  And  parents  still  have  to 
pay  for  it. 

That’s  where  Blue  Cross  and  Blue 
Shield  comes  in.  If  you’re  already  protected  by 
our  program,  you  know  what  we  mean.  If  not, 
well,  we’re  concerned  about  you  and  your 
kids.  That’s  why  we’ve  developed  a plan  that 
makes  sure  your  kids  get  the  best  health  care 
possible.  And  their  breaks  don’t  break  you. 

Neither  of  us  can  prevent  the  kids 
from  living  a nice,  normal  childhood.  Lord 
only  knows  it’ll  happen  anyway.  But  when  it 
does,  we  can  sure  help  make  growing  up  a lot 
easier.  For  the  both  of  you. 


BLUE  CROSS 

GROUP  HOSPITAL  SERVICE,  INC. 


r blueshield’^ 

® GROUP  LIFE  A HEALTH  INSURANCE  COMPANY 


People  helping  people. 


® American  Hospital  Association 
^'National  Association  of  Blue  Shield  Plans 


Annual  Session  offers  activities  for  all  participants 


Annual  Session  is  just  around  the 
corner! 

In  only  one  month,  the  Association's 
annual  meeting  will  begin  in  San  An- 
tonio, and  from  May  11-14,  several 
hundred  physicians  will  listen  and 
learn  from  their  colleagues,  while  also 
enjoying  the  sights  and  sounds  of  the 
Alamo  City. 

As  in  previous  years,  the  1972  An- 
nual Session  promises  to  be  a busy 
and  productive  time.  Symposia,  semi- 
nars, exhibits,  and  presentations  will 
add  to  the  physician’s  knowledge. 
Lively  discussion  of  current  issues  will, 
no  doubt,  hold  the  attention  of  mem- 
bers and  visitors  to  the  House  of  Dele- 
gates. Social  activities  will  be  plentiful, 
and  historic  San  Antonio  offers  end- 
less delights  to  the  sightseer  and 
shopper. 

To  get  the  most  out  of  Annual  Ses- 
sion, it's  wise  to  plan  your  days  ahead 
of  time,  because  there  are  so  many 
worthwhile  programs. 

Use  this  synopsis  of  the  upcoming 
Annual  Session  activities  (and  then  re- 
fer to  the  Advance  Program  for  specific 
details)  to  pick  the  programs  that  you 
absolutely  don’t  want  to  miss! 

General  meeting  luncheons 
At  12:30  p.m.  on  Friday,  May  12,  and 
Saturday,  May  13,  Annual  Session 
participants  may  gather  to  enjoy  lunch 
and  a pertinent  address  by  a guest 
speaker. 

Sen.  John  Tower  (R.-Tex.)  will  be 
speaker  on  Saturday,  and  the  speaker 
for  the  Friday  luncheon  is  pending. 

Sen.  Tower’s  topic,  “Washington, 
Government,  and  the  92nd  Congress,’’ 
follows  the  installation  of  Dr.  Braswell 
Locker  of  Brownwood  as  1972-1973 
President  of  the  Association.  Another 
highlight  of  the  Saturday  general  meet- 
ing will  be  recognition  of  1971-1972 
officers,  members  of  the  Past  Presi- 
dents Association,  presidents  of  allied 
health  professions,  and  presidents  of 
paramedical  groups. 

At  the  general  meeting  luncheon  on 
Friday,  recognition  will  be  given  to 
members  of  the  Fifty  Year  Club,  the 
Council  on  Annual  Session,  and  the 
chairman  of  the  Committee  on  General 
Arrangements.  Winners  of  the  scientific 
exhibit  awards  and  of  the  annual  art 
exhibition  will  be  announced,  and 
TMA  President  Dr.  James  H.  Sammons 
will  present  Anson  Jones  Awards  to 
winners  of  the  annual  news  media 
competition. 


Section  meetings 

Employing  the  same  successful  format 
used  at  the  1971  Annual  Session,  this 
year’s  programs  of  most  of  the  scien- 
tific sections  of  the  Association  will 
last  one  full  day,  with  approximately 
half  of  the  sections  presenting  pro- 
grams on  Friday  and  the  other  half 
on  Saturday. 

Section  meetings  will  begin  with 
an  appropriate  Continental  Breakfast 
Roundtable  presentation;  then  section 
participants  will  retire  to  their  respec- 
tive programs.  Each  scientific  section 
will  host  an  out-of-state  guest  speaker 
and  will  also  hear  outstanding  papers 
by  Texas  physicians.  A choice  of  re- 
lated Curbstone  Consultation  topics  in 
the  evening  will  end  the  scientific 
programs. 

Gathering  for  discussions  on  Friday 
will  be  the  Sections  on  General  Prac- 
tice, Internal  Medicine,  Physical  Medi- 
cine and  Rehabilitation,  Radiology,  and 
Surgery.  The  Section  on  Urology  will 
also  be  conducted  on  a pilot  basis  on 
Friday. 

Meetings  scheduled  on  Saturday  are 
those  of  the  Sections  on  Digestive 
Diseases,  Obstetrics  and  Gynecology, 
Nervous  and  Mental  Diseases,  Pathol- 
ogy, Pediatrics,  and  Public  Health. 

Two  sections — Ophthalmology  and 
Otolaryngology — will  meet  both  Friday 
and  Saturday. 

Plan  now  to  attend  one  or  more 
scientific  section  programs  to  further 
your  medical  knowledge. 

Continental  Breakfast  Roundtable 
presentations 

Mixing  breakfast  with  business,  this 
year’s  Continental  Breakfast  Round- 
table presentations  will  feature  inter- 
esting speakers  with  information  to 
help  wake  up  Texas  physicians. 

The  informal  presentations  consist 
of  25  minutes  of  informal  discussion, 
15  to  20  minutes  of  lecture  by  an  out- 
of-state  guest  speaker,  and  35  minutes 
of  open  forum. 

Participants  are  invited  to  enjoy  a 
breakfast  of  coffee,  juice,  and  rolls 
before  the  lecture. 

Presentations  scheduled  on  Friday, 
May  12,  from  8:15  a.m.  to  9:30  a.m. 
include: 

1.  Cutaneous  Infections — Dr.  Harvey 
Blank,  professor  and  chairman,  depart- 
ment of  dermatology.  University  of 
Miami  (Fla.)  School  of  Medicine. 

2.  Common  Foot  Problems — Dr.  Rene 
Cailliet,  clinical  professor,  department 
of  physical  medicine  and  rehabilita- 
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tion,  University  of  Southern  California 
School  of  Medicine,  Los  Angeles. 

3.  Radiology  in  Gl  Bleeding — Dr.  Harley 
C.  Carlson,  consultant,  department 
of  diagnostic  radiology,  Mayo  Clinic, 
Rochester,  Minn. 

4.  Kidney  Transplantation — Current 
Progress — Dr.  Gerald  P.  Murphy,  di- 
rector, Roswell  Park  Memorial  Institute, 
Buffalo,  N.Y. 

5.  Today’s  Pressures  on  Children — Dr. 
Thomas  E.  Shaffer,  chief,  adolescent 
medicine,  department  of  pediatrics, 
Ohio  State  University  College  of  Medi- 
cine, Columbus. 

6.  Facial  Injuries  from  Auto  Accidents 
— Dr.  Richard  C.  Schultz,  Des  Plaines, 
III. 

7.  Jaundice — Dr.  Philip  Thorek,  clinical 
professor  of  surgery.  University  of  Illi- 
nois College  of  Medicine,  Chicago. 

Seven  more  presentations  will  com- 
plete the  1972  list  of  topics.  They  will 
be  given  on  Saturday,  May  13,  begin- 
ning at  8:15  a.m.  Breakfast  topics  and 
speakers  for  the  Saturday  discussions 
are: 

8.  The  Bad  Side  of  the  Pill — Dr.  Wil- 
liam E.  Easterling,  Jr.,  department  of 
obstetrics  and  gynecology.  University 
of  North  Carolina  School  of  Medicine, 
Chapel  Hill. 

9.  Viral  Hepatitis — Current  Concepts 
• — Dr.  Frank  L.  Iber,  professor  of  medi- 
cine, Tufts  University  School  of  Medi- 
cine, Boston,  Mass. 

10.  Care  of  the  Slow-Learning  Toddler 
— Dr.  Margaret  H.  Jones,  professor  of 
pediatrics.  University  of  California  Los 
Angeles  School  of  Medicine. 

11.  Treatment  of  the  Drug-Taking  Ado- 
lescent— Dr.  James  F.  Masterson,  Jr., 
associate  professor  of  psychiatry,  New 
York  Hospital,  New  York  City. 

12.  Recurrent  Urinary  Infections  in 
Children — Dr.  Alan  D.  Perlmutter,  Chil- 
dren’s Hospital  of  Michigan,  Detroit. 

13.  Radioisotopes  and  Cardiac  Func- 
tion— Dr.  E.  James  Potchen,  professor 
of  radiology,  Washington  University 
School  of  Medicine,  St.  Louis,  Mo. 

14.  Collected  Oculoplastic  Techniques 
— Dr.  Byron  Smith,  chairman,  depart- 
ment of  ophthalmology,  Manhattan 
Eye,  Ear,  and  Throat  Hospital,  New 
York  City. 

Although  there  is  no  charge  to  par- 
ticipants in  the  Roundtable  presenta- 
tions, attendance  is  limited,  and  physi- 
cians are  urged  to  make  reservations 
for  the  presentations  they  wish  to 
attend  by  filling  out  the  advance  regis- 
tration form  on  pages  141-144. 


Curbstone  Consultations 
Consult  with  your  colleagues  at  the 
Curbstone  Consultations  set  for  Friday 
and  Saturday  of  Annual  Session. 

Twenty  tables  of  unrehearsed  dis- 
cussions of  current  medical  topics  by 
Texas  physicians  will  be  sponsored  by 
the  Association  in  the  Banquet  Hall  of 
the  San  Antonio  Convention  Center. 

Physicians  are  encouraged  to  bring 
relevant  case  histories  with  them  and 
to  ask  for  opinions  from  the  discussion 
leaders.  Participants  may  move  from 
one  table  to  another  while  enjoying 
complimentary  beer,  coffee,  or  soft 
drinks. 

Tables  to  be  in  use  on  Friday  from 
5 p.m.  to  6 p.m.  include  the  following: 

(1)  Newer  Methods  of  Contraception, 

(2)  Abortion  on  Demand,  (3)  Bridging 
the  Gap  Between  State  and  Mental 
Institutions  and  the  Community  Level, 
(4)  The  Status  of  Bypass  Procedures 
in  the  Management  of  Coronary  Artery 
Disease,  (5)  The  Use  of  Synthetic 
Drugs  in  the  Treatment  of  Drug  Abusers 
and  Drug  Addicts,  (6)  Postoperative 
Respiratory  Complications,  and  (7) 
Anesthetic  Induced  Hepato  and  Neph- 
ro  Toxicity:  Fact  or  Fancy,  (8)  Evalua- 
tion of  Pediatric  Urinary  Infection,  (9) 
Peer  Review,  and  (10)  Nephritis — 
Diagnosis  and  Management. 

Scheduled  from  4:30  p.m.  to  5:30 
p.m.  on  Saturday  are  these  consulta- 
tions: (11)  Gynecology  Problems  of 
Adolescence,  (12)  Physician’s  Assist- 
ants, (13)  Management  of  Recurrent 
Otitis  Media  in  Children  (a)  By  the 
Pediatrician,  (b)  By  the  Otolaryngolo- 
gist, (14)  Management  of  Common 
Skin  Tumors,  (15)  The  Hazards  of 
Medication,  (16)  Preoperative  Evalua- 
tion of  Surgical  Risk,  (17)  New  Con- 
cepts in  Management  of  Urinary  Cal- 
culi, (18)  Suction  Curettage  and  Saline 
Amniocentesis  for  Therapeutic  Abor- 
tion, (19)  New  Proposals  for  Delivery 
and  Financing  of  Medical  Care,  and 
(20)  Current  Status  of  Total  Hip  Re- 
placement. 

Fit  these  interesting  and  useful  dis- 
cussions into  your  schedule  if  possible. 
Specialty  society  programs 
As  usual,  the  Annual  Session  will  in- 
clude meetings  of  various  specialty 
societies  and  medically  related  groups. 
This  year,  a total  of  31  organizations 
will  be  in  charge  of  scientific  presenta- 
tions, business  meetings,  and  some 
entertainment  functions.  Others  plan 
no  particular  program,  but  are  hosting 
out-of-state  guest  speakers. 


Participating  in  this  year’s  program 
are:  American  Academy  of  Pediatrics, 
Texas  Chapter;  American  Cancer  Soci- 
ety, Texas  Division;  American  College 
of  Chest  Physicians,  Texas  Chapter; 
American  Heart  Association,  Texas 
Affiliate,  Inc.;  American  Medical  Writ- 
ers Association,  Southwestern  Chapter; 
American  Psychiatric  Association,  Tex- 
as District  Branch;  Flying  Physicians 
Association,  Texas  Chapter;  and  Inter- 
national College  of  Surgeons,  Texas 
State  Surgical  Division. 

Also,  Society  of  life  Insurance  Medi- 
cal Directors  of  Texas,  Texas  Academy 
of  Family  Physicians,  Texas  Air-Medics 
Association,  Texas  Association  of  Phy- 
sicians in  Nuclear  Medicine,  Texas  As- 
sociation of  Public  Health  Physicians, 
Texas  Department  of  Mental  Health 
and  Mental  Retardation,  Texas  Derma- 
tological Society,  Texas  Diabetes  Asso- 
ciation, Texas  Industrial  Medical  Asso- 
ciation. 

Texas  Ophthalmological  Association, 
Texas  Orthopaedic  Association,  Texas 
Otolaryngological  Association,  execu- 
tive board  of  the  Texas  Pediatric  Soci- 
ety, Texas  Physical  Medicine  and  Re- 
habilitation Society,  Texas  Proctologic 
Society,  Texas  Rheumatism  Associa- 
tion, Texas  Society  of  Anesthesiolo- 
gists, Texas  Society  of  Athletic  Team 
Physicians,  Texas  Society  of  Internal 
Medicine,  Inc.,  Texas  Society  of  Path- 
ologists, Inc.,  Texas  Society  of  Plastic 
Surgeons,  Texas  Traumatic  Surgical 
Society,  and  United  Cerebral  Palsy 
Association  of  Texas,  Inc. 

Special  programs 

Thirteen  special  programs,  to  be  pre- 
sented in  conjunction  with  the  pro- 
grams of  the  scientific  section  and  re- 
lated organizations  at  the  1972  Annual 
Session,  will  cover  a wide  variety  of 
topics. 

Offered  on  Thursday,  May  11,  will 
be  these  symposia:  Symposium  on 
Sports  Medicine,  Forum  of  Original 
Research,  Symposium  on  Cardiovascu- 
lar Diseases,  Symposium  on  Trauma, 
Texas  Academy  of  Family  Physicians 
Seminar,  Symposium  on  Death  and 
Dying,  Symposium  on  the  Physician’s 
Assistant,  and  Symposium  on  Alcohol- 
ism. 

On  Friday,  these  special  programs 
will  be  in  session:  TMA  Orientation 
Program,  conclusion  of  the  Forum  of 
Original  Research,  Symposium  on  Ma- 
ternal Health,  Conference  of  City  and 
County  Health  Officers,  and  the  medi- 
cal history  presentation  sponsored  by 
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the  TMA  Committee  on  Medical  His- 
tory. 

Completing  the  list  of  1972  special 
programs  is  the  Women  Physician’s 
Brunch,  which  will  be  held  on  Satur- 
day with  the  Alamo  Branch  of  the 
American  Medical  Women’s  Associa- 
tion as  sponsors. 

Film  program 

Settle  back  in  your  chair  in  Room  26 
of  the  Convention  Center  with  your 
bag  of  popcorn  on  Thursday,  May  11, 
for  an  all-day  medical  film  festival. 

A total  of  15  color  films,  both 
lay  oriented  and  professional,  will  be 
shown  between  9 a.m.  and  4:40  p.m. 
on  Thursday. 

Topics  of  this  year’s  medical  movies 
are:  A New  Operation  for  Post-Pros- 
tatectomy  Urinary  Incontinence,  Void- 
ing Dysfunction  and  Urinary  Tract  In- 
fection, Abnormal  Movements,  Physical 
Therapy  in  the  Treatment  of  Parkin- 
sonism, Huntington’s  Disease,  Vagi- 
nal Hysterectomy,  Stroke — Counter 
Stroke,  Emergency  Room  Trauma,  Tra- 
cheostomy Care,  Hypertension — A Mo- 
saic of  Medicine,  Modern  Obstetrics: 
Postpartum  Hemorrhage,  Diagnosis  of 
Congenital  Dislocation  of  the  Hip,  Com- 
prehensive Rehabilitation  of  a Quad- 
ruple Amputee,  The  Repair  of  Incisional 
and  Inguinal  Hernias,  and  V.D.:  A New 
Focus. 

Scientific,  technical  exhibits 
More  than  50  scientific  and  200  tech- 
nical exhibits  will  be  on  display  in  the 
Hall  of  Exhibits  in  the  San  Antonio 
Convention  Center  during  the  1972 
Annual  Session. 

Exhibit  hours  are  from  8:30  a.m.  to 
5:30  p.m.  on  Thursday,  May  11;  from 
8 a.m.  to  5:30  p.m.  on  Friday,  May  12; 
and  from  8 a.m.  to  4 p.m.  on  Satur- 
day, May  13. 

Scientific  exhibitors  with  outstand- 
ing displays  will  be  recognized.  First, 
second,  and  honorable  mention  awards 
will  be  given  in  each  of  four  categor- 
ies: (1)  individual  exhibits,  (2)  group 
exhibits,  (3)  institutional  exhibits,  and 
(4)  education  promotional  exhibits. 

In  addition  to  these  awards,  the 
Aesculapius  Award  will  be  given  to  the 
Texas  physician  displaying  the  most 
outstanding  exhibit. 

All  scientific  exhibit  award  winners 
will  be  announced  at  the  general  meet- 
ing luncheon  on  Friday. 

Technical  exhibits  will  also  be  locat- 
ed in  the  Convention  Center’s  Hall  of 
Exhibits,  and  hours  will  be  the  same  as 
those  for  scientific  exhibits. 

Representatives  from  the  various 


companies  and  groups  exhibiting  will 
be  on  hand  to  discuss  their  products 
and  services  with  interested  physi- 
cians. Technical  exhibitors  include 
pharmaceutical  companies,  the  insur- 
ance industry,  business  equipment 
suppliers,  and  other  related  enter- 
prises. 

House  of  Delegates 

The  business  side  of  the  Annual  Ses- 
sion will  begin  at  9 a.m.  on  Thursday, 
May  11,  when  the  first  session  of  the 
House  of  Delegates  convenes. 

Other  sessions  are  scheduled  to  be- 
gin on  Friday  at  6:30  p.m.  and  on  Sat- 
urday at  3 p.m.  All  of  the  meetings  will 
be  held  in  the  Anacacho  Room  of  the 
St.  Anthony  Hotel. 

On  the  opening  day  of  the  House, 
delegates  will  be  hosted  at  a luncheon 
at  11:45  p.m.  in  the  Grand  Ballroom 
of  the  Gunter  Hotel,  where  they  will 
hear  Dr.  Guy  A.  Owsley  of  Hartford 
City,  Ind.,  discuss  "Utilization  Review, 
Peer  Review,  and  the  Physician.’’  Dr. 
Owsley  is  chairman  of  the  AMA  Coun- 
cil on  Medical  Service.  On  Friday  even- 
ing, the  American  Association  of  Medi- 
cal Assistants,  State  of  Texas  chapter, 
will  sponsor  a coffee  for  the  House  of 
Delegates. 

A special  hearing  committee  will 
meet  during  the  1972  Annual  Session 
to  collect  comments  and  ideas  on  the 
future  course  of  the  American  Medical 
Association.  The  committee,  which  will 
be  composed  of  the  nine  Texas  dele- 
gates to  the  AMA,  will  meet  in  the 
Anacacho  Room  of  the  St.  Anthony 
Hotel  on  Friday,  May  12,  at  9 a.m.  All 
physicians  with  suggestions  for  the 
future  course  of  the  AMA  are  urged  to 
attend  the  meeting  and  express  their 
views.  If  impossible  to  attend,  physi- 
cians should  contact  their  county  so- 
ciety delegate  to  TMA  and  ask  him  to 
forward  their  comments. 

Reference  committees  of  the  House 
will  begin  their  work  on  the  business 
assigned  to  them  on  Thursday  after- 
noon. Other  TMA  boards,  councils,  and 
committees  will  be  meeting  Wednes- 
day through  Saturday  to  transact  their 
business. 

All  members  of  the  Association  may 
appear  before  any  reference  committee 
or  the  special  hearing  committee  to 
support  or  oppose  any  proposal  and 
may  attend  meetings  of  the  House, 
but  only  qualified  delegates  may  par- 
ticipate in  discussion  and  voting  on 
the  floor  of  the  House. 

Auxiliary  program 

The  Woman’s  Auxiliary  to  TMA  has  an 


active  schedule  for  the  1972  Annual 
Session,  too. 

Meetings  of  the  Auxiliary’s  advisory 
and  finance  committees  will  begin  on 
Wednesday.  On  Thursday,  Auxiliary 
President  Mrs.  Andrew  G.  GoesI  of 
Texarkana  will  report  on  the  Auxiliary’s 
activities  to  the  House  of  Delegates. 

An  executive  board  luncheon  and 
several  special  events  have  also  been 
set  for  Thursday.  From  2:30  p.m.  to 
5:30  p.m.,  MDs  wives  can  "treasure 
hunt”  (that  is,  shop  for  fascinating 
items  on  San  Antonio’s  beautiful  River 
Walk)  and  then  tour  the  McNay  Art 
Institute.  Also  on  Thursday,  a merienda 
(Spanish  tea)  will  honor  Mrs.  GoesI. 
The  tea  is  to  begin  at  4 p.m.  and  will 
last  to  5:30  p.m.  A dinner  honoring 
past  state  Auxiliary  Presidents  will  be 
held  Thursday  evening. 

On  Friday,  the  ladies  will  get  back 
to  work  with  their  first  general  business 
meeting  scheduled  from  8:30  a.m.  to 
11:30  a.m.  A luncheon  honoring  county 
Auxiliary  presidents  is  also  planned  for 
that  day. 

Saturday  will  mark  the  end  of  the 
business  portion  of  the  Auxiliary’s  54th 
annual  convention,  and  Mrs.  GoesI  will 
pass  the  gavel  to  Mrs.  Jack  D.  Gerdes 
of  Houston,  the  Auxiliary’s  President- 
Elect,  at  the  installation-style  show 
luncheon  to  be  held  at  noon. 

The  Auxiliary  will  also  have  several 
exhibits  on  view  throughout  the  con- 
vention, and  a hospitality  room,  cour- 
tesy of  International  Travel  Advisors, 
Inc.,  will  be  open  Thursday  through 
Saturday. 

Entertainment  and  sports 
While  Annual  Session  is  mostly  "work,” 
there  will  also  be  some  opportunity  for 
"play.” 

On  Saturday  night,  TMA’s  Fiesta 
Noche  del  Rio  will  be  held  in  the  Ban- 
quet Hall  of  the  San  Antonio  Conven- 
tion Center.  The  evening  will  begin  at 
7 p.m.  with  cocktails,  Mexican  hors 
d’oeuvres,  and  mood-setting  mariachi 
music.  At  8 p.m.,  a steak  dinner,  Tam- 
pico style,  will  be  served.  At  approxi- 
mately 9 p.m.,  the  colorful  River  show 
featuring  Rosita  Fernandez  will  begin. 
Cost  per  person  (including  cocktails, 
dinner,  and  entertainment)  will  be  $15, 
and  proceeds  will  go  to  the  Physicians 
Benevolent  Fund  of  TMA  and  the 
Woman’s  Auxiliary. 

There  will  also  be  several  opportuni- 
ties for  classmates  to  meet  and  discuss 
old  times  and  the  future.  Tickets  and 
additional  information  may  be  obtained 
in  the  registration  areas  of  the  Con- 
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YOU  CAN  BE  COVERED  WHILE  FLYING  AS  A PASSENGER  UNDER 
TMA’S  ACCIDENTAL  DEATH  INSURANCE  UNLESS  YOU  HAVE  DU- 
TIES ABOARD  THE  AIRCRAFT  OR  YOU  ARE  GIVING  OR  RECEIVING 
TRAINING. 


The  Texas  Medical  Association  Insurance  Program  Also  Includes: 


• DISABILITY  INCOME 

• LIFE  INSURANCE 

• EMPLOYEE  LIFE  AND  HEALTH 

• MAJOR  MEDICAL 

• OFFICE  OVERHEAD 


For  Information  Contact: 


THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 


PHONE  - 512/476-6551 

Underwritten  By 
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vention  Center. 

Alumni  events  planned  for  Friday, 
May  12,  include: 

Baylor  College  of  Medicine,  Houston. 
Annual  reception  and  dinner,  7 p.m.. 
Colonial  Room,  Menger  Hotel. 

Tulane  University  School  of  Medicine, 
Ne\«  Orleans.  Cocktail  reception-Dutch 
treat,  7 p.m..  La  Vista  Room,  Hilton 
Palacio  del  Rio. 

University  of  Havana,  Havana.  Cock- 
tail buffet  and  dancing,  7 p.m..  River 
Room,  Convention  Center. 

University  of  Texas  Medical  Branch, 
Galveston.  Cocktail  buffet,  6:30  p.m.. 
International  Ballroom,  Hilton  Palacio 
del  Rio. 

University  of  Texas  Southwestern  Medi- 
cal School.  Dallas.  Cocktail  reception, 
7 p.m..  Renaissance  Room,  Menger 
Hotel. 

University  of  Arkansas  Caduceus  Club, 
Little  Rock.  Cocktail  reception  and  din- 
ner, 6:30  p.m.,  Corte  Real  Club,  Hilton 
Palacio  del  Rio. 

Most  class  reunions  will  be  held 
Thursday,  May  11,  at  6:30  p.m.  in  the 
locations  noted: 

University  of  Texas  Medical  Branch 
Class  of  1922.  Cocktail  reception, 
Ming  Room,  Menger  Hotel. 

University  of  Texas  Medical  Branch 

Class  of  1924.  Cocktail  reception  and 
dinner.  The  Stockman  Restaurant,  409 
E.  Commerce. 

University  of  Texas  Medical  Branch 

Class  of  1932.  Cocktail  reception  and 
dinner,  cocktails  in  the  La  Duquesa 
Room,  dinner  in  the  La  Princesa  Room, 
Hilton  Palacio  del  Rio. 

University  of  Texas  Medical  Branch 

Class  of  April,  1942.  Cocktail  recep- 
tion, Cavalier  Room,  Menger  Hotel. 
University  of  Texas  Medical  Branch 

Class  of  1952.  Cocktail  reception.  Ren- 
aissance Room,  Menger  Hotel. 

The  University  of  Texas  Medical 
Branch  Class  of  1947  will  host  a cock- 
tail reception  on  Saturday,  May  13, 
from  5 p.m.  to  7 p.m.  in  the  La  Vista 
Room  of  the  Hilton  Palacio  del  Rio. 

As  for  sports,  the  athletic  physician 
will  find  a number  of  competitions  to 
keep  him  busy. 

Preregistration  for  all  events  is  en- 
couraged, and  information  regarding 
the  events  may  be  obtained  at  the 
sports  events  desk  in  the  registration 
area  of  the  Convention  Center. 

These  are  the  contests  planned: 

Golf.  Wednesday,  May  10,  at  the  Pecan 
Valley  Country. 

Skeet  and  trap.  Wednesday,  May  10, 
San  Antonio  Gun  Club. 


Tennis.  Wednesday,  May  10,  John  R. 
McFarlin  Tennis  Center  in  San  Pedro 
Park. 

Boating.  Wednesday,  May  10,  Canyon 
Lake.  Activities  will  be  arranged  by 
Dr.  Paul  Langelier  based  on  interest 
shown  by  TMA  members. 

The  annual  Physicians’  and  Wives’ 
art  exhibit  will  also  be  an  attraction  of 
the  meeting. 

Exhibit  hours  will  be  at  the  same 
times  for  the  scientific  and  technical 
displays.  This  year,  artists  may  offer 
their  works  for  sale.  Prizes  for  the  best 
entries  will  again  be  awarded. 

Services 

A variety  of  services  at  the  Annual 
Session  will  be  available  to  assist 
those  participating  in  the  annual  con- 
vention. 

Registration  for  the  session  is  set 
to  begin  at  1:30  p.m.  on  Wednesday. 
Registration  areas  and  hours  of  opera- 
tion are  as  follows: 

San  Antonio  Convention  Center  (Alamo 
Street  entrance):  Wednesday,  1:30  p.m. 
to  5:30  p.m.;  Thursday,  7:30  a.m.  to 
5:30  p.m.;  Friday,  7:30  a.m.  to  5:30 
p.m.;  and  Saturday,  7:30  a.m.  to 
5 p.m. 

St.  Anthony  Hotel  (east  end  of  lobby): 
Wednesday,  1:30  p.m.  to  5:30  p.m.; 
Thursday,  7:30  a.m.  to  5:30  p.m.; 
Friday,  7:30  a.m.  to  4 p.m.;  Saturday, 
7:30  a.m.  to  4 p.m. 

Hilton  Palacio  del  Rio  Hotel  (Terrace 
level  foyer);  Sunday,  7:30  a.m.  to  noon. 

A message  center,  furnished  through 
the  courtesy  of  Southwestern  Bell  Tele- 
phone Co.,  will  be  receiving  and  trans- 
mitting messages  to  physicians  on 
Thursday,  Friday,  and  Saturday.  The 
center  will  be  located  in  the  center  of 
the  Hall  of  Exhibits  in  the  Convention 
Center.  The  Message  Center  (tele- 
phone no.  222-8061)  will  accept  emer- 
gency messages  for  physicians  and 
will  post  them  on  the  Message  Center 
board. 

The  Host  City  Information  Booth, 
which  will  be  in  the  center  of  the  Hall 
of  Exhibits  also,  will  be  able  to  assist 
Annual  Session  participants  regarding 
events,  directions,  restaurants,  and 
historical  places  in  the  city. 

The  Program  Information  Center  will 
have  information  available  regarding 
speakers,  topics,  and  location  of  the 
scientific  programs  of  the  Annual  Ses- 
sion. The  center  will  be  located  in  the 
Hall  of  Exhibits. 

The  Texas  Medical  Association  Of- 
fice will  be  maintained  in  Room  305  of 
the  St.  Anthony  Hotel,  and  the  Bexar 


County  Medical  Assistants  Society  will 
help  with  ticket  sales,  general  informa- 
tion, and  transmitting  messages  to 
physicians. 

A first  aid  kit  will  be  available  at  the 
registration  desk  for  registrants  who 
may  become  ill  or  who  are  injured.  An 
emergency  physician  will  be  on  call 
and  present  at  each  daily  session. 

A News  Room  will  be  maintained  in 
the  Executive  Offices  of  the  Conven- 
tion Center,  and  the  headquarters  for 
TMA  Bulletin,  the  daily  convention 
newsletter,  will  be  in  the  mezzanine  of 
the  center. 

Any  requests  or  problems  concerning 
equipment  for  meeting  rooms  should 
be  directed  to  Room  4 of  the  Conven- 
tion Center. 

Memorial  Service 

Designed  to  pay  tribute  to  physicians 
who  have  died  during  the  past  year, 
the  Memorial  Service  is  scheduled  from 
9:30  a.m.  to  10  a.m.  on  Sunday,  May 
14,  in  the  Peraux  Room  of  the  St. 
Anthony  Hotel. 

The  service  will  include  two  solo 
musical  presentations  and  addresses 
for  deceased  physicians  and  the  de- 
ceased wives  of  physicians.  Mrs.  Ben- 
jamin F.  Simms  of  Austin  will  give  the 
memorial  address  for  deceased  wives 
of  physicians,  while  Dr.  Joshua  A. 
Smith  of  San  Antonio  will  present  the 
memorial  address  for  deceased  physi- 
cians. Dr.  Jack  B.  Lee  of  San  Antonio, 
Speaker  of  the  TMA  House  of  Dele- 
gates, will  play  the  prelude  and  post- 
lude. 

Clinical  training  arranged 
for  allied  health  students 

Affiliation  agreements  with  eight 
health-care  facilities  in  Texas,  to  pro- 
vide clinical  training  for  allied  health 
students  at  The  University  of  Texas 
Medical  Branch  at  Galveston,  have 
been  approved  by  the  UT  System 
board  of  regents. 

The  medical  facilities  and  the  type 
of  training  they  will  provide  include 
Hermann  Hospital  and  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at  Hous- 
ton, medical  records;  Cerebral  Palsy 
Treatment  Center  of  Bexar  County  at 
San  Antonio,  Dallas  Home  and  Hospital 
for  the  Jewish  Aged,  Methodist  Hospi- 
tal at  Houston,  and  Baylor  University 
Medical  Center  at  Dallas,  occupational 
therapy;  Physical  Therapy  Clinic  at  Gal- 
veston, and  Scott  and  White  Hospital 
at  Temple,  physical  therapy. 
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Internal  medicine  groups 
propose  amalgamation 

Officials  of  the  American  Society  of 
Internal  Medicine  (ASIM)  and  the 
American  College  of  Physicians  (ACP) 
recommended  to  their  respective  gov- 
erning bodies  March  27  that  the  two 
organizations  be  amalgamated,  provid- 
ing “the  necessary  details  can  be 
worked  out  so  that  equal  emphasis 
will  be  given  to  education  in  the  clini- 
cal sciences  and  education  in  the 
science  of  health  care  delivery.” 

The  announcement  was  made  in  a 
letter  to  members  of  the  two  groups 
from  Dr.  Otto  C.  Page  of  Portland, 
Ore.,  president  of  the  12,000-member 
American  Society  of  Internal  Medicine, 
and  Dr.  Hugh  R.  Butt  of  Rochester, 
Minn.,  president  of  the  20,000-member 
American  College  of  Physicians.  The 
two  presidents  headed  an  ACP-ASIM 
liaison  committee  which  for  several 
years  has  discussed  their  respective 
interests  and  responsibilities  in  gradu- 
ate and  continuing  education  and  in 
the  social  and  economic  fields. 

The  membership  letter  said:  “It  has 
now  become  obvious  that  we  cannot 
separate  educational  activities  from 
social  and  economic  factors  and  that 
the  strength  of  both  societies  are 
needed  if  they  are  to  become  leaders 
and  spokesmen  for  internal  medicine.” 

Under  the  proposed  plans  for  amal- 
gamation, a new  organization  would  be 
created  to  be  known  as  the  American 
College  of  Physicians-American  Society 
of  Internal  Medicine,  with  membership 
consisting  of  current  members  of  ASIM 
and  ACP.  While  there  would  be  some 
overlap  in  membership,  the  new  organ- 
ization would  be  the  fourth  largest 
nationally.  The  liaison  committee  said 
it  believed  the  final  action  on  the  amal- 
gamation can  be  taken  in  April,  1973, 
when  both  organizations  have  annual 
meetings  in  Chicago,  III. 

TMA  President  blasts 
Medicaid  fraud  statement 

Leading  an  attack  on  the  “insulting 
and  degrading”  fraud  prosecution 
statement  printed  on  the  back  of  Med- 
icaid claim  checks  and  forms.  Dr. 
James  H.  Sammons,  President  of  the 
Texas  Medical  Association,  has  in- 
formed Texas  Congressmen  and  Sena- 
tors that  the  Association  intends  to 
“pursue  this  discriminatory  action  to 
whatever  length  is  necessary  to  termi- 
nate it,  via  regulatory,  judicial,  or  legis- 
lative levels  of  action.” 


This  Association-sponsored  message  is  now  appearing  on  billboards  throughout  Texas  in  an 
effort  to  increase  the  protective  immunization  level  in  the  state.  The  30-sheet  posters  were 
printed  with  the  aid  of  a grant  from  Merck  Sharp  & Dohme,  and  local  outdoor  advertising 
companies  are  donating  space  on  a public  service  basis.  A total  of  254  billboards  are  to 
be  used  in  spreading  the  message.  First  posters  went  up  in  February;  others  are  going  up 
now  or  are  scheduled  to  be  posted  in  the  near  future.  Promotional  material  on  immuniza- 
tion will  be  available  upon  request  from  the  TMA  Public  Relations  Office. 


Dr.  Sammons  wrote  them  in  early 
March  concerning  the  regulation  found 
in  paragraph  250.80,  Chapter  II,  Title 
45,  of  the  Code  of  Federal  Regulations. 

The  TMA  President  pointed  out  that 
under  the  regulation,  “providers  of 
services  under  the  Medical  Assistance 
Act  are  singled  out  and  required  to 
certify  on  the  claims  payment  check 
and  claims  form  that  they  are  not  act- 
ing fraudulently  in  claiming  payment 
for  their  services.” 

Dr.  Sammons  protested  that  this  re- 
quirement discriminates  against  the 
physician  as  a provider  of  services  and 
implies  that  “physicians  are  more  like- 
ly to  commit  fraudulent  acts  against 
the  United  States  and  state  govern- 
ments than  are  other  individual  Ameri- 
cans.” 

“There  is  absolutely  no  evidence  to 
support  this  inference,”  emphasized 
Dr.  Sammons. 

The  Association's  President  called 
upon  the  legislators  to  support  the 
removal  of  the  requirement  or  to  call 
upon  the  Social  and  Rehabilitation  Ser- 
vices of  the  Social  Security  Adminis- 
tration to  desist  from  this  discrimina- 
tory action  “by  applying  this  same  re- 
quirement to  all  checks  and  claims 
issued  under  the  authority  of  the  So- 
cial Security  Administration  and  the 
Department  of  Health,  Education,  and 
Welfare.” 

“Indeed,”  wrote  Dr.  Sammons,”  “we 
believe  that  if  a fraud  statement  is  to 
be  federal  policy,  it  should  apply  to 
all  checks  for  services,  wages,  supplies, 
and  equipment  issued  by  the  Govern- 
ment of  the  United  States.” 


Dr.  Sammons  noted  also  that  he  had 
received  many  angry  protests  from 
physicians  concerning  this  require- 
ment. 

April  tagged  as  month 
to  ^stress’  physical  fitness 

The  Texas  Medical  Association  has 
joined  with  several  other  associations 
and  agencies  in  supporting  April  as 
“Physical  Fitness  Month.” 

Gov.  Preston  Smith  signed  the  proc- 
lamation naming  this  month  as  a time 
of  emphasis  on  physical  fitness. 

The  proclamation  urges  the  cooper- 
ation of  all  sources  of  physical  activity 
to  participate  with  the  Governor’s  Com- 
mission on  Physical  Fitness  in  promot- 
ing activities,  clinics,  and  speakers  em- 
phasizing the  value  of  physical  fitness. 

The  proclamation  further  notes  that 
the  ordinary  tasks  of  daily  living  no 
longer  provide  enough  vigorous  exer- 
cise and  thus  a serious  problem  has 
resulted.  It  adds  that  “today’s  in- 
creased leisure  accompanied  by  the 
poor  health  habits  of  overeating,  phy- 
sical inactivity,  and  idleness  have  con- 
tributed to  the  fact  that  one-half  of 
America’s  adults  are  overweight  and 
that  55%  of  all  deaths  in  the  United 
States  relate  to  disease  of  the  heart 
and  blood  vessels,  most  of  which  are 
associated  with  obesity  and  inactivity.” 

The  Governor’s  Commission  on  Phy- 
sical Fitness,  a relatively  new  agency 
created  by  the  state  Legislature  to 
promote  and  coordinate  physical  fit- 
ness activities,  will  be  coordinating 
“Physical  Fitness  Month”  events. 
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Summer  camp  offered 
for  diabetic  children 

With  the  summer  months  not  far  away, 
many  youngsters  are  looking  forward 
to  camp  days,  including  diabetic  chil- 
dren who  will  be  attending  this  year’s 
Texas  Lions  Camp  for  diabetic  children. 

The  camp,  which  will  last  from  June 
5 through  June  23  this  year,  is  de- 
signed to  give  diabetic  children  an 
opportunity  to  have  fun,  while  also 
learning  that  they  are  not  "sick”  or 
"different”  and  can  live  happy,  normal 
lives  like  other  children  by  following 
good  health  practices. 

The  camp  is  sponsored  by  the  Lions 
of  Texas  with  the  cooperation  of  the 
South  Texas  Diabetes  Association.  Res- 
ident medical  supervision  is  provided 
by  the  department  of  pediatrics  of  The 
University  of  Texas  Medical  Branch  at 
Galveston. 

Texas  youngsters  ages  6 to  16  will 
enjoy  the  usual  camp  activities  such 
as  swimming,  life-saving,  horseback 
riding,  arts  and  crafts,  Indian  lore, 
riflery,  trapshooting,  archery,  gymnas- 
tics, trampoline,  fencing,  golf,  twirling, 
and  other  outdoor  athletic  sports  in 
the  beautiful  wooded  acreage  of  Camp 
Manison  at  Friendswood,  located  be- 
tween Houston  and  Galveston. 

Campers  will  be  watched  after  by 
pediatricians,  registered  nurses,  dieti- 
tians, the  camp  director,  the  program 
director,  and  counselors,  but  the  camp 
will  also  attempt  to  give  children  an 
opportunity  to  gain  confidence  in 
themselves  when  they  are  away  from 
their  parents  by  teaching  them  the 
nature  of  their  disease  and  how  it  may 
be  controlled. 

The  following  priority  categories 
have  been  established  for  the  camp: 

1.  A child  who  has  been  diabetic 
less  than  two  years  and  who  has  never 
attended  diabetic  camp. 

2.  A child  who  has  been  diabetic 
for  more  than  two  years  but  has  never 
attended  diabetic  camp. 

3.  A child  who  has  been  diabetic 
for  any  duration  of  time  and  has 
attended  camp. 

The  cost  of  the  camp  is  free  to  eligi- 
ble children;  all  fees  are  paid  for  by 
the  Lions  of  Texas. 

Applications  and  further  details  on 
the  camp  may  be  obtained  by  writing 
Texas  Lions  Camp,  P.O.  Box  247, 
Kerrville  78028. 

The  Texas  Lions  League,  Inc.,  a non- 
profit, charitable  organization  funded 
by  the  Lions  of  Texas  and  others  in- 


terested in  serving  the  handicapped, 
has  operated  the  diabetic  camp  since 
1971.  The  league,  with  headquarters 
in  Kerrville,  also  operates  the  Texas 
Lions  Camp  for  Crippled  Children  for 
two  weeks  during  the  summer  and  the 
Rehabilitation  Center  for  the  Adult 
Blind  in  Kerrville  during  other  months. 

MDs  for  Vietnam  program 
extended  through  Nov.  30 

Volunteer  American  physicians  will  con- 
tinue to  serve  in  Vietnam  through  at 
least  Nov.  30,  1972,  under  the  Volun- 
teer Physicians  for  Vietnam  Program. 

This  announcement  follows  an  oral 
agreement  reached  by  the  American 
Medical  Association  and  the  Agency  for 
International  Development  on  an  exten- 
sion of  the  contract  between  the  two 
groups. 

The  AMA  has  been  serving  as  ad- 
ministrator of  the  program  for  some 
time.  The  volunteer  assistance  project 
is  designed  to  help  South  Vietnam 
meet  its  civilian  medical  needs. 

More  than  700  US  physicians,  in- 
cluding several  from  Texas,  have  par- 
ticipated in  the  program,  serving  al- 
most 900  tours  of  duty. 

Aspects  of  vendor  drug 
program  reviewed  again 

Prior  authorization  for  prescriptions 
above  the  limitation  set  under  the 
Vendor  Drug  Program  was  again  a 
topic  of  correspondence  between  the 
Texas  Medical  Association  and  the 
Texas  State  Department  of  Public  Wel- 
fare, which  administers  the  program. 

The  correspondence  from  TMA  Pres- 
ident Dr.  James  H.  Sammons  to  Dr. 
Philip  A.  Gates,  assistant  commissioner 
for  medical  affairs  in  the  Welfare  De- 
partment, concerned  recent  discus- 


Mercantile  National  Bank  Stock  Fund 
Loomis-Sayles  Capital  Development  Fund 
T.  Rowe  Price  Growth  Stock  Fund 
Loomis-Sayles  Mutual  Fund 
Stein  Roe  & Farnham  Balanced  Fund 
Mercantile  Bank  Fixed  Income  Fund 


sions  of  the  matter  at  the  last  meeting 
of  the  Medical  Care  Advisory  Commit- 
tee to  Title  XIX. 

Dr.  Sammons  restated  that  the  Asso- 
ciation "is  firmly  committed  to  the 
concept  that  a physician’s  prescription 
is  adequate  evidence  of  the  patient’s 
need  for  medication,  and  that  any  at- 
tempt to  adopt  a prior  authorization 
form,  to  elicit  diagnosis  information, 
evidence  of  need  or  otherwise  add  to 
the  physician’s  paperwork  beyond  the 
claims  form  will  be  vigorously  opposed 
by  the  Texas  Medical  Association.” 

Dr.  Gates  noted  TMA’s  suggestions 
for  improving  the  program  as  proposed 
by  the  Association’s  Council  on  Tax- 
Financed  Health  Care  Programs  and 
approved  by  the  Executive  Board. 

The  TMA  President  again  outlined 
the  Association’s  suggestions  regard- 
ing short-run  and  long-run  apsects  of 
the  project. 

"For  the  short-run,”  said  Dr.  Sam- 
mons, "we  proposed,  prepared,  and 
submitted  a therapeutic  drug  list  from 
which  list  ‘over  and  above’  prescrip- 
tions could  be  honored  because  of 
their  obvious  necessity.  In  the  long 
run,  . . . computer  capability  in  line 
with  the  fiscal  intermediary’s  computer 
will  provide  the  basic  information  you 
will  need  from  the  claims  payment 
form,  or  in  the  alternative,  we  sug- 
gested the  addition  of  another  car- 
boned copy  of  the  claims  form  which 
Blue  Cross-Blue  Shield  could  collect 
and  mail  to  you.” 

The  Association  has  also  been  asked 
to  consider  the  concept  of  prescription 
co-payment  and  dollar  limitations  un- 
der the  Vendor  Drug  Program  and  the 
limitation  of  benefits  under  Title  XIX 
by  the  Medical  Care  Advisory  Com- 
mittee. 


$10.25 

$12.55 

$12.55 

14.20 

13.15 

15.23 

25.93 

31.70 

35.23 

16.82 

15.39 

19.22 

23.34 

22.93 

29.13 

10.00 

11.13 

11.13 

*Adjusted  to  include  dividends  and  distributions  since  9-30-68. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 
on  mutual  funds.) 

Original  Net  asset 

price  ^ value  per  share n 

Investment  media  9-30-68  2-29-72  2-29-72'= 
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^Habia  espanoi? 


If  not,  the  new  Rocom 
Health  History  Questionnaire 
asks  questions  in  Spanish... 


1 

3 

4 

5 


,',Lc  molcstan  coyiimuras  o musciilos  n'gidos  o dolorosos  ' 

I'.Se  Ic  hinchan  las  coyunluras? 

,',Lc  molesian  dolorcs  on  la  cspalda  u hombros? 

^■,Le  ducicn  los  pies  con  frccucncia? 

j.Esla  dcsabilitado  cn  alguna  mancra? 


1 

2 

3 

4 

5 


Si 

Si 


6.  i.Tiene  algun  problcnia  con  su  piel',' 6.  Si  — 

7.  ^•Le  pica  o quema  la  piel? 7.  Si 

8.  ^Sangra  por  largo  tiempo  cuando  se  hace  una  pequena  corladura?  ....  8.  Si 

9.  tSe  lastima  facilmcnie  formando  un  cardenal  0 morete? 9.  Si 


10.  ^Se  ha  desmayado  o se  ha  sentido  como  que  se  va  a desmayar? 10 

11.  (’.Ticne  alguna  parte  del  cuerpo  siempre  adormecida? II 

12.  ^Ha  tenido  alguna  vez  convulciones?  12 

13. x  tLe  ha  cambiado  ultimamcnie  su  letra  al  escribir? 13 

14.  ^Tiene  tendencia  a temblar  o nienearse  mucho? 14 


Si 

Si 

■Si 


provides 
answers  in 
English 


No 

No  ^ 


13.  MUSCULOSKELETAL 

^ aching  muscles  or  joints 
swollen  joints 
^ back  or  shoulder  pains 

painful  feet 

handicapped 


14.  SKIN 

skin  problems 

itching  or  burning  skin 

bleeds  easily 

bruises  easily 


No  ^ 
No 

No  J 
No  ^ 

Noi^ 


1.5.  NEUROLOGICAL 

faintness 

numbness 

convulsions 

change  in  handwriting 

trembles 


15. 

(,Se  pone  nervioso  cn  presencia  de  personas  exlranas? 

15. 

Si 

No 

16. 

^Se  le  hace  dificil  tomar  decisiones? 

16. 

Si  ^ 

No 

17. 

,;,Se  le  hace  dificil  conccnlrar  o recordar? 

17. 

Si^ 

No 

18. 

^Se  siente  solo  o deprim  ido?- 

18. 

Si 

No  ^ 

19. 

^Llora  a menudo? 

19. 

Si. 

No  ^ 

to 

p 

^Diria  usted  que  tiene  una  oerspecliva  irremediable? 

20. 

Noi^ 

21. 

(^Tiene  dificultad  en  relajar  o reposar? 

21. 

No 

->7  . 

^Tiende  a preocuparse  demasiado'^ 

Si  ^ 

No 

23. 

^Le  molcstan  o asustan  algunos  suchos  o pensamientos? 

23. 

Si 

No 

24. 

^Tiende  a scr  timido  o sensitivo? 

24. 

Si 

No2l 

25. 

,ySe  molesta  mucho  cuando  lo  crilican? 

25. 

Si  J 
Si  Q 

No 

26. 

iPierde  el  genio  con  frecuencia? 

26. 

No 

27. 

tCosas  pequehas  lo  hacen  molestar? 

. 27. 

Si  2^ 

No  ^ ... 

28. 

tLe  molesta  cualquier  trabajo  o problemas  familiares? 

28. 

Si 

No2z 

29. 

^Tiene  algun  problema  con  su  vida  sexual? 

29. 

Si 

No  ^ 

30. 

^Ha  considerado  alguna  vez  suicidarsc? 

30. 

Sii^ 

No^ 

31. 

tHa  deseado  alguna  vez,  o buscado.  ayuda  psiquiatrica? 

31. 

No J 

Copyright  © 1971  Patient  Care  Systems,  Inc.  All  rights  reserved. 


1 . MOOD 

^ nervous  with  strangers 
difficulty  making  decisions 
^ lack  of  concentration  or  memory 

lonely  or  depressed 

cries  often 

hopeless  outlook 
difficulty  relaxing 
^ worries  a lot 

frightening  dreams  or  thoughts 

_ shy  or  sensitive 
^ dislikes  criticism 
^ loses  temper 
^ annoyed  by  little  things 

work  or  family  problems 

sexual  difficulties 

_ considered  suicide 
desired  psychiatric  help 


When  your  patient  speaks  little  English  and  your  Spanish  is 
linnited  or  nonexistent,  you  need  the  new  Rocom  Health  History 
Questionnaire  (Spanish).* 

The  uniqueness  of  this  new  ROCOM  system  lies  in  the  fact 
that  the  questions  are  asked  in  Spanish,  but  you  read  the  answers 
in  English.  The  form  itself  does  the  “translating.” 

You  have  to  see  it  yourself  to  appreciate  the  ease  and 
completeness  of  this  new  history-taking  technique,  which  includes 
129  questions  covering  all  body  systems. 

*Created  and  developed  by  Patient  Care  Systems,  Inc. 


Division  of  Hoffmann -La  Roche  Inc. 
Box  169,  Fairview,  New  Jersey  07022 


For  information  about  the  new  Rocom  Health 
History  Questionnaire  (Spanish)  and  other 
components  in  the  Rocom  Medical  Management 
System,  please  fill  out  the  coupon  and  send  it 
to  us. 

Name 


Specialty 


Address 


City State Zip 

R MMS  . 1H 
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^jPaht/ulim 

<tAig/d 


Gantrisin®  (suifisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy 


FIESTA  NOCHE  DEL  RIO 

MAY  13, 1972 

Cocktails-Dinner-Dancing 

ENTERTAINMENT 

TMA’s  Fiesta  Noche  del  Rio  has  been  planned  es- 
pecially for  you  and  your  lady.  A mariachi  band  will 
play  during  the  cocktail  hour,  complete  with  Mexi- 
can hors  d'oeuvres,  followed  by  a steak  dinner, 
Tampico  style.  After  dinner  entertainment  will  begin 
in  a whirl  of  brilliant  skirts  and  stamping  heels,  as 
the  music  and  dances  of  Old  Mexico  enliven  the 
stage.  The  smooth  soprano  of  Rosita  Fernandez, 
the  flaming  flamenco  guitars,  and  the  myriad  acts 
of  other  lively  performers  add  up  to  an  evening  of 
entertainment  not  soon  forgotten.  Dancing  will  fol- 
low the  famous  Fiesta  Noche  del  Rio  show.  Dress 
is  optional.  All  activities  will  be  held  in  the  beautiful 
San  Antonio  Convention  Center  Banquet  Hall,  Sat- 
urday May  13,  starting  at  7 p.m. 

This  complete  entertainment  package  is  yours  for 
only  $15  per  person,  including  tax  and  tips.  Pro- 
ceeds go  to  the  Physicians  Benevolent  Fund  of 
TMA  and  Woman’s  Auxiliary. 

Plan  now  for  an  unforgetable  evening  of  fun.  Order 
your  tickets  today  on  the  handy  form  contained  in 
your  current  issue  of  Texas  Medicine. 


ANNUAL  SESSION 
SAN  ANTONIO 
MAY  11-14  1972 
TEXAS  MEDICAL  ASSOCIATION 


Before  prescribing,  please  consult  complete  product  infor* 
mationi  a summary  of  which  follows; 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  in- 
fections (primarily  cystitis,  pyelitis,  pyelonephritis)  due 
to  susceptible  organisms  {usually  £.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and  less  frequently,  Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tests 
are  not  always  reliable.  The  test  must  be  carefully  coordi- 
nated\  with  bacteriologic  and  clinical  response.  When  the 
patient  is  already  taking  sulfonamides,  follow-up  cultures 
Should  have  aminobenzoic  acid  added  to  the  culture  media. 
Currently,  the  increasing  frequency  of  resistant  organisms 
is  a limitation  of  the  usefulness  of  antibacterial  agents  in* 
eluding  the  sulfonamides,  especially  in  the  treatment  of 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa- 
tients receiving  sulfonamides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg/ 
100  ml  should  be  maximum  total  sulfonamide  level,  as 
adverse  reactions  occur  more  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfonamides,  in- 
fants less  than  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis),  pregnancy 
at  term,  and  during  the  nursing  period. 

Warnings;  Safety  of  sulfonamides  in  pregrrancy  has  not 
been  established.  Sulfonamides  will  not  eradicate  group 
A streptococci.  Deaths  associated  with 'sulfonamide  ad- 
ministration have  been  reported  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  Complete  blood  counts  and 
urinalyses  with  careful  microscopic  examination  should 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions;  Use  with  caution  when  impaired  renal  or 
hepatic  function,  severe  allergy  or  bronchial  asthma  is 
present.  In  glucose-6-phosphate  dehydrogenase-deficient 
•individuals,  hemolysis  (frequently  a dose-related  reac- 
tion) may  occur.  Maintain  adequate  fluid  intake  to  pre- 
vent crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombinemia,  methemo- 
globinemia. A//erg/c  reactions:  Erythema  multiforme  (Ste- 
vens-Johnson  syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbi- 
tal edema,  conjunctival  and  scleral  injection,  photosensi- 
tization, arthralgia,  allergic  myocarditis.  Gastrointestinal 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S,  reac- 
tions: Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia. Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred  with  sulfonamide 
therapy.  Sulfonamides  bear  certain  chemical  similarities 
to  some  goitrogens,  diuretics  and  oral  hypoglycemic 
agents.  Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sutfonamides. 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  contairiing  0.5  Gm  sulfisoxazole. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWOlVOUE 
BENEFITS  (F 
GANTRISIN 

sulAsoxazole/Roche 

ANDABOSrUS 


6. 

High  plasma  concentrations 

For  most  urinary  tract  infections,  therapeutic  plasma  levels  (5  to 
10  mg  per  cent)  are  usually  reached  in  2 to  3 hours  and 
can  be  maintained  on  a dosage  of  4 to  8 Gm/day. 

7 

Economy 

Average  daily  cost  of  therapy  only  about  780 
(3  tablets  q.i.d.) 

bonus 

The  Roche  commitment  to  sulfonamide  research 

Thirty  years  of  research  in  sulfonamide  development  and 
technology  provide  you  with  a drug  which  is  the 
standard  in  its  field. 


For  nonobstructed  cystitis 
begin  with  I 

Gantrisin* 

sulfisoxazole/Roche’’ 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


Official  gives  rapid  reply 
to  AP  ^overcharge’  story 

An  Associated  Press  story  carried 
in  several  Texas  newspapers  which 
claimed  that  physicians  had  charged 
a total  of  $500  million  in  excessive 
fees  last  year  received  a speedy  re- 
ply from  a Texas  Medical  Association 
official. 

In  two  days  after  the  story's  appear- 
ance, a news  release  issued  by  the 
Association  cited  TMA  Vice-President 
Dr.  Ed  W.  Schmidt's  views  on  the 
story,  which  quoted  statistics  from 
Blue  Cross  noting  that  $1  out  of  every 
$25  claimed  by  a physician  as  his  fee 
under  an  insurance  plan  is  disallowed 
by  health  insurance  carriers. 

A copy  of  Dr.  Schmidt's  statement 
was  sent  to  all  county  medical  society 
presidents  by  the  Association’s  Public 
Relations  Office,  with  a note  stating 
that  any  comments  from  the  local 
society  would  be  welcome  additions  to 
the  release.  Since  not  all  newspapers 
in  the  state  carried  the  story,  this 
approach  was  chosen  rather  than  a 
direct  reply  to  the  news  media. 

In  his  statement,  Dr.  Schmidt  said, 
"It  is  unsound  and  unreasonable  to 
call  physicians’  fees  ‘excess’  or  an 
‘overcharge’  just  because  the  full  fee 
was  not  reimbursed  by  a health  insur- 
ance plan.” 

The  Pecos  general  practitioner  noted 
that  ‘‘medical  fees,  like  most  charges 
of  other  professional  people,  are  not 
standardized.  If  a fee  is  higher  than 
that  normally  charged  by  other  doctors 
in  the  area,  it  is  usually  for,  in  the 
physician’s  judgment,  justifiable  rea- 
sons— such  as  additional  skill  or  time 
required  in  performing  medical  ser- 
vice.” 

He  added  that  health  insurance 
programs  hardly  ever  cover  the  full 
fees  of  most  physicians.  “Payment 
to  physicians  by  insurance  companies 
generally  are  based  upon  premiums 
which  patients  or  third  parties,  such 
as  business,  industry,  and  government, 
are  willing  to  pay.” 

Dr.  Schmidt  also  explained  that  Med- 
icaid fees  have  been  frozen  since  1968 
and  that  under  both  Medicaid  and 
Medicare,  the  maximum  fee  paid  is 
limited  to  the  75th  percentile  of  the 
range  of  charges  by  doctors  in  a given 
community. 

“In  other  words,”  said  the  TMA 
Vice-President,  “the  vast  majority  of 
physicians  are  receiving  pyayments 
which  are  less  than  their  ‘reasonable’ 


fees.” 

The  original  story,  which  was  re- 
leased by  the  AP  in  Washington,  was 
based  on  projections  made  by  a re- 
porter’s interpretation  of  figures  from 
The  National  Association  of  Blue  Shield 
Plans.  A check  with  the  American  Med- 
ical Association  revealed  that  the  arti- 
cle was  not  used  in  Washington  or  New 
York  newspapers,  nor  did  any  of  the 
television  networks  pick  up  the  story. 

ASCP,  UT  formalize 
medical  technology  study 

University  of  Texas  System  regents 
have  approved  a formal  affiliation 
agreement  between  the  University  Sys- 
tem and  American  Society  of  Clinical 
Pathology-approved  schools. 

The  agreement  applies  to  medical 
technology  programs  at  UT  Austin,  UT 
E!  Paso,  and  UT  Arlington. 

In  essence,  the  agreement  specifies 
that  “students  who  have  completed 
satisfactorily  both  the  academic  re- 
quirements ...  of  the  University  and 
the  prescribed  course  of  study  of  the 
ASCP-approved  school  will  be  awarded 
a bachelor  of  science  degree  in  medi- 
cal technology  by  the  University.” 

The  affiliation  contracts  will  not  alter 
the  University’s  medical  technology 
programs,  but  will  only  formalize  pro- 
cedures which  have  been  followed  in- 
formally in  the  past. 

SA  medical  school  names 
services  coordinator 

Warren  E.  Coffman  has  joined  the 
staff  of  The  University  of  Texas  Medi- 
cal School  at  San  Antonio  as  coordi- 
nator of  extramural  services;  the  an- 
nouncement was  made  by  Dr.  David 
Kronick,  director  of  medical  communi- 
cations and  school  librarian. 

Coffman,  a retired  Air  Force  career 
officer  and  educator,  will  help  develop 
the  medical  school’s  program  to  extend 
library  services  and  biomedical  infor- 
mation to  hospitals  and  other  health 
institutions  in  South  Texas  presently 
without  such  resources. 

Under  federal  funding  from  the 
Regional  Medical  Library  Program,  the 
San  Antonio  medical  library  has  been 
designated  as  a regional  source  for 
health  information. 

In  his  new  post,  Coffman,  also  will 
work  with  Dr.  Paul  Cutler,  associate 
dean  of  clinical  affairs,  in  extending 
programs  of  continuing  education  for 
physicians  and  other  health  personnel 
in  areas  outside  San  Antonio. 


The  school  currently  is  sponsoring 
a series  of  18  seminars  dealing  with 
commonly  encountered  illnesses  on  a 
patient  care  level  for  physicians  locat- 
ed at  33  hospitals  throughout  South 
Texas. 

The  seminars  are  held  in  the  medi- 
cal school  auditorium,  but  are  relayed 
to  out-of-town  doctors  by  means  of 
a two-way  telephone  communication 
technique  called  “Teleconference.” 

Coffman  will  serve  as  liaison  officer 
between  the  school  and  participating 
hospitals  in  helping  to  extend  such 
programs. 

He  retired  as  a lieutenant  colonel 
after  26  years  of  military  service,  much 
of  which  was  spent  in  the  educational 
field.  His  last  assignment  prior  to  re- 
tirement was  as  operations  officer  for 
the  resident  school  of  the  Industrial 
College  of  the  Armed  Forces,  the  sen- 
ior graduate  management  educational 
institution  in  the  Department  of  De- 
fense, located  in  Washington,  D.  C.  As 
such,  Coffman  participated  in  the  de- 
velopment of  the  academic  program, 
master  training  schedule,  classroom 
assignments,  student  evaluation  pro- 
gram, and  student  groupings. 

Former  El  Paso  physician 
named  to  hall  of  honor 

The  late  Dr.  Hugh  Spotswood  White, 
pioneer  El  Paso  physician,  has  become 
the  first  MD  to  be  named  to  the  Hall 
of  Honor  by  the  El  Paso  Historical 
Society. 

Inducted  into  the  hall  posthumously. 
Dr.  White  had  practiced  medicine  in 
El  Paso  for  37  years.  The  pioneer  phy- 
sician established  clinics  for  the  poor 
and  laid  the  foundation  of  the  present 
El  Paso  City-County  Hospital  system. 

He  began  a six-year  term  of  service 
as  county  physician  in  1909,  some 
eight  years  after  he  began  practice  in 
El  Paso.  Dr.  White  was  concerned  with 
rabies  and  smallpox  in  early  day  El 
Paso  and  took  steps  to  protect  the 
community. 

After  working  for  several  years  in 
old,  rented  buildings  that  had  been 
serving  as  the  community’s  hospital. 
Dr.  White  launched  a campaign  for  the 
construction  of  a modern  medical  facil- 
ity. Through  his  efforts,  a hospital  was 
funded  and  built.  It  served  for  many 
years  until  replaced  by  the  current 
R.  E.  Thomason  General  Hospital. 

Dr.  White  died  in  1943  at  the  age 
of  67.  He  is  survived  by  his  widow  and 
a son,  both  of  El  Paso. 
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TEXAS  MEDICINE 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 
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^ ASmiN  $ Oft.^PeNTOBAnBITAL  T/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours,  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

'“May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


,r?p, 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

SCince  /S'SS 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  Joss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


Mylanta 

24  million  ho  yrs 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G. I.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

^ J PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Though  Talwin®  can  be  compared 
to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
for  prolonged  periods  face  fewer  of 
the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information. ) 
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Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  eifects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic : sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease  ; 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression,  J 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg.  ■ 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi-< 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received  ^ 
Talwin  orally  for  prolonged  periods  have  not  experienced  with-  | 
drawal  symptoms  even  when  administration  was  abruptly  discon-  . 
tinned  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has  ’• 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and  , 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  A/ani/esfations.  Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 
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NEWS 

College  of  Physicians  lists 
new  Texas  members 

Several  Texas  physicians  have  been 
granted  membership  in  the  American 
College  of  Physicians. 

All  of  the  new  members  have  been 
graduated  from  medical  school  for  at 
least  five  years,  have  limited  their  prac- 
tice to  internal  medicine  or  a related 
specialty,  and  have  submitted  evidence 
of  their  eligibility  to  take  their  specialty 
board  examinations,  according  to  Dr. 
Hugh  R.  Butt  of  Rochester,  Minn.,  pres- 
ident of  the  college. 

The  college  also  has  a higher  mem- 
bership category,  that  of  fellow,  to 
which  members  may  be  elected  as  they 
gain  experience. 

New  Texas  members  of  the  college 
include: 

Arlington — Dr.  Michael  M.  Ditto. 

Austin — Dr.  Ted  L.  Edwards,  Jr. 

El  Paso — Drs.  Robert  Griffiths  (Maj., 
MC  USA),  Lawrence  Hootkin  (Maj.,  MC 
USA),  Charles  Lewis  (Lt.  Col.,  MC 
USA),  David  A.  Linden,  (Maj.,  MC 
USA),  and  Martin  M.  Oken  (Maj.,  MC 
USA). 

Fort  Sam  Houston,  San  Antonio — Dr. 
Richard  B.  Levine  (Maj.,  MC  USA). 
Houston — Drs.  Benjamin  F.  Orman  and 
Jackson  Joe  Yium. 

Odessa — Dr.  William  H.  Lauderdale. 
Richardson — Dr.  Robert  C.  Page. 

San  Antonio — Dr.  Karl  H.  Hempel. 

AMA  committee  studies 
migrants’  health  needs 

The  inability  to  finance  hospital  ser- 
vices, lack  of  health  education,  and 
poor  nutrition  have  been  cited  by  the 
American  Medical  Association’s  Com- 
mittee on  Health  Care  of  the  Poor  as 
three  urgent  problems  of  migrant 
workers. 

At  a two-day  meeting  in  McAllen  re- 
cently, Dr.  John  H.  Burkhart  of  Knox- 
ville, Tenn.,  committee  chairman,  not- 
ed that  the  major  problem  confronting 
the  migrant  is  economics.  The  oppor- 
tunity to  work  steadily  and  to  be  pro- 
ductive should  enable  the  migrant  to 
solve  most  of  his  problems.  Dr.  Burk- 
hart said. 

The  regional  meeting  was  the  sec- 
ond in  a series  being  conducted  by  the 
committee  to  examine  various  aspects 
of  health  of  the  poor.  It  was  held  in 
cooperation  with  the  Texas  Medical 
Association. 

Participants  included  representatives 
from  TMA  and  medical  societies  from 
surrounding  states  as  well  as  state 


and  federal  officials  concerned  with 
migrant  health,  educators,  and  migrant 
workers. 

Based  on  their  conclusions,  the  com- 
mittee will  formulate  recommendations 
to  be  used  by  AMA,  local  medical  so- 
cieties, community  leaders,  and  gov- 
ernment at  all  levels  to  improve  the 
health  status  of  migrant  workers. 

Houston  medical  school 
adds  five  to  faculty 

Five  new  professors  joined  the  faculty 
of  The  University  of  Texas  Medical 
School  at  Houston  in  late  February. 

According  to  the  school’s  dean.  Dr. 
Cheves  McCord  Smythe,  the  physician 
teachers  include  Dr.  Norman  J.  Knorr, 
professor  of  psychiatry;  Dr.  Herbert  L. 
Fred,  professor  of  internal  medicine; 
Dr.  Lee  F.  Rogers,  associate  professor 
of  radiology;  Dr.  Roger  E.  Stevenson, 
assistant  professor  of  pediatrics;  and 
Dr.  Alfred  G.  Knudson,  professor  of 
pediatrics. 

Dr.  Knorr,  a native  of  Baltimore, 
earned  his  medical  degree  from  George 
Washington  University  School  of  Medi- 
cine in  1961. 

During  part  of  his  active  duty  as  a 
Naval  officer.  Dr.  Knorr  was  an  instruc- 
tor in  bacteriology  and  chemistry  at 
the  US  Naval  Hospital  Corps  School 
in  Portsmouth,  Va.,  from  1953  to  1955. 
He  also  served  in  the  US  Public  Health 
Service  from  1962  to  1965. 

Dr.  Knorr,  who  completed  his  psychi- 
atric residency  at  Johns  Hopkins  Hos- 
pital, has  held  several  teaching  posi- 
tions in  psychiatry,  surgery,  and  plas- 
tic surgery  at  the  medical  schools  of 
the  universities  of  Maryland  and  Vir- 
ginia and  at  Johns  Hopkins. 

From  1965  to  1970,  he  was  a psy- 
chiatric consultant  to  the  Baltimore 
city  hospitals.  Dr.  Knorr  also  has  been 
a psychiatrist  for  the  University  of 
Maryland  Hospitals  and  Johns  Hop- 
kins in  Baltimore.  Since  1970,  he  has 
been  director  of  psychiatric  liaison- 
consultation  services  at  the  University 
of  Virginia  Hospital  and  Medical  Center. 

Dr.  Fred,  who  also  is  director  of 
medical  education  at  St.  Joseph’s  Hos- 
pital in  Houston,  received  his  medical 
degree  from  Johns  Hopkins  University 
School  of  Medicine  in  1954. 

In  1959,  he  was  named  outstand- 
ing chief  resident  at  the  University  of 
Utah  College  of  Medicine.  As  an  Air 
Force  captain.  Dr.  Fred  was  chief  of 
medicine  at  the  Amarillo  Air  Force  Base 
Hospital  from  1957  to  1959. 


While  on  the  faculty  at  Baylor  Col- 
lege of  Medicine  from  1963  to  1969, 
he  was  honored  three  times  with  teach- 
ing excellence  awards.  He  also  has 
served  as  a visiting  professor  of  medi- 
cine at  Thomas  D.  Dee  Memorial  Hos- 
pital in  Ogden,  Utah,  and  at  the  Uni- 
versity of  Vermont  College  of  Medicine. 

Dr.  Fred,  a native  of  Waco,  was 
director  of  inpatient  service  at  Hous- 
ton’s Ben  Taub  General  Hospital  from 
1963  to  1969. 

Dr.  Rogers,  who  was  born  in  Col- 
chester, Vt.,  received  his  bachelor’s 
degree  in  1956  and  his  medical  degree 
in  1959  from  Northwestern  University. 

He  entered  the  Army  in  1959  and 
completed  a rotating  internship  at 
Walter  Reed  General  Hospital  and  a 
radiology  residency  at  Denver’s  Fitz- 
simons  General  Hospital  while  on  ac- 
tive duty. 

While  in  Germany  from  1963  to 
1966,  Dr.  Rogers  served  as  a radiolo- 
gist and  chief  of  the  radiology  service 
for  the  2nd  General  Hospital  in  Land- 
stuhl.  He  was  assistant  chief  of  the 
radiology  service  at  Brooke  General 
Hospital  in  San  Antonio  during  1966 
and  1967. 

Prior  to  joining  the  Houston  medical 
school  faculty,  he  was  an  associate 
professor  of  radiology  at  The  Univer- 
sity of  Texas  Medical  School  at  San 
Antonio.  He  has  served  as  a consul- 
tant to  the  San  Antonio  State  Tuber- 
culosis Hospital,  Brooke  General  Hos- 
pital, and  Southwest  Texas  Methodist 
Hospital. 

Until  he  joined  the  Houston  medical 
school  faculty.  Dr.  Stevenson  was  a 
research  fellow  in  the  department  of 
pediatrics  at  the  Johns  Hopkins  Uni- 
versity School  of  Medicine. 

He  received  his  medical  degree  from 
Bowman  Gray  School  of  Medicine  at 
Wake  Forest  University,  Winston-Salem, 
N.  C.,  in  1966.  In  medical  school.  Dr. 
Stevenson  was  honored  with  the  Mosby 
Scholastic  Achievement  Award,  the 
Proctor  Award  for  excellence  in  clinical 
pediatrics,  and  the  Thesis  Award. 

The  Neeses,  S.  C.,  native  completed 
a pediatrics  residency  at  Johns  Hop- 
kins University  Hospital.  As  an  Air 
Force  officer.  Dr.  Stevenson  served  as 
chief  of  pediatrics  at  Eilson  Air  Force 
Base  Hospital  in  Fairbanks,  Alaska, 
from  1969  to  1971. 

Besides  his  duties  as  professor  of 
pediatrics  for  the  medical  school.  Dr. 
Knudson  is  dean  and  professor  of  med- 
ical genetics  at  The  University  of 
Texas  Graduate  School  of  Biomedical 
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Sciences  in  Houston.  He  also  is  associ- 
ate director  (education)  and  professor 
of  pediatrics  and  biology  at  M.  D.  An- 
derson Hospital  and  Tumor  Institute. 

Both  Drs.  Fred  and  Knudson  have 
served  on  the  admissions  committee 
of  the  Houston  medical  school,  and 
Dr.  Knudson  chaired  the  committee 
for  two  years. 

Neurologist  joins  faculty 
of  Lubbock  medical  school 

Lubbock  neurologist  Dr.  William  H. 
Gordon,  Jr.,  is  new  professor  and  chair- 
man of  the  departments  of  neurology 
and  forensic  medicine  for  the  Texas 
Tech  University  School  of  Medicine, 
according  to  the  school’s  dean  and 
Texas  Tech  vice  president  for  health 
affairs.  Dr.  John  A.  Buesseler. 

Dr.  Gordon,  a 1963  graduate  of 
Baylor  College  of  Medicine,  previously 
served  as  an  assistant  in  neurology  at 
Columbia  University  College  of  Physi- 
cians and  Surgeons  in  New  York  City 
and  as  an  instructor  and  later  as  as- 
sistant professor  of  neurology  at  Bay- 
lor. 

The  new  medical  school  faculty 
member  was  certified  by  the  American 
Board  of  Neurology  and  Psychiatry  in 
1970. 

Course  offered  on  driver 
licensing  advisory  board 

The  Texas  State  Department  of  Health 
has  announced  that  its  Division  of 
Civil  Defense  and  Traffic  Safety  will 
offer  orientation  courses  on  the  duties 
and  responsibilities  of  the  Texas  Medi- 
cal Advisory  Board  for  Driver  Licensing 
to  all  county  medical  societies  that 
wish  to  take  the  opportunity  to  hear 
about  the  program. 

As  described  in  previous  articles 
(see  page  118,  July,  1971,  issue  of 
Texas  Medicine),  the  medical  advisory 
board  is  responsible  for  making  recom- 
mendations to  the  Department  of 
Public  Safety  as  to  whether  or  not  a 
driver’s  license  should  be  issued,  re- 
newed, revoked,  or  restricted  if  some 
medical  problem  exists. 

The  board  often  consults  with  the 
driver’s  private  physician  in  order  to 
make  an  equitable  recommendation  on 
the  case.  Of  course,  full  responsibility 
for  the  recommendation  lies  with  the 
medical  advisory  board. 

Commissioner  of  Health  Dr.  James 
E.  Peavy  states  that  Health  Depart- 
ment personnel  will  be  glad  to  outline 
the  board’s  duties  and  responsibilities 


for  members  of  the  county  medical 
societies  that  wish  to  sponsor  a pro- 
gram on  the  subject. 

Harris  County  launches 
2nd  drug  education  drive 

In  a continuing  effort  to  curb  abuse  of 
drugs,  the  Harris  County  Medical  Soci- 
ety has  announced  the  undertaking  of 
a second  educational  campaign  on 
drugs. 

This  campaign,  which  will  focus  on 
the  use  of  barbiturates,  sedatives,  hyp- 
notic drugs,  and  minor  tranquilizers, 
follows  the  society’s  first  successful 
drive  to  limit  the  use  of  amphetamines 
in  the  Houston  area. 

Dr.  Sidney  Schnur,  president  of  the 
2,400-member  society,  described  the 
campaign  as  “possibly  the  most  impor- 
tant move  this  society  will  ever  under- 
take as  it  concerns  drug  education.’’ 

"We  have  every  reason  to  believe,” 
said  Dr.  Schnur,  “that  abuse  of  these 
types  of  drugs  is  escalating  at  a rate 
greater  than  any  other  habituating 
drug.” 

“We  must  convince  our  entire  com- 
munity that  while  each  of  these  drugs 
has  a specific  and  valuable  medical 
use,  they  can  become  a deadly  habit 
if  taken  indiscriminately  and  outside 
close  medical  supervision,”  he  com- 
mented. 

In  a prepared  statement,  the  society 
called  on  all  members  “to  obtain  de- 
tailed drug  histories  from  all  patients, 
to  discourage  patients  from  using  bar- 
biturates, other  sedatives  and  hypnot- 
ics, and  minor  tranquilizers  if  satisfac- 
tory alternatives  are  available,  to  pre- 
scribe these  drugs  only  when  they  are 
clearly  indicated,  and  to  limit  sharply 
the  size  of  prescriptions,  particularly 
of  the  intermediate-acting  barbiturates 
(amobarbital,  pentobarbital,  secobar- 
bital, and  related  drugs  alone  or  in 
combination)  and  of  non-barbiturate 
hypnotics.” 

The  statement  added  that  “although 
the  major  supply  of  the  drugs  being 
abused  comes  from  illegal  sources  and 
not  physicians’  prescriptions,  the  soci- 
ety recognizes  that  its  members  must 
influence  the  attitudes  of  the  people 
of  the  county  regarding  these  drugs.” 

At  a press  conference  announcing 
the  new  campaign.  Dr.  Schnur  out- 
lined five  specific  actions  he  hopes 
every  Harris  County  physician  will  fol- 
low in  an  effort  to  solve  the  growing 
abuse  of  barbiturates  and  similar 
drugs: 


1.  “Physicians  are  being  asked  to 
take  extraordinary  steps,  if  necessary, 
to  ensure  that  each  and  every  patient 
taking  this  class  of  drugs  understands 
that  they  are  to  be  taken  exactly  as 
prescribed  and  should  be  considered 
dangerous  and  habituating  if  taken 
outside  of  medical  supervision.” 

2.  “Physicians  are  asked  to  discour- 
age patients  from  using  barbiturates, 
other  sedatives  and  hypnotics,  and 
minor  tranquilizers  if  satisfactory  alter- 
natives are  available.” 

3.  “All  physician  members  of  the 
Harris  County  Medical  Society  have 
been  asked  to  limit  sharply  the  size  of 
all  prescriptions  for  these  drugs,  par- 
ticularly the  intermediate-acting  bar- 
biturates, alone  or  in  combination,  and 
non-barbiturate  hypnotics.  Physicians 
have  also  been  requested  to  impose 
stringent  refill  restrictions  if  there  is 
the  slightest  doubt  that  the  drugs  are 
being  misused  or  abused.” 

4.  “Patients  should  be  encouraged 
to  dispose  permanently  of  all  old  drugs 
and  medications  no  longer  being  pre- 
scribed for  them  by  their  physician. 
Physicians  should  ask  each  patient  to 
carefully  account  for  all  prescription 
drugs  and  to  make  sure  these  drugs 
are  not  available  to  other  members  of 
the  family,  especially  youngsters.” 

5.  “Patients  should  be  encouraged 
to  keep  their  physician  informed  of 
all  drugs  they  are  taking  and  to  heed 
the  physician’s  advice  if  he  suggests 
alternatives  to  drugs  in  treating  their 
medical  problem.” 

The  campaign  was  approved  by  the 
society’s  executive  board  upon  recom- 
mendation of  the  organization’s  25- 
member  drug  abuse  education  com- 
mittee. 

According  to  Dr.  Schnur,  the  society 
hopes  that  other  state  and  county 
medical  societies  will  join  their  efforts 
“to  stem  this  most  serious  problem.” 

Gift  for  gastroenterology 
fellowship  given 

A gift  from  Mr.  and  Mrs.  Jesse  H. 
Oppenheimer  of  San  Antonio  will  es- 
tablish a two-year  fellowship  in  gastro- 
enterology and  liver  diseases  at  The 
University  of  Texas  Medical  School  at 
San  Antonio. 

The  new  fellowship  program  will  be 
under  the  direction  of  Dr.  Elliot  Weser, 
professor  of  physiology  and  medicine 
and  head  of  the  gastroenterology  sec- 
tion at  the  medical  school. 

The  fellowship  is  designed  to  devel- 
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op  special  skills  in  the  diagnosis  and 
treatment  of  intestinal  and  liver  dis- 
eases and  in  research  work. 

Candidates  for  the  program  will  be 
selected  on  the  basis  of  previous  dem- 
onstration of  excellence  in  medicine. 

Researcher  wins  award 
for  vitamin  D studies 

Dr.  Michael  F.  Holick,  a research  asso- 
ate  in  the  department  of  biochemistry 
at  the  University  of  Wisconsin  at  Madi- 
son, has  been  named  the  recipient  of 
the  1972  Wilson  S.  Stone  Memorial 
Award  for  outstanding  achievement  in 
biomedical  sciences  accomplished  by 
a student. 

The  award,  which  was  presented 
March  8 by  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston  at  its  25th  annual 
symposium  on  fundamental  cancer  re- 
search, recognizes  Dr.  Holick’s  pre- 
doctoral  research  in  the  field  of  vita- 
min D metabolism. 

Dr.  Holick,  who  earned  his  bache- 
lor’s degree  from  Seton  Hall  University 
in  1968  and  his  master’s  and  doctor- 
ate degrees  from  the  University  of 
Wisconsin  at  Madison  in  1970  and 
1971,  respectively,  conducted  his  work 
under  the  direction  of  Dr.  H.  F.  De- 
Luca,  chairman  of  Wisconsin’s  depart- 
ment of  biochemistry. 

The  25-year-old  scientist  isolated 
and  identified  a form  of  vitamin  Dg 
(1,25-dihydroxyvitamin  Dg)  responsible 
for  causing  intestinal  calcium  trans- 
port from  1,500  chicken  intestines. 

In  addition,  he  isolated  and  identi- 
fied a second  metabolite  (25-hydroxy- 
vitamin  Dg),  demonstrating  that  it  is  a 
circulating  metabolite  of  vitamin  Dg 
in  man. 

While  conducting  his  research.  Dr. 
Holick  developed  a new  column  chro- 
matographic gel  system  that  separates 
vitamin  D and  its  metabolites. 

Baylor  to  establish 
human  genetics  center 

Baylor  College  of  Medicine  announced 
the  establishment  of  the  Robert  J. 
Kleberg,  Jr.,  Center  for  Human  Genet- 
ics on  March  14,  1972.  The  center  will 
be  made  possible  by  a gift  from  the 
Robert  J.  Kleberg,  Jr.,  and  Helen  C. 
Kleberg  Foundation  of  Kingsville,  said 
L.  F.  McCollum,  chairman  of  the  col- 
lege’s board  of  trustees. 

The  center’s  programs  will  include 


research  directed  toward  correction  of 
genetic  defects  of  metabolism,  detec- 
tion of  carriers  of  certain  inherited  dis- 
eases, genetic  counseling  as  a means 
to  approach  control  of  inherited  dis- 
eases, studies  on  DNA,  isolation  of 
drug-resistant  animal  cells,  study  of 
virus  genetic  function,  and  isolation  of 
mutant  viruses. 

"No  single  area  of  medicine  has 
resisted  the  probing  of  skilled  research- 
ers more  than  that  of  genetics,”  said 
Dr.  Michael  E.  DeBakey,  Baylor  presi- 
dent. "Within  the  past  decade,  the 
‘science  of  creation’  has  come  to  be 
the  central  and  unifying  theme  of  the 
biomedical  sciences.” 

Two  gifts,  in  addition  to  that  from 
the  Kleberg  Foundation,  have  been  re- 
ceived at  Baylor  subsequent  to  the  de- 
cision to  establish  the  human  genetics 
center.  The  funds  will  be  allotted  for 
research  in  genetics  and  application 
of  new  knowledge  to  human  medical 
problems. 

Robert  Kleberg  made  his  own  con- 
tribution to  genetics  in  the  field  of 
animal  breeding  by  creating  the  Santa 
Gertrudis  breed  of  beef  cattle. 

New  center  to  aid  bright, 
severely  disabled  teens 

A new  rehabilitation  center  is  being 
established  to  serve  young  people 
(ages  15-19)  with  average  or  above 
intelligence  who  cannot  attend  public 
schools  because  of  the  severity  of  their 
neuro-musculo-skeletal  disabilities  and 
related  health  problems. 

Sponsoring  organizations  are  the 
Gonzales  Warm  Springs  Foundation, 
Inc.,  the  Gonzales  Independent  School 
District,  and  the  Texas  Jaycee  Hospital 
Foundation.  Goals  will  be  to  satisfy 
academic  requirements  for  high  school 
graduation  and  concentrated  vocation- 
al training  which  will  lead  to  indepen- 
dence as  self-employed  business  men 
and  women  in  high-level  enterprises 
which  can  be  operated  from  the  home 
with  minimum  assistance. 

Physicians  who  may  know  eligible 
young  people  may  direct  inquiries  to 
Lynn  Smith,  Sr.,  executive  vice  presi- 
dent, Texas  Rehabilitation  Hospital, 
Gonzales  Warm  Springs  Foundation, 
Inc.,  P.O.  Box  58,  Gonzales,  Texas 
78629. 

In  addition  to  aforementioned  re- 
quirements, candidates  must  not  have 
graduated  from  high  school,  must 
have  functional  hearing  and  vision. 


must  have  functional  use  of  at  least 
one  upper  extremity,  and  have  no 
emotional  disturbance  or  serious  be- 
havior problems. 

The  facility  will  be  a residential  one, 
and  will  operate  in  accordance  with 
the  requirements  of  a Class  II  inter- 
mediate care  facility. 

Education  and  training  costs  will  be 
funded  by  the  Texas  Education  Agen- 
cy. Maintenance  costs  will  be  in  ac- 
cordance with  ability  to  pay  or  through 
Texas  Jaycee  Hospital  Foundation  and 
public  agencies,  when  appropriate. 

In  making  referrals,  physicians 
should  list  the  name  of  patient,  age, 
parents  or  guardian,  address,  disabil- 
ity, estimate  of  intellectual  potential, 
and  name  and  address  of  person  mak- 
ing referral. 

Smithsonian,  AIVIIA  offer 
new  research  service 

The  American  Medical  Association  has 
joined  with  a subsidiary  of  the  Smith- 
sonian Institution  in  offering  a new 
information  service  to  researchers. 

The  Smithsonian  Science  Informa- 
tion Exchange,  Inc.,  (SSIE)  offers  a 
computerized  listing  of  "notices  of  re- 
search projects”  in  all  fields  of  basic 
and  applied  science.  It  gathers  and 
disseminates  data  on  planned  or  on- 
going research,  bridging  the  communi- 
cations gap  between  the  statement  of 
research  objectives  and  ultimate  pub- 
lication of  results. 

An  editorial  in  the  March  13  issue 
of  the  Journal  of  the  American  Medical 
Association  points  out  that  SSIE  fills  a 
void  in  the  field  of  scientific  research. 
All  too  often  an  investigator  learns, 
after  much  labor  on  a given  project, 
that  others  have  already  met  his  ob- 
jective. Before  SSIE,  there  was  no  way 
to  avoid  such  an  occurrence. 

Each  month  a selected  list  of  topics 
will  be  published  in  each  of  AMA’s  11 
scientific  publications,  showing  the 
specific  number  of  notices  relating  to 
a given  topic.  If  one  or  more  of  the 
topics  interests  a reader,  he  may  pur- 
chase notices  pertaining  to  that  topic 
through  SSIE. 

Each  notice  is  on  a separate  sheet 
and  shows  the  supporting  agency,  proj- 
ect title,  principal  investigators  and 
associates  and  scientific  specialty, 
recipient  institution,  and  fiscal  year  into 
which  the  project  falls,  together  with 
a brief  summary  of  the  objective  of  the 
research  project. 
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For  quick  relief  of 

G.I.  cramping  and  diarrhea 


■ pleasant-tasting  creamy-white  suspension 

■ contains  paregoric  (equivalent) 

■ controls  diarrhea  and  colicky  cramps 

■ effective  for  all  ages  down  to 
one  year 


Supplied  in  bottles  of  4 and  8 fluid  ounces. 
Contains  opium  (14  grain)  15  mg.  per  fluid  ounce. 

Warning:  May  be  habit  forming. 

Each  fluid  ounce  contains:  Paregoric  (equivalent) 
(1  fl.  dram)  3.7  ml.;  Pectin  (21/2  grains)  162  mg.; 
Kaolin  (85  grains)  5.5  g.;(Alcohol  0.69%). 

Your  Rorer  representative  will  call  on  you 
soon  with  an  ample  supply  of  Parepectolin® 
samples  to  meet  your  needs. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


R 

O 

RORER 

E 

R 


Volum?  63,  Aptil,  1972 


29 


These  are  Candeptin: 

The  highly  effective  candicidin 
for  all  your  vaginal  moniliasis  patients. 


First  came  Candeptin  (candicidin)  Tablets 
for  intravaginal  use.  Then  Candeptin  Ointment 
to  treat  labial  involvement  and  for  intravaginal 
use.  Now  unique  Candeptin  Vagelettes  — 
candicidin  ointment  in  soft  gelatin  capsules  — 
extend  the  range  of  Candeptin  therapy  to  even 
your  pregnant  and  virginal  patients  (you 
merely  cut  off  the  narrow  tip  and  extrude  the 
contents  through  the  intact  hymen). 

Clinical  proof  of  potency 

Candeptin  brings  your  patients  prompt 
relief  of  itching,  burning  and  discharge— 
usually  within  72  hours.'  A single,  14-day  course 
of  treatment  is  usually  all  that’s  needed  for  a 
complete  cure.^’^ '' 

Significantly  more  potent  in  vitro  than 


nystatin.^  Candeptin  Tablets  and  Ointment  have 
shown  clinical  cure  rates  of  90%  and  higher  in 
both  pregnant  and  non-pregnant  patients' ^ 

And  in  recent  studies  of  Candeptin  Vagelettes 
Vaginal  Capsules  involving  both  pregnant  and 
non-pregnant  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.^'^ 

Only  Candeptin  gives  you  a dosage  form 
for  every  therapeutic  need,  plus  eight  years’ 
clinical  proof  oi  potency.  Consider  Candeptin 
for  your  next  vaginal  moniliasis  patient. 

CANDEPTIN 

(candicidin) 


Description;  Candeptin  (candicidin) 

Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0 6 mg. 
per  gm.  or  0.06%  Candicidin  activity  in 
U.S  P petrolatum  3 mg.  of  Candicidin  is 
contained  m 5 gm  of  ointment  or  one 
applicatorful.  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg.  (0.37o)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vacelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm.  U.S.P  petrolatum. 

Action:  Candeptin  Vaginal  Ointment, 

Vaginal  Tablets,  and  Vacelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components  During  pregnancy  manual 
Tablet  or  Vacelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 

Adverse  Reaction;  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment.  Vaginal 
Tablets  or  Vacelettes  Vaginal  Capsules 
have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vacelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day,  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear. 

Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm.  tubes 
with  applicator  { 14-day  regimen  requires 
2 tubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28,  in  foil  with 
inserter— enough  for  a full  course  of  treat- 
ment. Candeptin  Vacelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 

Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  1.  Olsen,  J R Journal-Lancet 
85  287  (July)  1965.  2.  Giorlando.  S.W. 

Ob/Gyn  Dig.  73:32  (Sept.)  1971,3.  Decker. 

A Case  Reports  on  File,  Medical  Department, 
Julius  Schmid  4.  Giorlando.  SW, Torres.  J.F.. 
and  Muscillo,  G.:  Am.  J,  Obst.  & Gynec. 

90:  370  (Oct.  I)  1964.  5.  Lechevalier,  H.: 
Antibiotics  Annual  1959-1960.  New  York, 
Antibiotica  Inc  . 1960.  pp  614-618  6.  Friedel, 

H.J  : Maryland  M.J.,  75:36  (Feb.)  1966. 

Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  10019 


Thinking  about  a new  practice  opportunity? 

Let  Us  Help  You! 


The  TMA 

Physicians’  Placement  Service 

will  circulate  your  biographical  sketch 
and  job  preferences  to  communities 
and  to  medical  groups 
looking  for  associates. 


CANDEPTIN® 

(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 

and  VACELETTES 
Vaginal  Capsules 


No  service  fee  is  involved.  Just  write  or  call: 

Physicians'  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
(Phone:  AC  512  - 477-6704) 
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Saturday 
night  is 
party  night ! 


FIESTA  NOCHE 
DEL  RIO 


TMA’s  Fiesta  Noche  del  Rio  has  been 
planned  especially  for  you  and  your  lady 
during  TMA’s  Annual  Session  in  San  An- 
tonio. A mariachi  band  will  play  during  the 
cocktail  hour,  complete  with  Mexican  hors 
d’ oeuvres,  followed  by  a steak  dinner,  Tam- 
pico style.  After-dinner  entertainment  will 
begin  in  a whirl  of  brilliant  skirts  and 
stamping  heels,  as  the  music  and  dances  of 
Old  Mexico  enliven  the  stage.  The  smooth 
soprano  of  Rosita  Fernandez,  the  flaming 
flamenco  guitars,  and  the  myriad  acts  of 
other  lively  performers  add  up  to  an  evening 
of  entertainment  not  soon  forgotten.  Danc- 
ing will  follow  the  famous  Fiesta  Noche  del 


Rio  show.  Dress  is  optional.  AU  activities 
will  be  held  in  the  beautiful  San  Antonio 
Convention  Center  Banquet  Hall,  Saturday, 
May  13,  starting  at  7 p.m. 

This  complete  entertainment  package  is 
yours  for  only  $15  per  person,  including 
tax  and  tips.  Proceeds  go  to  the  Physicians 
Benevolent  Fund  of  TMA  and  Woman’s 
Auxiliary. 

Plan  now  for  an  unforgetable  eve- 
ning of  fun.  Order  your  tickets  today 
on  the  handy  form  contained  in  this 
issue  of  Texas  Medicine. 


Saturday,  May  13 
San  Antonio 
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TEXAS  MEDICAL  ASSOCIATION 
105TH  ANNUAL  SESSION 

San  Antonio  will  host  the  1972  Annual  Session  of  the  Texas 
Medical  Association  on  May  11-14.  The  scientific  portion  of  the 
meeting  will  include  sections  on  general  practice,  internal  medi- 
cine, ophthalmology,  otolaryngology,  physical  medicine  and  re- 
habilitation, radiology,  surgery,  urology,  digestive  diseases,  ob- 
stetrics and  gynecology,  nervous  and  mental  disorders,  pathol- 
ogy,  pediatrics,  and  public  health.  In  conjunction  with  the 
programs  of  the  scientific  sections  and  related  organizations, 
the  following  special  programs  will  be  presented:  Medical  His- 
tory Presentation,  Texas  Academy  of  Family  Physicians  Semi- 
nar, General  Meeting  Luncheons,  and  symposia  on  Alcoholism, 
Cardiovascular  Diseases,  Death  and  Dying,  Physician’s  Assist- 
ant, Maternal  Health,  Sports  Medicine,  and  Trauma.  Curbstone 
Consultations  and  Continental  Breakfast  Round  Table  Presen- 
tations will  offer  conference  attendants  an  opportunity  to  parti- 
cipate in  discussions  on  a variety  of  topics.  Papers  by  Texas  and 
out-of-state  researchers  and  medical  scientists  will  be  given 
during  the  Forum  of  Original  Research.  Business  activities 
during  the  annual  session  will  include  meetings  of  the  House  of 
Delegates,  and  of  several  boards,  councils,  and  committees.  See 
full  stories  on  p.  8 and  p.  126. 

Contact:  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  executive  secretary. 


AMERICAN  COLLEGE  OF  SURGEONS, 

NORTH  TEXAS  CHAPTER 

The  annual  meeting  of  the  North  Texas  Chapter  of  the  .Ameri- 
can College  of  Surgeons  is  scheduled  for  May  20  at  the  Chapar- 
ral Club  in  Dallas.  Guest  speakers  will  be  Dr.  William  A.  Alte- 
meier.  Department  of  Surgery,  University  of  Cincinnati  College 
of  Medicine;  and  Dr.  Edwin  W.  Gerrish,  Assistant  Director  of 
Assembly,  American  College  of  Surgeons,  Chicago.  A panel 
session  on  Surgical  Infections  is  scheduled,  in  addition  to  pre- 
sentations on  “Neonatal  Gastric  Perforation  and  Necrosis: 
Ninety-five  Percent,”  “Recent  Developments  in  the  Diagnosis 
and  Surgical  Management  of  Hyperparathyroidism,”  “Effects 
of  Various  Suture  Materials  on  the  Production  of  Peritoneal 
Adhesions — An  Experimental  Study,”  “Jejunal  Reversals  for 
Dumping  and  Vagotomy  Diarrhea,”  “Current  Diagnostic  Meth- 
ods in  Suspected  Bronchogenic  Carcinoma,”  “Villous  Tumors  of 
the  Colon,”  and  “The  Role  of  Surgery  in  Fever  of  Unknown 
Origin.” 

Contact:  Dr.  Ronald  C.  Jones,  Department  of  Surgery,  UT 
Southwestern  Medical  School  at  Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235,  program  chairman. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

AMERICAN  ACADEMY  OF  PSYCHO- 
ANALYSIS has  scheduled  its  annual  meet- 
ing at  the  Sheraton-Dallas  Hotel  in  Dallas, 
April  28-30.  “'Developmental  Aspects  of 
Psychological  Disturbances”  will  be  the 
keynote  address.  Other  topics  to  be  dis- 
cussed are  "The  Dilemma  and  the  Chal- 
lenge of  Being  Schizophrenic,”  "Anthro- 
pological Structure  of  Depression,”  "The 
Schizophrenic  Child  and  his  Parents,” 
“Catatonic  Children,”  and  "Depression 
Following  Psychotic  Episodes : A Response 
to  the  Challenge  of  Change?”  Contact: 
Charlotte  Bruskin,  40  Gramercy  Park  N., 
New  York  10010,  executive  secretary. 


AMERICAN  PSYCHIATRIC  ASSOCIA- 
TION will  meet  in  Dallas,  May  1-5.  The 
12Bth  annual  scientific  program  will  fea- 
ture sessions  on  psychiatry  as  a system, 
psychiatric  syndromes  and  profiles,  adoles- 
cence and  youth,  psychopharmacology  and 
biogenic  amines,  group  process  and  group 
therapy,  thought  disorders  and  related  clin- 
ical phenomena,  roles  in  mental  health, 
electrocortical  methods  and  psychiatric  re- 
search, psychotherapy  of  schizophrenia, 
suicide  prevention,  treatment  of  heroin 
addiction,  motherhood  and  abortion,  and 
adaptation  to  stress.  Morning  and  evening 
panel  sessions  are  scheduled  and  films  will 
he  shown  throughout  the  week.  Contact: 
Dr.  Walter  E.  Barton,  1700  18th  St,,  NW. 
Washington,  DC  20009,  medical  director, 

DIGESTIVE  DISEASE  WEEK,  May  21-27, 
will  provide  a week-long  opportunity  of 
varied  postgraduate  education  in  gastro- 
enterology, Continuous  scientific  programs 
of  the  American  Gastroenterological  Asso- 
ciation, American  Society  of  Gastrointes- 
tinal Endoscopy,  American  Association  for 
the  Study  of  Liver  Diseases,  and  Gastro- 
enterology Research  Group  are  schedulecl 
at  the  Fairmont  Hotel  in  Dallas,  Included 
in  the  educational  programs  are  a course 
on  the  pancreas:  a symposium  on  the 
mechanisms  of  trans-membrane  movement 
in  the  intestine;  research  forums  on  ab- 
sorption, liver,  secretion,  biliary  tract  and 
bile  salts,  and  motility:  and  clinical  sym- 
posia on  peptic  ulcer  surgery,  biliary 
tract  diagnostic  procedures,  immunoglobu- 
lins and  the  gut,  and  supplemental  alimen- 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses  on  p.  43. 
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tation.  Contact:  Dr.  N.  C.  Hightower. 
Scott  and  White  Clinic.  Temple  76501, 
President,  American  Gastroenterological 
Association. 

HARRIS  COUNTY  MEDICAL  SOCIETY 
and  American  Medical  Association  will  pre- 
sent the  First  National  Symposium  on 
Community  Emergency  Medical  Services. 
May  26-27,  at  the  Astroworld  Hotel  in 
Houston.  The  goals  of  the  symposium  are 
to  explore  how  a community  can  develop  a 
comprehensive  emergency  medical  program, 
to  review  the  role  of  local,  state  and  na- 
tional medical  organizations  in  the  devel- 
opment of  these  progi'ams,  and  to  assess 
the  resources  available  to  accomplish  the 
goals.  How  to  reach  the  community,  the 
role  of  local  and  state  health  departments, 
the  role  of  the  Department  of  Health, 
Education  and  Welfare,  development  and 
design  of  the  emergency  center,  the  devel- 
opment and  future  of  emergency  room  phy- 
sicians, and  communications  systems  are 
among  subjects  to  be  covered.  Contact : 
Harris  County  Medical  Society,  400  Jesse 
H.  Jones  LibraiT  Bldg.,  Texas  Medical 
Center,  Houston  77025. 

SOUTHWESTERN  CONFERENCE  ON 
DISEASES  IN  NATURE  TRANSMISSI- 
BLE TO  MAN  will  be  held  May  11-12  in 
the  Auditorium  of  the  Public  Health  Ad- 
ministration Building  in  Houston.  Sponsors 
of  the  Conference  are  Texas  A&M  Univer- 
sity, Texas  Animal  Health  Commission, 
Baylor  College  of  Medicine,  UT  School  of 
Public  Health,  Harris  County  Health  Unit, 
UT  M.D,  Anderson  Hospital  and  Tumor 
Institute  at  Houston,  Texas  State  Depart- 
ment of  Health,  UT  at  Austin,  UT  Schools 
of  Medicine.  Houston  City  Health  Depart- 
ment, and  Harris  County  Mosquito  Control 
District.  Contact:  Dr.  Reuben  D.  Sende, 
Houston  City  Health  Department  Labora- 
tory. 1115  North  Mac  Gregor,  Houston 
77025. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  FACIAL 
PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GERY will  meet  in  Palm  Beach,  April 
23-25.  Presentations  during  the  scientific 
sessions  will  be  “The  Total  Concept  of 
Rhinoplasty,”  “Congenital  Abnormalities  of 
the  Middle  Third  of  the  Face  and  Orbit.” 
“Dermatologic  Surgical  Procedures  of  Plas- 
tic Import,”  “Success  or  failure  in  Hair 
Transplants,”  “Acute  Management  of  Fa- 
cial Burns.”  “Maxillofacial  Prosthetics,” 
“The  Technical  Aspect  of  Rhinoplasty,” 
“Facial  Clefts,”  “Problems  in  Cleft  Lip 


and  Palate  Surgery,”  and  “The  Strategy 
of  Facial  Incisions.”  Contact:  Dr.  Carl  N. 
Patterson,  1110  W.  Main  St.,  Durham  NC 
27701,  secretary. 

AMERICAN  ACADEMY  OF  NEUROLOGY, 
meeting  in  St.  Louis,  April  24-29,  will 
feature  symposiums  on  Parkinson’s  dis- 
ease, child  neurology,  muscle  disease,  the 
epidemiology  of  neurological  diseases,  and 
neurochemisti'y.  The  general  science  ses- 
sion of  the  meeting  will  involve  all  as- 
pects of  neurology.  Contact:  Stanley  A. 
Nelson,  4005  W.  65th  St.,  Minneapolis 
56435,  executive  secretary. 

AMERICAN  ACADEMY  OF  PEDIATRICS’ 
spring  session  is  scheduled  for  April  24-27 
in  San  Diego.  The  scientific  program  will 
feature  panels  and  symposia  on  meningo- 
coccal infections,  current  concepts  in  pe- 
diatric cardiology,  problems  of  the  adoles- 
cent, pediatric  emergencies,  respiratory 
distress  syndrome,  immunologic  deficiency 
disease,  current  concepts  in  infectious  dis- 
eases, and  genetics.  Topics  of  round  table 
discussions  are  allergy,  renal  disease,  pe- 
diatric endocrinology,  coccidioidomycosis, 
intestinal  infections,  and  management  of 
urinary  tract  infections  in  childhood.  Con- 
tact: Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60204,  executive  direc- 
tor. 


AMERICAN  ASSOCIATION  FOR  THO- 
RACIC SURGERY  has  scheduled  its  an- 
nual meeting  in  Los  Angeles,  May  1-3. 
Presentations  during  the  meeting  will  in- 
clude "A  Five-Year  Study  of  Viable  Aortic 
Valve  Homografts,”  “Spinal  Cord  Compli- 
cations Following  Surgery  for  Coarctation 
of  the  Aorta,”  “Atypical  Carcinoid  Tumors 
of  the  Lung,”  “Early  Thoracotomy  for 
Empyema,”  “Perfusion  of  the  Brain  with 
Venous  Blood  During  Human  Heart  Lung 
Bypass,”  “Magnesium  and  Open  Heart 
Surgery,”  “The  Management  of  Interstitial 
Pulmonary  Edema — Significance  of  Hypo- 
proteinemia,”  “Graft  Flow  and  Reactive 
Hyperemia  in  the  Human  Heart,”  “The 
Clinical  Application  of  Low  Output  Pace- 
makers,” “Perforation  of  the  Esophagus: 
A Thirty  Year  Review,”  "Surgical  Man- 
agement of  Lymphatic  Tumors  of  the  Me- 
diastinum in  Children,”  and  “Total  Correc- 
tion of  Tetralogy  of  Fallot  in  Infancy.” 
Contact:  William  T.  Maloney,  Six  Beacon 
St.,  Suite  620,  Boston  02108,  executive  sec- 
retary. 

AMERICAN  COLLEGE  OF  SPORTS  MED- 
ICINE will  hold  its  annual  meeting  April 
30-May  3 in  Philadelphia.  The  program  in- 
cludes symposia  papers  on  selected  topics 


in  applied  sports  medicine,  legal  aspects  of 
sports  medicine,  wrestling,  involvement 
in  sports,  and  perceived  exertion  dur- 
ing muscular  work.  The  Free  Communica- 
tions sessions  of  the  program  will  feature 
paper  presentations  followed  by  discussions. 
Also  planned  are  tours  and  visits  to  the 
Ergocardiography  Lab  Division  of  Research, 
Lankenau  Hospital,  and  to  the  Biokinetics 
Research  Lab,  Department  of  Health,  Phys- 
ical Education  and  Recreation.  Temple 
University.  Contact:  Donald  E.  Herrmann, 
1440  Monroe  St..  Madison.  Wis.  53706,  ex- 
ecutive secretary. 

AMERICAN  SOCIETY  OF  ABDOMINAL 
SURGEONS’  13th  Clinical  Congress  has 
been  set  for  April  22-26  in  Chicago.  Pul- 
monai-y  complications  associated  with  sur- 
gery, prevention  and  treatment  of  cardiac 
arrest,  radiological  diagnosis  of  jaundice, 
ovarian  tumors,  uterine  malignancies,  vol- 
vulus of  the  colon,  carcinoma  of  the  rec- 
tum, upper  gastrointestinal  tract  bleeding, 
abdominal  tumors  in  children,  irradiation 
enteritis  and  colitis,  irradiation  therapy 
for  gastrointestinal  malignancies,  and  ab- 
dominal trauma  as  seen  by  the  gynecolo- 
gist, urologist,  procto-colon  surgeon,  and 
general  surgeon  are  some  of  the  subjects 
to  be  covered.  Contact : Dr.  Blaise  F.  Al- 
fano,  675  Main  St..  Melrose.  Mass.  02176, 
executive  secretary. 

NATIONAL  TUBERCULOSIS  AND  RES- 
PIRATORY DISEASE  ASSOCIATION, 
meeting  in  Kansas  City,  Mo.,  May  21-24, 
will  offer  scientific  sessions,  public  health 
sessions,  and  a session  on  nursing.  Trans- 
portation and  the  environment,  the  smok- 
ing dilemma,  tuberculosis  control  pro- 
grams: evaluation  and  planning  in  the 
1970’s,  and  air  conservation  will  be  studied 
during  the  public  health  session.  Topics  for 
the  scientific  sessions  are  respiratory  struc- 
ture and  function,  microbiology  and  im- 
munology, clinical  problems  in  respiratory 
disease,  pediatrics,  and  tuberculosis.  The 
emphasis  of  the  nursing  session  will  be  on 
the  clinical  role  of  the  nurse,  with  partic- 
ular consideration  of  the  communication 
and  teaching  aspects.  Contact:  Dr.  Robert 
J.  Anderson,  1740  Broadway.  New  York 
10019,  managing  director. 

STUDENT  AMERICAN  MEDICAL  ASSO- 
CIATION will  bold  its  22nd  annual  meet- 
ing at  the  Biltmore  Hotel  in  Los  Angeles, 
April  28-May  1.  Program  highlights  in- 
clude educational  and  project  workshops  on 
such  current  issues  as  national  health  in- 
surance, doctor  draft,  drug  abuse,  popula- 
tion, and  medical  education.  Contact: 
SAMA,  1400  Hicks  Rd.,  Rolling  Meadows, 
111.  60008. 


34 


TEXAS  MEDICINE 


wmr  11 

IW 10/ 

rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  Is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies,  (iaution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA. 83S6  -9 


A personal  foul  against  the  tripper,  and  possibly 
weeks  of  painful  skeletal  muscle  spasm  for  the 
victim. 

For  the  skeletal  muscle  spasm  of  leg  strains, 
Valium®  (diazepam)  can  be  a valuable  adjunct.  A 
dose  of  2-10  mg,  three  or  four  times  a day,  goes  to 
work  to  help  break  up  the  cycle  of  spasm/ pain/ 
spasm.  The  resultant  relief  of  skeletal  muscle 

spasm  may  permit  greater 
mobilization  of  the  affected 
muscles  and  may  help  the 
patient  resume  usual  activities 
sooner  than  otherwise  possible. 

Sudden  trauma  to  and  unusual  stress  on  sartorius 
muscle  may  cause  strain  of  muscle  and  tearing  of 
some  of  the  fibers.  The  resultant  muscle  spasm  can 
make  leg  motion  painful. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follow's: 

Indications: Tension  and  anxiety  states;  somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation ; symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff -man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma ; may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings : Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase  in  frequency  and/ or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed ; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence,changes  in  salivation, slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported:  should  these  occur, 
discontinue  drug.  Isolated  reports 

of  neutropenia,  jaundice;  periodic  / X Roche  Laboratories 

blood  counts  and  liver  function  tests  ^ ROCHE/  Division  of  Hoffmann-La  Roche  Inc. 

advisable  during  long-term  therapy.  \ / Nutley,  N J 07110 


VALIUM  (diazepam) 

adjunct  in  skeletal  muscle  spasm 


2-mg,  5-mg,  10-mg  tablets 


Tb  get  the  water  out 
in  edema* 

To  lower  blood  pressure 
in  hypertension* 

lb  spare  potassium 
in  both 

There’s 


Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

* Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome,  late 
pregnancy;  also  steroid-induced  and  idiopathic  edema,  and 
edema  resistant  to  other  diuretic  therapy.  ‘Dyazide’  is  also 
indicated  in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  saits  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated  po- 
tassium salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy,  partic- 
ularly in  patients  with  suspected  or  confirmed  renal  insuf- 
ficiency (e.g.,  certain  eiderly  or  diabetics).  If  hyperkalemia 
deveiops,  substitute  a thiazide  aione.  If  spironolactone  Is 
used  concomitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  anemia 


have  been  reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  deter- 
minations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  antihy- 
■ pertensive  agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions:  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


DZ-106 


MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  APRIL 

AMERICAN  BOAJtD  OF  FAMILY  PRACTICE,  April 

29- 30,  1972.  Dr.  Nicholas  J.  Pisacano,  University  of 
Kentucky  Medical  Center,  Annex  No.  2,  Room  229, 
Lexington  40606,  Sec. 

■ TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  April 

30- May  8,  1972.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
76246,  Exec.  Sec. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  Min- 
eral Wells.  April  29,  1972.  Dr.  W.  H.  Neil.  800  Fifth 
Ave.,  Ft.  Worth  76104,  Sec. 


ALSO  IN  MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  Bal  Harbour, 
Fla.,  May  8-11,  1972.  Dr.  Merrill  H.  Goodwin,  Washing- 
ton National  Airport,  Washington,  DC  20001,  Sec. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS, 
Salt  Lake  City,  May  14-17,  1972.  Dallas  F.  Whaley,  29 
E.  Madison,  Suite  812,  Chicago  60602,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  13,  1972.  Dr. 
Byron  N.  Dooley,  7708  Floyd  Curl  Dr.,  San  Antonio 
78229,  Prog.  Cbrmn. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Chicago.  May  1-4,  1972.  Dr.  Michael 
Newton,  79  W.  Monroe,  Chicago  60603,  Exec.  Dir. 

AMERICAN  PEDIATRIC  SOCIETY,  Washington.  DC, 
May  21-26,  1972.  Dr.  C.  D.  Cook.  883  Cedar  St.,  New 

Haven.  Conn.  06614,  Exec.  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  Dallas,  May  19-21,  1972.  Hilda  Mc- 
Kethan,  4162  Monaco,  Corpus  C^risti  78411.  Sec. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  SOUTH- 
ERN BRANCH,  Hollywood,  Fla.,  May  10-12,  1972.  Fred- 
erick W.  Hering,  1026  S.  18th  St.,  Birmingham  36206, 
Exec.  See. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Carribean,  May  20-27,  1972.  Dallas  F. 
Whaley,  29  E.  Madison.  Suite  812,  Chicago  60602,  Exec. 
Dir. 

AMERICAN  THORACIC  SOCIETY,  Kansas  City,  Mo., 
May  21-24,  1972.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  Wash- 
ington, DC,  May  22-25,  1972.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  See. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May  11,  1972.  Dr.  Lewis  M. 
Heifer,  208  Medical  Prof.  Bldg.,  San  Antonio  78212, 
Prog.  Chrmn. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City,  May  18,  1972.  Dr. 


Wilfred  D.  David,  79  Madison  Ave.,  New  York  10016, 
Elxec.  Dir. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Ft.  Worth,  May  21,  1972.  Judy 
Nichols.  PO  Box  166,  Stephenville  76401,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Albuquer- 
que, May  1-4,  1972,  Dr.  Jack  A.  Barney,  801  Pasteur 
Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  11.  1972.  Dr.  C.  F.  Miller,  Box  1888,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OP  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1972.  Dr.  Philip  W.  Mal- 
lory, 7624  N.  Lamar,  Austin  78762,  See. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  13-14,  1972.  Dr.  Dari  E.  Vander  Ploeg,  PO  Box 
1659,  San  Antonio  78206,  Prog.  Chrmn. 

■ TEXAS  DIABETES  ASSOCIATION.  San  Antonio,  May 
14,  1972.  Dr.  Harold  L.  Dobson,  Hermann  Hospital, 
Houston  77026,  Prog.  Chrmn. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
San  Antonio,  May  12,  1972.  Dr.  C.  Hunter  Montgomery, 
PO  Box  2180,  Houston  77027,  Prog.  Chrmn. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio.  May  11-14,  1972.  Dr.  John  C.  Kuppinger,  1616 
Ed  Carey  Dr..  Harlingen  78660,  Prog.  Chrmn. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  13,  1972.  Dr.  Spencer  A.  Rowland,  lA  Med- 
ical Prof.  Bldg.,  San  Antonio  78212,  Prog.  Chrmn. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  12-13,  1972.  Dr.  Jesse  D.  Gomillion,  1802 
West  Wall,  Midland  78701,  Pres. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY.  San  Antonio,  May  12,  1972.  Dr.  Ar- 
thur E.  Grant,  7703  Floyd  Curl  Dr.,  San  Antonio  78229, 
Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio. 
May  11,  1972.  Dr.  Lewis  E.  Tucker,  804  M & S Tower, 
730  N.  Main,  San  Antonio  78206,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
May,  1972.  Dr.  Earle  U.  Scharff,  Jr.,  800  Fifth  Ave., 
Ft.  Worth  76104,  Pres. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS.  San 
Antonio,  May  14,  1972.  Dr.  Howard  L.  Zauder,  7703 
Floyd  Curl  Dr.,  San  Antonio  78229,  Prog.  Chrmn. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  11,  1972.  Dr.  Thomas  O. 
Shindler,  1603  Hermann  Prof.  Bldg.,  Houston  77026, 
Prog.  Chrmn. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  12-13,  1972.  Dr.  PYancis  A.  Morris,  Jr., 
3100  Red  River,  Austin  78705,  Prog.  Chrmn. 
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JUNE 

AMERICAN  CANCER  SOCIETY,  National  Conference 
on  Cancer  Chemotherapy,  New  York  City,  June  1-3, 
1972,  Dr.  Sidney  L.  Arje,  219  East  42nd  St„  New  York 
10017,  Coord. 

AMERICAN  CANCER  SOCIETY,  National  Conference 
on  Human  Values  & Cancer,  Atlanta,  June  22-24,  1972, 
Dr.  William  M,  Markel,  219  East  42nd  St.,  New  York 
10017. 

AMERICAN  MEDICAL  ASSOCIATION,  San  Francisco, 
June  18-22,  1972.  AMA,  636  N,  Dearborn  St.,  Chicago 
60610. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  Chicago, 
June  12-14,  1972.  Dr.  Samuel  A.  Trufant,  Cincinnati 
General  Hospital,  Cincinnati  46229,  Exec.  Sec. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
Las  Vegas,  June  10-16,  1972.  Royce  Noland,  1166  16th 
St.,  NW,  Washington,  DC  20006,  Exec.  Dir. 

AMERICAN  PROCTOLOGIC  SOCIETY,  New  York  City, 
Juno  11-14,  1972.  Harriette  Gibson,  820  W.  Lafayette, 
Detroit  43226,  Admin.  Sec. 

■ AMERICAN  RHEUMATISM  ASSOCIATION.  Dallas, 
June  7-10,  1972.  Lynn  Bonfiglio,  1212  Avenue  of  the 
Americas,  New  York  10036,  Ehtec.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION.  San  Diego,  June 
11-16,  1972.  Helen  Brown  Schmidt,  919  N.  Michigan 
Ave.,  Chicago  60611,  Exec.  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  21-22,  1972.  F.  C.  Schmidt,  1764  Gilpin,  Denver 
80218,  Exec.  V-Pres. 

SOCIETY  OF  NUCLEIAB  MEDICINE,  Boston,  July  11-14, 
1972.  Margaret  Gloe,  211  B.  43rd  St.,  Now  York  10017, 
Admin.  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Ft. 
Worth,  July  23-26,  1972.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 


AUGUST 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Aspen,  August,  1972.  Dr.  Eric  G.  Comstock,  PO  Box  2666, 
Houston  77001,  Exec.  Dir. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Denver,  Aug.  19-22.  1972. 

Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Elxec.  Officer. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, DC,  Aug.  27-Sept.  2,  1972.  Lois  J.  James,  30  N. 
Michigan  Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Denver,  Aug.  23-26,  1972.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Officer. 


AMERICAN  HEALTH  CONGRESS,  Chicago,  Aug.  7-10, 
1972.  Daniel  S.  Schechter,  840  N.  Lake  Shore  Dr.,  Chi- 
cago 60611,  Prog.  Chrmn. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  Georgia, 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd.,  Lake  Bluff.  111.  60044,  Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  York  City,  Sept.  26-28,  1972.  Roger  Tusken,  Box 
8166,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sept.  26-29,  1972.  Dr.  C. 

M.  Kos,  16  Second  St.,  SW,  Rochester,  Minn.  66901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS, 
Atlanta.  Sept.  6-10,  1972.  Dr.  Edward  M.  Wurzel.  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  CANCER  SOCIETY,  INC.,  Seventh  National 
Cancer  Conference,  Loe  Angeles,  Sept.  27-29,  1972,  Dr. 
Sidney  L.  Arje,  219  E.  42nd  St.,  New  York  10017,  Coord. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFIL- 
IATE. INC.,  Houston,  Sept.  21-24,  1972.  Dudley  H.  Haf- 
ner,  PO  Box  9928,  Austin  78767,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Congress  on  Oc- 
cupational Health,  Chicago,  Sept.  11-12,  1972.  AMA,  636 

N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4,  1972.  John  W.  Andes,  616  Busse 
Highway,  Park  Ridge,  III,  60068,  Exec.  Sec. 

■ BLACKFORD  MEMORIAL  LECTURES,  Denison, 
Sept.  9,  1972.  Dr.  John  D.  Gleckler,  211  N.  Fannin. 
Denison  75020,  Chrmn. 

INTERNATIONAL  CONGRESS  OF  INTERNAL  MEDI- 
CINE, Boston,  Sept.  6-9,  1972.  Dr.  Thomas  A.  Warthin. 
4200  Pine  St.,  Philadelphia  19104,  Gen.  Chrmn. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY.  Ama- 
rillo, Sept.  23,  1972.  Carlie  Umphres,  PO  Box  3276,  Ama- 
rillo 79106,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept. 
22-24,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  28-30, 
1972.  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Sec. 

WORLD  MEDICAL  ASSOCIATION,  INC.,  Amsterdam, 
Sept.  18-21,  1972.  Miss  M.  L.  Natwick,  10  Columbus  Cir- 
cle, New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  St.  Louis,  Oct.  16-20,  1972.  Joseph  J. 
Garvey,  PO  Box  10,  Joliet,  111.  60434,  Exec.  Sec. 
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TEXAS  MEDICINE 


AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Den- 
ver. Oct.  22-26,  1972.  Dr.  Alfred  Soffcr.  112  E.  Chestnut. 
ChicBgro  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Canada,  Oct,  16-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS.  San  Francisco. 
Oct.  2-6,  1972.  C.  Rollins  Hanlon,  56  E.  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  DHINTAL  ASSOCIATION,  San  Francisco. 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans. 
Oct.  9-13,  1972.  Ruth  Yakel,  620  North  Michigan  Ave., 
Chicago  60611,  Exec.  Dir, 

a AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Houston,  Oct.  12-14,  1972.  Margaret  H.  Henry, 
36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio  44094, 
Exec.  Sec. 

AMERICAN  FRACTURE  ASSOCIATION,  San  Francisco, 
Oct.  7-11,  1972.  Dr.  H.  W.  Wellmerling,  610  Grieshiem 
Bldg.,  Bloomington,  HI.  $1701,  Exec.  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs,  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Air  Pollution 
Medical  Research  Conference,  Chicago,  Oct.  2-3,  1972; 
Environmental  Quality  and  Food  Supply,  Washington, 
DC.  Oct.  18-20,  1972.  AMA,  636  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans.  Oct.  16-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Elxec.  Dir. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Las  Vegas,  Oct.  19-23,  1972. 
Dallas  F.  Whaley,  29  E.  Madison,  Suite  812,  Chicago 
60602,  Exec.  Dir. 

■ ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Ft.  Worth.  October,  1972.  Frank  K. 
Woolley.  2111  Enco  Dr.,  Oak  Brook,  111.  60621,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  New  Orleans,  Oct.  16-18,  1972. 
Dr.  A.  E.  Brown.  601  Boylston  St.,  Boston  02117,  Exec. 
Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Ft.  Worth,  October, 
1972.  W.  E.  Russell,  4429  N.  Central  Expressway,  Dallas 
76206,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  23-25,  1972.  Alma  O’Donnell,  601  Northwest 
Expressway,  Oklahoma  City  73118,  Exec.  Officer. 


SOUTHERN  PSYCHIATRIC  ASSOCIATION,  New  Or- 
leans, Oct.  1-3,  1972.  Annette  S.  Boutwell,  PO  Box  10387, 
Raleigh,  NC  27606,  Exec.  Officer. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Gal- 
veston, Oct.  16-19.  1972.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  SURGICAL  SOCIETY,  San  Antonio,  October, 
1972.  Or.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400, 
Dallas  76204,  Sec. 


NOVEMBER 

■ AMERICAN  HEART  ASSOCIATION.  Dallas,  Nov.  16- 
20,  1972.  Dr.  James  M.  Hundley,  44  East  23i'd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  clinical  conven- 
tion. Cincinnati,  Nov.  26-29,  1972.  AMA,  636  N.  Dear- 
born St.,  Chicago  60610. 

AMERICAN  PTIRT.IC  HEALTH  ASSOCIATION.  Allan- 
tie  City,  Nov,  12-17,  1972.  Dr.  James  R.  Kimmey,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  New  Orleans, 
Nov.  1-4,  1972.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr., 
Philadelphia  19119,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Miami,  Nov.  2-6,  1972.  Dr.  John  A.  D.  Cooper.  One  Du- 
pont Circle.  Washington,  DC  20036,  Pres. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Guad- 
alajara. November,  1972.  Virginia  E.  Bryant.  333  W. 
Thomas  Rd..  No.  207,  Phoenix  86013. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA. 
Chicago,  Nov.  26-Dec.  1,  1972.  Adele  Swenson,  713  E. 
Genesee  St.,  Syracuse,  NY  13210,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION.  New  Orleans, 
Nov.  13-16.  1972.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  2-7,  1972.  Dorothy  P.  Compton,  2250 
NW  Flanders  St.,  Portland,  Ore.  97210,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Las  Vegas,  Dec.  3-6,  1972.  Winfield  Singletary, 
3554  9th  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

■ ASSOCIATION  OF  MILITARY  SURGEONS  OF  TTIE 
UNITED  STATES.  San  Antonio,  Dec.  10-14,  1972.  RADM 
Walter  Welham,  MC  USN  Ret.,  8502  Connecticut  Ave., 
Chevy  Chase,  Md.  20015,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  4-6.  1972.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC  27706,  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  Dal- 
las, Dec.  7-8,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg..  San  Antonio  78205,  Sec. 
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Somethingnew 
in  ampicillin 
therapy: 

low  cost 


the  ampicillin  derivative 

Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg.  or  450  mg.  ampicillin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


CONTINUING  EDUCATION  COURSES 


ATHLETIC  INJURIES:  “Prevention  and 
Recognition  of  Athletic  Injuries”  is 
scheduled  for  April  22-23  at  the  Joe 
C.  Thompson  Conference  Center  in 
Austin.  Sponsored  by  UT  Medical 
School  at  San  Antonio,  and  cospon- 
sored by  Student  Health  Services,  UT 
at  Austin,  the  course  will  include  dis- 
cussions on  the  role  of  the  team  phy- 
sician, conditioning  of  athletes,  pre- 
season physical  examination,  injuries 
of  the  head  and  neck,  shoulder,  knee, 
ankle,  hand  and  wrist,  and  heat  stroke 
and  urologic  injuries.  Acceptable  for  12 
prescribed  hours  by  the  AAFP;  fee  is 
$50.  Contact:  Dr.  David  Green,  Assis- 
tant Professor  of  Orthopaedics,  UT  Med- 
ical School  at  San  Antonio,  7703  Floyd 
Curl  Dr.,  San  Antonio  78229. 

CARDIOVASCULAR  DISEASE  AND  LYM- 
PHOMAS: Waco  Heart  Association,  Mc- 
Lennan County  Medical  Society,  Waco- 
McLennan  County  Family  Practice  Res- 
idency Program,  and  American  Heart 
Association,  McLennan  County  Division 
announce  their  Annual  Postgraduate 
Symposium  on  Cardiovascular  Disease 
and  Lymphomas,  April  22-23,  at  Ridge- 
wood Country  Club  in  Waco.  Guest 
lecturers  will  be  Dr.  S.  Gilbert  Blount, 
director  of  cardiology.  University  of 
Colorado  Medical  Center,  Denver;  Dr. 
E.  Grey  Dimond,  provost  for  health 
sciences,  University  of  Missouri,  Kan- 
sas City;  Dr.  John  Ultmann,  professor 
of  medicine,  Pritzker  School  of  Medi- 
cine, University  of  Chicago;  and  Dr. 
Robert  Wallace,  chairman,  department 
of  surgery,  Mayo  Clinic,  Rochester. 
Contact:  Dennis  Awbrey,  Regional  Di- 
rector, Waco  Heart  Association,  610-G 
New  Road,  Waco  76710. 

ORTHOPAEDICS:  April  27-29  are  the 
dates  for  a course  on  children’s  ortho- 
paedics, sponsored  by  the  orthopaedic 
department  of  St.  Luke’s  Episcopal  Hos- 
pital in  Houston.  The  course  will  be  pre- 
sented at  the  Warwick  Hotel  in  Hous- 
ton, with  presentations  on  the  nonoper- 
ative treatment  of  congenital  clubfoot; 
indications,  benefits  and  early  results 
of  autotransfusions  in  patients  under- 
going elective  surgery;  surgical  man- 
agement of  cerebral  palsy  of  the  upper 
extremity;  and  periosteal  reactions  and 
destructive  lesions  of  bones  and  joints 
in  children.  Panel  sessions  will  cover 
indications  for  the  operative  treatment 


of  the  flatfoot,  salvage  procedures  in 
the  hip  in  children,  and  evaluation  and 
treatment  of  congenital  anomalies  of 
the  tibia. 

Registration  fee  for  the  course  is 
$75.  Contact:  Dr.  W.  Malcolm  Gran- 
berry,  6624  Fannin  St.,  Houston  77025. 

PUBLIC  HEALTH:  Texas  State  Depart- 
ment of  Health  is  offering  the  following 
public  health  laboratory  workshop  in 
Austin: 

May  9-12 — Public  Health  and 
Medical  Mycology — a general  proj- 
ect in  the  morphology,  culture, 
and  identification  of  fungi  of 
public  health  importance. 

Admittance  to  all  workshops  is  by  prior 
registration.  There  is  no  registration 
fee.  Contact:  Dr.  J.  V.  Irons,  Director  of 
Laboratories,  Texas  State  Department 
of  Health,  1100  W.  49th  St.,  Austin 
78756. 

ORTHOPAEDICS:  UT  Medical  School  at 
San  Antonio  will  sponsor  a course  on 
“The  Recognition  and  Management  of 
Common  Non-Traumatic  Orthopaedic 
Problems  in  Children,”  May  20-21,  at 
the  Hilton  Palacio  del  Rio  Hotel  in  San 
Antonio.  Topics  to  be  covered  include 
neuromuscular  diseases  of  childhood, 
primarily  cerebral  palsy  and  myelodys- 
plasia; diagnosis  and  management  of 
rotational  and  angular  deformities  of 
the  lower  extremity;  foot  deformities; 
congenital  anomalies  of  the  hand;  sep- 
tic joints  and  osteomyelitis;  and  con- 
genital dislocation  of  the  hip.  Registra- 
tion fee  is  $50  and  the  course  is  ac- 
ceptable for  8 prescribed  hours  by 
AAFP.  Contact:  Dr.  John  K.  Wilhelmy, 
Assistant  Professor,  Division  of  Ortho- 
paedics, UT  Medical  School  at  San  An- 
tonio, 7703  Floyd  Curl  Dr.,  San  An- 
tonio 78229. 

PANCREAS:  A course  designed  to  pre- 
sent the  current  state  of  knowledge  of 
pancreatic  physiology  and  disease  has 
been  designed  by  the  American  Gas- 
troenterological Association,  and  will 
be  presented  May  21-22  at  the  Fair- 
mont Hotel  in  Dallas.  Sessions  on 
pancreatic  physiology  and  acute  and 
chronic  pancreatic  disease  are  planned. 
Contact:  Micki  Thomas,  AGA  Postgrad- 
uate Course,  6900  Grove  Rd.,  Thoro- 
fare,  NJ  08086. 


CARDIOLOGY:  “Horizons  in  Cardiology” 
is  the  title  of  a course  to  be  presented 
by  the  Texas  Heart  Institute,  June  1-3, 
in  Houston.  Faculty  will  include  staff 
of  the  Texas  Heart  Institute,  and  of  the 
Cardiology  Service  of  Texas  Childrens’ 
and  St.  Luke’s  Episcopal  Hospitals. 
Current  developments  in  cardiology — 
adult,  pediatric,  and  surgical — will  be 
emphasized.  Presentation  topics  will  be 
“Trends  in  Cardiovascular  Surgery — 
Past,  Present  and  Future,”  “Temporary 
Extracorporal  Circulation  to  Long  Term 
Cardiopulmonary  Support,”  “Develop- 
ment of  an  Atomic  Powered  Artificial 
Heart,”  “Development  and  Future  of 
Non-Invasive  Techniques  in  Cardiol- 
ogy,” and  “Electrocardiography — Old 
Ideas,  New  Techniques,  Future  Con- 
cepts.” Guest  faculty  will  be  Dr.  Nor- 
man E.  Shumway,  professor  of  surgery 
and  head,  division  of  cardiovascular 
surgery,  Stanford  University  Medical 
School,  Palo  Alto,  Calif.  Contact:  Dr. 
Robert  J.  Hall,  Medical  Director,  Texas 
Heart  Institute,  PO  Box  20269,  Hous- 
ton 77025. 

RADIOLOGY  AND  RADIOISOTOPES:  A 

course  designed  for  radiotherapists, 
dosimetrists,  and  physicists  is  sched- 
uled for  July  3-14  in  Houston.  UT 
Graduate  School  of  Biomedical  Scien- 
ces at  Houston,  Division  of  Continuing 
Education,  and  UT  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at  Hous- 
ton are  sponsoring  the  course  on  “Ex- 
ternal Beam,  Interstitial,  and  Intracavi- 
tary Dosimetry — Applications.”  Lec- 
tures and  practical  tutorials  will  in- 
clude compounding  of  isodose  curves, 
wedged  fields,  tissue  compensators, 
inhomogeneity  corrections,  irregularly 
shaped  fields,  rotational  therapy,  and 
interstitial  and  intracavitary  applica- 
tions. 

Following  this  course,  on  July  17-21, 
“External  Beam,  Interstitial,  and  Intra- 
cavitary Dosimetry — Computer  Meth- 
ods,” will  be  presented.  Designed  for 
physicists  and  radiotherapists,  the 
course  will  include  lectures  on  the 
applicability  of  computers  to  therapeu- 
tic radiology. 

Tuition  fee  for  each  course  is  $200. 
For  more  information  contact:  Dr.  Grant 
Taylor,  Dean,  Division  of  Continuing 
Education,  UT  Graduate  School  of 
Biomedical  Sciences  at  Houston,  PO 
Box  20367,  Houston  77025. 
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In  acute  sonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  qonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male"' 
and  acute  gonorrheal  cervicitis  and  practitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®I972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials;  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo- 
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Irobkin 

sterile  spectinomycin  dihydrochloride 
pento hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  75-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  "^^Diognosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thoyer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  “criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 

Jailures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included. 


globin''  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Male  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initiab.treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Female  — single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bocterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  Information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwbi 


Upjohn 


The  Upiohn  Company,  Kolamazoo,  Michigan  49001 
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What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  conies. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUAOY INDEMNUY  EXDHANBE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 
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140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey  —“The  Build 
and  Blood  Pressure  Study" 
insurance  experts  concluded  that; 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension"^  and 
the  "Framingham  Study"  sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  mild  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


1.  Society  of  Actuaries,  The  Build  mid  Blood  Pressure  Study,  1959. 

2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA  273:1143-1152,  Aug.  17,  1970. 

3.  Kannel,  William  B.,  et  nl.:  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 
JAMA  274:301-310,  Oct.  12, 1970. 

4.  Kirkendali,  Walter  M.:  "What's  With  Hypertension  These  Days?" 
Consultant,  Jan.  1971. 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendali  stated  this  position 
in  his  recent  paper  "What's 
With  Hypertension  These 
Days?"  ^ Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURIL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURIL 
usually  maintains  its  antihyperten- 
sive effect  even  when 
therapy  is  prolonged. 


25-  and  50-mg  tablets 


MSP 

MERCK 

SHARRi 

DOHME 


HydroDIURIL' 

(Hycirochlorothiazidel  MSD) 

Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydroDIURIC 

(Hydrochlorothiazidel  MSD) 
Therapy  to  Start  With 


Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  rriild  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDlURlL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURlL 
frequently  can  continue  to  benefit  from  it,  because  HydroDlURlL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  A nuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURlL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  or 
treated  by  use  of  potassium  chloride  or  giving  foods 
with  a high  potassium  content.  Similarly,  any  chloride 
deficit  may  be  corrected  by  use  of  ammonium  chloride 
(except  in  patients  with  hepatic  disease)  and  largely 
prevented  by  a near  normal  salt  intake.  Hypochloremic 
alkalosis  occurs  infrequently  and  is  rarely  severe.  In 
severely  edematous  patients  with  congestive  failure  or 
renal  disease,  a low  salt  syndrome  may  occur  if  dietary 
salt  is  unduly  restricted,  especially  during  hot  weather. 

Thiazides  may  increase  responsiveness  to  tubocu- 
rarine.  The  antihypertensive  effect  of  the  drug  may  be 
enhanced  in  the  postsympathectomy  patient.  Arterial 
responsiveness  to  norepinephrine  is  decreased,  neces- 
sitating care  in  surgical  patients.  Discontinue  drug  48 
hours  before  elective  surgery.  Orthostatic  hypotension 
may  occur  and  may  be  potentiated  by  alcohol,  barbit- 
urates, or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  with 
hypercalcemia  and  hypophosphatemia  have  been  seen 
in  a few  patients  on  prolonged  thiazide  therapy.  The 
effect  of  discontinuing  thiazide  therapy  on  serum  cal- 
cium and  phosphorus  levels  may  be  helpful  in  assess- 
ing the  need  for  parathyroid  surgery  in  such  patients. 
Parathyroidectomy  has  elicited  subjective  clinical  im- 
provement in  most  patients,  but  has  no  effect  on 
hypertension.  Thiazide  therapy  may  be  resumed  after 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients; 
gout  may  be  precipitated.  May  affect  insulin  require- 
ments in  diabetics;  may  induce  hyperglycemia  and 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  include 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  cholestasis,  and  pericholangiolitic  hepatitis. 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares- 
thesias, transient  blurred  vision,  sialadenitis,  purpura, 
rash,  urticaria,  photosensitivity,  or  other  hypersensi- 
tivity reactions  may  occur.  Cutaneous  vasculitis  pre- 
cipitated by  thiazide  diuretics  has  been  reported  in 
elderly  patients  on  repeated  and  continuing  exposure 
to  several  drugs.  Scattered  reports  have  linked 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm- 
bocytopenia, and  neonatal  jaundice.  When  adverse 
reactions  are  moderate  or  severe,  the  dosage  of 
thiazides  should  be  reduced  or  therapy  withdrawn. 

For  more  detailed  information,  consult  your  MSD  MSD 
Representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  iVest  SHARRi 
Point,  Pa.  19486  DOHME 


Current  G.U.  Research 


Gantanolin  animals 

(sulfamethoxazole) 


lontrol 


12.5  mg  sulfamethoxazole/ kg 
of  body  weight 


50  mg  of  sulfamethoxazole/kg 
of  body  weight 


100  mg  of  sulfamethoxazole/kg 
of  body  weight 


Tissue  slice  technique  maps 
renal  distribution  in  animal  studies 

Please  note  that  while  the  method  described  may  add  to 
the  knowledge  of  how  antibacterial  agents  are  distrib- 
uted in  the  kidney  of  this  animal,  no  conclusions  can  be 
drawn  from  this  study  relative  to  the  drug’s  distribution, 
effect  or  use  in  humans,  as  it  is  not  possible  to  extrapo- 
late animal  data  to  humans. 


Gantanol®  (sulfamethoxazole)  administered  to 
Macaca  speciosa  monkeys 

Working  with  Macaca  speciosa  monkeys,  researchers  at 
the  University  of  Arkansas  Medical  Center  administered 
sulfamethoxazole  at  doses  of  12.5  mg,  50  mg  and  100  mg/kg 
of  body  weight.  Each  dosage  level  was  given  to  three  animals 
while  three  were  left  untreated  as  controls.* 

Kidneys  inoculated  with  Staphylococcus  aureus 

After  IVz  hours,  the  1 2 monkeys  were  sacrificed  and  their 
kidneys  frozen  with  CO2.  Sagittal  tissue  slices  were  prepared 
and  placed  on  blood  agar  bacteriological  plates.  They  were 
incubated  at  37°C.  for  1 1/2  hours.  Staphylococcus  aureus  broth 
culture  was  then  used  to  inoculate  the  tissue  and  slices  were 
reincubated.* 

Dark  staining  reveals  heavy  bacterial  growth 

A solution  of  triphenyltetrazolium  chloride,  which  turns  a 
reddish  purple  in  the  presence  of  bacteria,  was  added  to  the 
plates  after  6 hours.  Renal  slices  from  the  untreated  control 
animals  consistently  demonstrated  heavy  bacterial 
growth,  as  evidenced  by  dark  staining.* 

Distribution  throughout  Macaca  speciosa 
renal  parenchyma 

At  the  dosage  of  1 2.5  mg/kg  of  body  weight,  a diffuse 
stain  pattern  indicated  partial  inhibition  of  bacterial  growth. 
Renal  slices  from  monkeys  given  the  50  and  1 00  mg/kg 
doses  showed  no  staining,  indicating  complete  bacterial 
I inhibition  and  suggesting  antibacterial  distribution 


lA  throughout  the  parenchyma. =* 


*Mobley,  J.  E.;  Redman,  J.  F.,  and  Robbins, 


Surg.  Gynec. 


r’‘ 


Establishes  antibacterial  levels  in  blood 
and  urine  in  from  2 to  3 hours 

In  from  2 to  3 hours  of  the  initial  2-Gm  adult  dose,  effective 
antibacterial  levels  of  Gantanol®  (sulfamethoxazole)  are 
achieved  in  both  blood  and  urine.  This  prompt,  early  treatment 
in  acute  nonobstructed  pyelonephritis  may  help  avert  possible 
chronic  sequelae. 

Controls  primary  bacterial  offenders 

Antibacterial  Gantanol  (sulfamethoxazole)  controls  susceptible 
£.  coli,  the  most  common  cause  of  urinary  tract  infections.  It  Is 
also  effective  against  other  susceptible  gram-negative  and  gram- 
positive urinary  pathogens  such  as  Klebsiella-Aerobacter,  Staph, 
aureus  and  Proteus  mirabilis. 

Also  effective  in  nonobstructed  chronic 
and  recurrent  urinary  tract  infections 

It  is  also  common  for  the  elderly  and  debilitated  to  develop 
chronic  nonobstructed  urinary  tract  infections,  primarily  pyelo- 
: nephritis  and  cystitis.  Such  cases  often  respond  satisfactorily  to 
therapy  with  Gantanol. 

B.I.D./T.I.D.  schedule  gives 
round-the-clock  coverage 

Subsequent  1 -Gm  doses  can  provide  up  to  1 2 hours  of  antibacte- 
rial activity.  The  b.i.d.  dosage  is  recommended  for  mild  to 
moderate  infections;  the  t.i.d.  for  the  more  severe  u.t.i.  Gantanol 
provides  coverage  around  the  clock— coverage  that  is  especially 
important  during  the  hours  of  sleep,  when  urinary  retention 
favors  bacterial  proliferation. 

Your  option:  tablets  or  suspension 

Gantanol  is  available  in  two  convenient  dosage  forms— tablets  or 
a pleasant-tasting  suspension.  It  is  generally  well  tolerated  with 
relative  freedom  from  complications.  The  usual  precautions  with 
sulfonamide  therapy  should  be  observed,  including  adequate  fluid 
intake,  frequent  c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination. The  most  common  side  effects  reported  are  nausea, 
vomiting  and  diarrhea.  (It  should  also  be  noted  that  the  increasing 
frequency  of  resistant  organisms  is  a limitation  of  usefulness  of 
antibacterial  agents,  including  sulfonamides,  especially 
in  chronic  or  recurrent  u.t.i.) 

in  nonobstructed  pyelonephritis 
due  to  susceptible  organisms 

Gantanol’ 

(sulfamethoxazole) 

Basic  therapy 


I 


Before  prescribing,  piease  consuit  compieie 
product  information,  a summary  of  which  toiiows: 
indications:  Effective  in  acute,  recurrent  or 
chronic  urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  and  in  the  ab- 
sence of  obstructive  uropathy  or  foreign  bodies. 
Note:  Since  In  vitro  suifonamide  sensitivity 
tests  are  not  aiways  reliabie,  carefuiiy  coordi- 
nate In  vitro  suifonamide  sensitivity  tests  with 
bacterioiogic  and  ciinicai  response.  Add 
aminobenzoic  acid  to  cuiture  media  of  patients 
receiving  sulfonamides.  The  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents,  including 
sulfonamides,  especially  in  chronic  or  recur- 
rent urinary  tract  infections. 

Blood  levels  should  be  measured  in  patients  re- 
ceiving sulfonamides  for  serious  infections,  since 
there  may  be  wide  variations  with  identical 
doses;  20  mg/100  ml  should  be  the  maximum 
total  sulfonamide  level,  as  adverse  reactions  oc- 
cur more  frequently  above  this  level. 
Contraindications:  Sulfonamide  hypersensitivity: 
infants  less  than  2 months  of  age  (except  adjunc- 
tively  with  pyrimethamine  in  congenital  toxoplas- 
mosis); pregnancy  at  term  and  during  nursing 
period. 

Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not 
been  thoroughly  investigated.  Sulfonamides  will 
not  eradicate  or  prevent  sequelae  to  group  A 
streptococcal  infections,  i.e.,  rheumatic  fever, 
glomerulonephritis.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and 
other  blood  dyscrasias  have  been  reported;  early 
clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis 
with  careful  microscopic  examination  are  recom- 
mended frequently  during  sulfonamide  therapy. 
Clinical  data  are  insufficient  on  prolonged  or  re- 
current therapy  In  chronic  renal  diseases  of  chil- 
dren under  6 years. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, dose-related  hemolysis  may  occur,  fyiaintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia;  aller- 
gic reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injec- 
tion, photosensitization,  arthralgia  and  allergic 
myocarditis:  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea, 
anorexia,  pancreatitis  and  stomatitis;  C.N.S.  re- 
actions: headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo  and  insomnia:  and  miscellaneous 
reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E. 
phenomenon.  Due  to  certain  chemical  similar- 
ities with  some  goitrogens,  diuretics  (acetazol- 
amide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  Instances 
of  goiter  production,  diuresis  and  hypoglycemia. 
Cross-sensitivity  with  these  agents  may  exist. 
Dosage:  Systemic  sulfonamides  are  contraindi- 
cated in  infants  under  2 months  of  age,  except 
adjunctively  with  pyrimethamine  in  congenital 
toxoplasmosis.  Usual  dosage  Is  as  follows: 
Adults  — 2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  (2  tabs  or  teasp.)  b.i.d.  or  t.i.d.  depending 
on  severity  of  infection.  Children  — 0.5  Gm  (1  tab 
or  teasp. )/20  lbs  of  body  weight  initially,  fol- 
lowed by  0.25  Gm/20  lbs  tab  or  teasp.)  b.i.d. 
Maximum  dose  for  children  should  not  exceed 
75  mg/kg/24  hrs, 

Supplied:Tablets,  0.5  Gm  sulfamethoxazole;  Sus- 
pension, 0.5  Gm  sulfamethoxazole/teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


•"»1| 


le  case 


.t: 


-"iil 


> . 


•a  ~''*V 


w 


\f 


f 


n€ 


-w.  / 


Who  are  they?  Why  are  they  rejected  by  the  medical 
profession?  What  exactly  is  the  cult  of  chiropractic? 

Learn  the  answers  to  these  questions  and  many  more 
from  a startling  new  book  by  renowned  medical  jour- 
nalist and  public  affairs  specialist,  Ralph  Lee  Smith. 
AT  YOUR  OWN  RISK:  The  Case  Against  Chiropractic  is 
a probing  study  of  chiropractors  and  their  methods  of 
treatment.  It  follows  the  history  of  chiropractic  from 
its  conception  by  an  Iowa  grocer  in  1895  to  present 
day  practices. 

Travel  with  Mr.  Smith  as  both  patient  and  visitor  to 
many  of  the  nation's  chiropractic  schools  and  clinics. 
And  learn  why  he  recommends  that  chiropractic  be 
the  subject  of  immediate  legislative  review. 

Available  from  the  AMA  through  special  arrangements 
with  the  publisher.  Send  your  order  to  the  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 
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. copy(s)  of  At  Your  Own  Risk: 


The  Case  Against  Chiropractic. 


U.S.,  U.S.  Poss. 
Mexico,  Canada 


All  Other 
Countries 


□ Paperbound 

OP-22,  184  pages  $1.00  $1.50 

Quantity  order  prices  available  on  request. 
Name 
Address 
CIty/State/Zip 


Medical  Students, 
Hospital  Interns, 
and  Residents* 

$ .50 


Payment  must  accompany  order. 

‘ ‘Special  subsidized  rate  available  in  U.S.,  U.S.  Poss..  Canada 

and  Mexico  only. 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Established  Over  40  Years  Factory  Direct  Sales 

TMA  Meeting  Booth  503,  San  Antonio,  May  11-13,  1972. 
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SOUTHWEST  MEOICAL  CENTER 

6565  De  MOSS  DRIVE 


• 100,000  SQUARE-FOOT  PROJECT 
ON  5-ACRE  SITE 

• EXPERTLY  DESIGNED  FOR  ALL 
CONVENIENCES 

• PRIVATE  BATHS 

• DOCTORS’- NURSES’  LOUNGES 

• CONFERENCE  ROOM 

•PHARMACY  AND  SNACK  BAR 

• FULL  MAINTENANCE 

MODEL  OFFICE  AVAILABLE 
FOR  INSPECTION 


• TOTAL  SECURITY 


• EXCESS  FREE  PARKING 


• NEAR  TO  HOSPITALS  AND 
SUPPORTING  FACILITIES 


• CENTRAL  LOCATION  IN  MAJOR 
GROWTH  AREA 


• ASSET  VALUE  OF  GROUP  IDENTITY 


• FULLY  EQUIPPED  LABORATORY  AND 
X-RAY  FACILITIES 


LEASE  INFORMATION 

772-3681 


WTN'DSWSPJ'  CORPORJJJO?^ 

6201  BONHOMME  HOUSTON,  TEXAS  77036 
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TEXAS  MEDICINE 


Advertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Should  nongovernment 
scientists  and  physicians 
play  a role  in  drug 
regulation? 


Results  of  a questionnaire  to 
7000  physicians: 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
jrrocess  from  nongovern- 
ment jjhysicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  jrre.ssures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations. 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
oi^inions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
jiractitioner  could  begin  to 
]fiay  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  imjjrove 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develojr  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  what 
the  medical  community 
and  federal  regulators  do 
will  often  be  represented  in 
simplistic  and  somewhat 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti- 
coagulant drugs  several 
years  ago.  This  FDA  action 
was  given  publicity  by  the 
jjress  and  television  that 
went  far  beyond  its  prob- 
able importance.  The  result 
was  a very  uncomfortable 
situation  for  the  practi- 
tioner who  had  patients 
taking  these  medications. 
Since  the  practitioner  and 
pharmacist  had  not  been 
informed  of  the  action  by 
the  time  it  was  publicized, 
in  most  states  they  were 
deluged  with  calls  from 
worried  patients. 

The  irractitioner  can  at- 
tempt to  solve  these  prob- 
lems of  inadequate  commu- 
nication in  several  ways. 
One  would  he  the  creation 
of  a communications  line 
in  state  pharmacy  societies. 
When  drug  regulation  news 
is  to  be  announced,  the  so- 
ciety could  immediately 
distribute  a message  to  ev- 
ery jrharmacist  in  the  state. 
The  jrharmacist,  in  turn, 
could  notify  the  physicians 
in  his  local  community  so 
that  he  and  the  jjhysician 
could  be  prepared  to  an- 
swer inquiries  from  pa- 
tients. Another  approach 
would  he  to  use  profes- 
sional iJuhlications  the 
practitioner  receives. 

All  of  this  leads  back  to 
my  oirening  contention:  if 
drug  regulation  is  to  be  ef- 
fective, timely,  and  related 
to  the  realities  of  clinical 
practice,  a better  method  of 
communication  and  feed- 
back must  be  developed  be- 
tween the  nongovernmen- 
tal medical  and  scientific 
communities  and  the  regu- 
latory agency. 
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Medicine 


Henry  W.  Gadsden, 
Chairman  & Chief  Executive 

Officer,  Merck  & Co.,  Inc. 

In  my  opinion,  it  is  the 
responsibility  of  all  physi- 
cians and  medical  scientists 
to  take  whatever  steps  they 
think  are  desirable  in  a law- 
and  regulation-making 
process  that  can  have  far- 
reaching  impact  on  the 
practice  of  medicine.  Yet 
many  events  in  the  recent 
past  indicate  that  this  is 
not  happening.  For  exam- 
ple, it  is  apparent  from 
drug  efficacy  studies  that 
the  NAS/NRC  ijanels  gave 
little  consideration  to  the 
evidence  that  could  have 
been  provided  by  practic- 
ing physicians. 

There  are  several  current 
developments  that  should 
increase  the  concern  of 
practicing  physicians  about 
drug  regulatory  affairs.  One 
is  the  proliferation  of  mal- 
practice claims  and  litiga- 
tion. Another  is  the  effort 
by  government  to  establish 
the  relative  efficacy  of 
drugs.  This  implies  that  if 
a physician  prescribes  a 
drug  other  than  the  “estab- 
lished” drug  of  choice,  he 
may  be  accused  of  practic- 
ing something  less  than 
first-class  medicine.  It 
would  come  perilously 
close  to  federal  direction  of 
how  medicine  should  be 
practiced. 

In  order  to  minimize  this 
kind  of  arbitrary  federal 
action,  a way  must  be 
found  to  give  practitioners 
both  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticii^ate  in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  ajipears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 


Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital ])hysicians  and  scien- 
tists who  are  already  serv- 
ing. Though  i)ractitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  cliffi- 
culty  in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 

holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
])osing  to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  liiiids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 




In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


wsodLAiir 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators''''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement^  ''  and  observation  of  clinical  improvement.’’’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark- 
son, I.  S.,  and  LePere,  D.  M.:  Angiology  7/:190-192  (June)  1960.  2.  Horton,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R.;  Angiology  75:82-87 
(Feb.)  1964.  laboratories 
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TEXAS  MEDICAL  ASSOCIATION 


ORIENT  ADVENTURE 


Plus  $45  Tax  and  Service 


RETURN  THIS  COUPON  NOW! 

Send  to:  Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Enclosed  is  my  check  for  $ ($100  per 

person)  as  Orient  Adventure  deposit. 


NAME 


ADDRESS 


CITY  STATE  ZIP  PHONE 


MAKE  YOUR  RESERVATIONS  EARLY- 
SPACE  STRICTLY  LIMITED! 


Orient  Adventure  offers  you  the  unique  chance 
to  explore  on  your  own  or  take  advantage 
of  group  activity.  Sightsee,  shop,  golf, 
nightclub  . . . it's  your  vacation  and  the  choice 
is  yours. 


Here's  what  is  included : 

Direct  flights  via  World  Airways  707 
private  jets,  featuring  stretch-out 
seating  . . . deluxe  hotels  . . . full 
American  breakfasts  and  gourmet 
dinners  at  a selection  of  the 
finest  restaurants  in  each  city  . . . 

100  pounds  baggage  allowance  . . . 
transfers  . . . tips  . . . and  much  more. 

DEPARTING: 

HOUSTON  AND  DALLAS,  AUGUST  16,  1972 


Discover  two  of  the  most  exciting  cities  in 
the  world— TOKYO  and  HONG  KONG. 

For  14  days  live  in  a world  you've  only  dreamed 
of:  Geishas  . . . the  Ginza  . . . pagodas  . . . 
luxurious  hotels  . . . exquisite  dining.  Places 
and  people  you'll  never  forget. 
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TepanilTen-taB 

B (rnntini  ini rp  pn<;p  fnrml 


(continuous  release  form) 

(diethylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Confraindicotions:  Concurrenfiy  with  MAO  inhibifors,  in  potients  hypersensitive  to 
this  drug;  in  emotionolly  unstoble  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  thon  the  arnphetomines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympothomimetic  ogents,  it  moy 
occosionolly  couse  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  onxiety, 
ond  jitteriness.  in  controst,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
vosculor effects  reported  include  ones  such  os  tochycardia,  precordial  pain. 


arrhythmic,  palpitation,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolofed  experience,  which  has  not  been 
reported  by  others.  A/fergic  phenomena  reported  include  such  conditions  as  rash, 
uriicorio,  ecchymosis,  ond  erythema.  Gastrointestinal  effects  such  as  diarrheo, 
constipotion,  nousea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  eoch  of  bone  morrow 
cjepression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodoche,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meols.  If  desired,  cn  additionol  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  1.3325  (2876) 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson -Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 


Painful 
night  leg 
cramps... 


unwdcome  bedfellow 
forany  patient- 
including  those  with  arthritis, 
diabetes  a PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  iust  one  tablet 
at  bedtime 


Prescribing  Information — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associoted  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i-ssoscsoso) 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohia  45215  Trademark:  Quinamm 


^Merrell  ^ 

G^inamm 

Specific  therapy  for  night  leg  cramps. 


.-'f. 


• -,,vi,,.^-.v*H-.‘.  My 


|if  skin  is  infected, 
or  open  to  infection  4 

choose  the  topicals 
that  ^ive  yovn*  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk-prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains;  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  w'hite  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

Vanishing  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  ApprOfl'iate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML.  > 


Wellcome  I 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


When  irritable  colon  feels  like  this 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
□ simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition;  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommenrled  dosages. 
Do,sage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  licjuids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


in  a 

200- ml.  I 

nbreakable 

Plastic 

Bottle 


Same  price  as 
150 -ml.  size* 


Two  dosage 
strengths- 
125  mg./5  ml. 
and 

250  mg. /5  ml. 


V-Cillin  KIPedjatric 

potassium 


phenoxymethyl 

penicillin 

*Based  on  Lilly  selling  price  t< 


100210 

Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


wholesalers. 
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Editorials 

OSTEOPATHS,  ASSISTANTS,  INSURANCE,  AMA  ON  TMA  AGENDA 


As  part  and  parcel  of  the  Texas 
Medical  Association’s  forthcoming 
annual  session,  the  House  of 
Delegates  will  again  convene  and 
will  consider  a number  of  items 
important  to  Texas  physicians.  The 
delegates  will  meet  at  San  An- 
tonio’s St.  Anthony  Hotel  on  Thurs- 
day, May  11,  at  9 am;  Friday, 

May  12,  at  6:30  pm;  and  Saturday, 
May  13,  at  3 pm.  These  meetings 
are  open  to  all  TMA  members. 

Reference  committees  will 
meet  at  the  St.  Anthony  Hotel  on 
Thursday,  May  11,  at  1:30  pm. 
Every  member  of  the  Texas  Medical 
Association  is  both  entitled  and 
urged  to  appear  before  any  refer- 
ence committee  and  to  express  his 
views  and  recommendations 
about  items  on  the  agenda.  In  fact, 
the  delegates  on  a reference 
committee  are  generally  dis- 
appointed if  members-at-large  do 
not  offer  helpful  comments 
and  suggestions. 

Several  major  items  are  already 
on  the  delegates’  agenda.  The 
subject  of  osteopaths  as  TMA 
members,  for  example,  is  one  major 
item  of  paramount  interest  to  all 
physicians;  and  undoubtedly 
this  subject  will  generate  considera- 
ble discussion.  Included  in  such 
discussion  will  be  the  current 
osteopathic  educational  standards 
and  the  possible  future  conver- 
sion of  the  doctor  of  osteopathy 


degree  to  that  of  doctor  of 
medicine. 

Another  major  item  of 
importance  is  the  current  surge  of 
interest  in  expanding  the  phy- 
sicians’ services  through  so-called 
physicians’  assistants.  During 
the  past  two  years,  particularly, 
this  subject  of  physicians’  assist- 
ants has  received  a tremen- 
dous amount  of  attention  not  only 
from  governmental  agencies  but 
also  from  the  American  Medical 
Association.  It  is  a subject  for 
which  there  is  no  simple  and  easy 
resolution  but  to  which  the  dele- 
gates will  direct  their  attention. 

Another  major  item  on  the  dele- 
gates’ agenda  is  the  alarming 
and  frightening  change  which  has 
occurred  in  professional  liability 
insurance,  claims,  and  judgments. 
This  is  an  item  which  hits  close 
to  home  for  every  physician — 
particularly  those  who  are  in  pri- 
vate practice.  Any  ideas  or  sugges- 
tions to  improve  the  climate  in 
this  area  will  indeed  be  welcome. 

Other  major  items  scheduled 
for  consideration  and  discus- 
sion areTEXPAC,  government 
health  programs  (including  another 
look  at  Medicare  and  Medicaid 
and  a new  look  at  Economic 
Phase  2),  health  care  costs,  health 
manpower  distribution,  continu- 
ing education  for  physicians, 
professional  associations,  and  uni- 
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fied  county-TMA-AMA  membership. 

An  added  feature  will  be  a Special  Hearing 
Committee  at  9 am  Friday,  May  12,  in  the 
Anacacho  Room  of  the  St.  Anthony  Hotel. 
During  this  special  hearing,  physicians 
are  invited  to  express  their  ideas,  suggestions, 
and  comments  concerning  the  future  course, 
goals,  and  services  of  the  American 
Medical  Association. 

It  should  be  reemphasized  that  the  House 
of  Delegates  is  eager  to  reflect  the  views 
of  Texas  physicians  throughout  the  state, 
that  the  reference  committees  encour- 
age attendance  and  participation  by  any 
TMA  member,  and  that  such  participation 
will  enable  the  delegates  to  resolve  issues 
in  accordance  with  the  wishes  of  their 
colleagues  whom  they  represent. 

Jack  B.  Lee,  MD,  San  Antonio, 

Speaker,  TMA  House  of  Delegates. 


CONSULTATION:  ETHICS  AND  MANNERS 

Each  generation  of  physicians  needs  to  be 
reminded  of  the  traditions,  the  art  and  the 
technique  of  consultation.  There  is  a tendency 
to  cut  corners,  and  a sloppy  consultation 
causes  ill  will  among  colleagues  and  is  inimical 
to  the  best  interests  of  the  patient.  There 
is  a new  facet — medicolegal  hazards. 

Consultation  is  usually  asked  when  a patient 
is  severely  ill  and  not  responding  to  treat- 
ment. Often  it  is  requested  by  the  family, 
and  the  doctor  is  wise  who  can  foresee  this 
desire  and  suggest  consultation  before  it 
is  requested;  often  this  enables  the  doctor  to 
choose  the  consultant  best  able  to  contribute 


care  for  the  patient  rather  than  consolation 
to  the  family. 

Modesty  is  a virtue  in  the  consultant.  Often 
he  enters  a case  late,  and  he  has  the  advan- 
tage of  hindsight.  He  should  listen  carefully  to 
the  history  the  first  physician  gives  him 
and  amplify  this  from  the  patient  or  family. 

He  should  study  the  hospital  records  care- 
fully and  examine  the  patient  thoroughly.  But 
most  of  all  he  should  avoid  making  state- 
ments or  giving  opinions  prematurely.  He 
should  ask  for  additional  laboratory  studies. 
When  all  of  this  information  is  assembled — 
and  not  before — the  two  doctors  should 
discuss  the  case  privately.  This  should  never 
be  in  the  presence  of  the  patient  or  his  family! 

In  a consultation  it  is  traditional  that 
the  younger  doctor  speak  first,  giving  his 
findings  and  opinions.  This  is  because  the 
younger  doctor  may  be  more  conversant  with 
recent  advances,  but  the  older  doctor  may 
have  better  judgment  with  which  to  evaluate — 
so  he  speaks  second.  Here  is  a time  for 
tact  and  diplomacy  with  the  best  interests 
of  the  patient  uppermost  and  prestige  of 
doctors  of  least  concern. 

If  there  is  minor  disagreement,  it  should  be 
resolved  by  compromise.  If  the  dispute 
is  deemed  major,  additional  consultation 
should  be  obtained.  Only  as  a last  resort 
should  the  dispute  be  made  known  to  the 
patient  or  family,  to  be  resolved  by  their 
decisions. 

The  attitude  of  the  consultant  is  important. 
He  should  compliment  the  original  doctor 
if  he  can  do  so  sincerely,  or  he  should  be  silent. 
Medicine  is  a difficult  art  and  a young 
science,  and  there  is  a difference  between 
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opinion  and  established  fact.  The  consultant 
who  is  able  to  get  a physician  out  of  a tight 
spot  without  offending  (always  to  be  avoided) 
will  get  frequent  future  requests  for  con- 
sultation. The  consultant  should  never  feel 
obliged  to  make  a number  of  recommendations 
merely  to  justify  his  fee.  There  are  many 
instances  in  which  he  should  make  no 
changes  in  treatment,  and  should  so  inform 
the  patient  and  family. 

The  consultant  should  be  especially  cautious 
about  what  he  writes  into  the  patient’s 
record.  This  may  be  ammunition  for  a lawsuit, 
and  the  doctor  in  the  case  is  vulnerable. 

“Guard  that  erring  member,  the  tongue!’’ 
is  good  counsel  indeed. 

W.  E.  Lockhart,  MD,  Alpine. 


COUNTY  SOCIETY’S  ACHIEVEMENTS 
REFLECT  MEMBERS’  WORK  AND  TALENT 

The  quality  of  the  local  medical  society  is 
the  sum  of  the  attributes  of  character  of  each 
of  its  members.  Its  stability,  accuracy  of  judg- 
ment, and  firm  resolve  of  purpose  remain 
from  year  to  year  as  positive  sources  of  medical 
intelligence  for  the  community.  When  the 
annual  reports  from  committees  are  received, 
one  notes  with  gratitude  and  satisfaction 
the  degree  of  involvement  with  and  the  intelli- 
gent effort  toward  solutions  to  the  com- 
munity’s varying  health  needs. 

What  was  done  in  1971  to  attain  our 
purposes  in  Potter-Randall  Counties? 

First,  we  promoted  the  science  and  art  of 
medicine.  For  the  society  itself,  the  program 


chairman  selected  qualified  speakers  to 
discuss  scientific  subjects  of  current  interest. 

For  the  community,  judges  for  medical 
subjects  at  the  annual  Science  Fair  selected 
the  winner,  whose  prize  was  a trip  to  the  TMA 
annual  session.  Members  contributed  time 
and  personal  effort  to  lay  groups  concerned 
with  birth  defects,  cerebral  palsy,  multiple 
sclerosis,  mental  health  and  retardation,  mus- 
cular dystrophy,  diabetes,  renal  disease,  heart 
disease,  and  cancer  to  name  a few.  The 
Blood  Bank  is  fully  accredited  to  provide  blood 
and  its  multiple  components  upon  request, 
thanks  to  more  than  20  years  of  effort  by 
many  of  our  members. 

Second,  we  worked  to  improve  public  health. 
Members  participated  in  the  conduct  of  a 
school  for  drivers’  license  examiners  by 
the  Texas  State  Department  of  Flealth.  Under 
the  aegis  of  the  same  agency,  some  were 
involved  in  a conference  on  immediate  care  of 
the  injured.  In  a similar  vein,  one  of  our 
dermatologists  initiated  a program  to  establish 
a scientifically  advanced  emergency  medical 
transportation  system,  and  succeeded  in 
capturing  the  interest  and  effort  of  many  lay 
people  and  of  city,  county,  and  state  officials. 
Plans  were  laid  to  begin  a serious  endeavor 
to  restrain  the  medically  unnecessary  pre- 
scribing and  dispensing  of  amphetamines. 

Third,  we  discussed  legislative  affairs.  The 
Society  approved  a recommendation  to 
our  counties’  commissioners  to  establish  a 
medical  examiner’s  system  to  replace  the  anti- 
quated coroner’s  system.  To  date,  no 
enthusiasm  from  either  commissioners’  court 
has  been  detected.  Our  members  contributed 
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$1,770  to  TEXPAC.  The  chairman  of  our 
legislative  committee  kept  us  thoroughly  in- 
formed as  to  the  progress  of  numerous 
bills  presented  in  the  Legislature  and  the 
Congress,  so  that  our  letters  and  telegrams 
v\/ould  be  timed  precisely.  He  has  represented 
us  \A/ell  \with  our  Congressman  with  whom 
he  has  warm  rapport. 

Fourth,  we  discussed  social  affairs.  Within 
the  profession,  our  public  grievance  com- 
mittee was  not  required  to  meet!  Our  nurses 
requested  that  a liaison  committee  of  doc- 
tors and  nurses  be  formed  at  the  local 
level  to  discuss  mutual  problems.  This  was 
done  gladly  because  the  nurses,  through 
many  conferences  at  the  national  and  state 
levels,  have  delineated  these  problems 
and  have  proposed  intriguing  approaches. 

With  regard  to  the  ever-present  perplexities 
surrounding  medical  care  for  the  indigent, 
the  walk-in  obstetric  cases,  and  visitors 
to  the  emergency  rooms,  it  can  only  be  said 
that  constant  struggle  by  those  involved 
produces  solutions  by  the  process  of  evolution 
rather  than  revolution.  Although  it  is  slow, 
the  process  does  not  create  more  problems 
than  it  solves. 

Fifth,  some  of  our  members  served  on 
Texas  Medical  Association  committees,  and 
reported  in  depth  about  the  substance 
and  conclusions  of  the  meetings. 

In  1971,  not  one  person  refused  an 
appointment  to  a local,  state,  or  interim  job, 
nor  did  he  fail  his  duty.  An  Executive 
Board  with  100%  attendance  considered 
every  item  of  business;  no  member  was  denied 
a hearing  of  his  views;  no  item  of  concern 


was  cast  into  limbo  for  lack  of  hard-earned 
answers.  The  heightened  awareness  of  the 
talents,  ability,  sincerity,  the  dedication  of  his 
colleagues — these  are  the  treasures  stored 
forever  in  the  memory  of  an  immediate 
past  president. 

Wilbert  E.  Scott,  MD,  Amarillo, 

Immediate  Past  President, 

Potter-Randall  County  Medical  Society. 
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TEXAS  MEDICINE 


Just  about  the  first  thing 
the  patient  on  Sporostacin 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation,  and  malodor  follows 
soon  after. 


If  that  was  all  Sporostacin 
did,  she'd  still  be  happy. 
But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases,  often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications;  None  known.  Precautions;  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage;  One  appli- 
catorful intravaginally  twice  daily  for  a period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostacin  cream 

(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN,  NEW  JERSEY  08869 
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are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


F^iracin^Otic 


(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formulo:  Contains  (w/w)  0-2%  FURACIN,  brand  of  nitrofurazone, 
0,375%>  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indicotions:  For  treatment  of  bacterial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact. 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active  against 

a variety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonos  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  against  Candida  (Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use  ond  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reactions  (o)  limit  application  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessory. 

Supplied:  Bottle  of  15  cc.  with  dropper. 


®Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEWYORK  13815 


72 


TEXAS  MEDICINE 


Try  Eutron  on  a stubborn  diastolic 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 


100  (Grooved)  No.  7246 
Fllmtal*  i 


Pdrgyline 
Hydiochloftde 
Methyclothiazidi 
Caution  FedetaKO- 
law  ptotnbits  dispensifllf 
without  piescnplion. 


When  you're  not  satisfied  with  your  patient's  diastolic 
'*end  point"  under  present  treatment  y consider  a trial  of  Eutron, 
It  will  often  bring  further  reduction  of  blood  pressure y 
even  in  severe  diastolic  hypertension. 


Special  Characteristics  of  Eutron : 

Course  of  therapy  usually  is  smooth,  with 
blood  pressure  reducing  gradually  over  one  to 
three  weeks. 

Around-the-clock  effect  from  a single  daily  dose. 

Provides  diuresis  when  edema  accompanies 
hypertension. 

Free  of  central  depressant  action. 

Lower  doses  of  pargyline  hydrochloride  are 
made  possible  because  of  the  methyclothiazide 
component. 

TM— Trademark 


Special  Restrictions  (see  back  of  page) : 

Tyramine-containing  foods  (e.g.  aged  cheese) 
should  be  avoided.  (For  further  listing  of  foods, 
see  back  of  page.) 

If  alcohol  is  used,  it  should  be  used  cautiously 
and  in  reduced  amounts. 

Patients  should  be  warned  against  the  concurrent 
use  of  non-prescription  medications  (particularly 
cold  preparations  and  antihistamines),  or 
prescription  drugs  without  physician’s  consent. 

Discontinue  Eutron  at  least  two  weeks  prior  to 
elective  surgery. 

Before  prescribing  Eutron,  see  prescribing 

information  in  package  insert.  A brief 
summary  appears  on  next  page.  201353 


Brief  Summary 
EUTRON™ 

pargyline  hydrochloride  and  methyclothiazide 

Filmtab^ 

INDICATIONS.  EUTRON  (pargyline  hydrochloride  and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe  hypertension,  especially  those  with  severe 
diastolic  hypertension.  It  is  not  recommended  for  use  m patients  with  mild  or  labile  hypertension 
amenable  to  therapy  w th  sedatives  and/or  thiazide  diuretics  alone. 

Because  of  the  potent  diuretic  properties  of  methyclothiazide,  the  combination  is  particularly 
suited  for  use  when  congestive  heart  failure  or  other  conditions  requiring  diuretic  therapy 
coexist  with  hypertension,  or  when  edema  attributable  to  antihypertensive  therapy  develops. 

As  discussed  in  regard  to  dosage  and  administration,  it  is  desirable  to  establish  the  dosage 
requirements  for  EUTRON  by  the  administration  of  Eutonyl  and  Enduron  separately. 

CONTRAINDICATIONS.  1.  Pargyline  therapy  is  contraindicated  in  patients  with  pheo- 
chromocytoma.  paranoid  schizophrenia,  hyperthyroidism  and  advanced  renal  failure. 

2.  Pargyline  should  not  be  administered  to  those  with  malignant  hypertension,  or  to  children 
under  twelve  years  of  age  because  significant  clinical  information  concerning  the  use  of  the 
drug  in  these  conditions  is  not  available. 

3.  In  general,  the  following  drugs  or  agents  are  contraindicated  in  patients  receiving  pargyline 
hydrochloride: 

a.  Centrally  acting  sympathomimetic  amines  such  as  amphetamine  and  its  derivatives  (also 
found  in  anorectic  preparations). 

Peripherally  acting  sympathomimetic  drugs  such  as  ephedrine  and  its  derivatives  (also 
found  in  nasal  decongestants,  hay  fever  preparations  and  cold  remedies). 

b.  Aged  and  natural  cheese  (e  g.,  Cheddar,  Camembert,  and  Stilton),  and  other  foods  (e  g., 
pickled  herring,  Chianti  wine,  pods  of  broad  beans,  chicken  livers,  chocolate  and  yeast 
products),  which  require  the  action  of  bacteria  or  molds  for  their  preparation  or  preserva- 
tion, because  of  the  presence  of  pressor  substances  such  as  tyramine.  Banana  peels  are 
also  contraindicated.  Cream  cheese,  processed  cheese,  and  cottage  cheese  can  be  allowed 
in  the  diet  during  EUTRON  therapy,  since  their  tyramine  content  is  inconsequential. 

In  some  patients  receiving  EUTRON,  tyramine  may  precipitate  an  abrupt  rise  in  blood 
pressure  accompanied  by  some  or  all  of  the  following:  severe  headache,  chest  pain,  profuse 
sweating,  palpitation,  tachycardia  or  bradycardia,  visual  disturbances,  stertorous  breath- 
ing, coma,  and  intracranial  bleeding  (which  could  be  fatal).  A phenothiazine  derivative  or 
phentolamine  may  be  administered  parenterally  for  treatment  of  such  an  acute  hyper- 
tensive reaction. 

c.  Parenteral  administration  of  reserpine  or  guanethidine  may  cause  hypertensive  reactions 
from  sudden  release  of  catecholamines.  Parenteral  use  of  these  drugs  is  contraindicated 
during,  and  for  at  least  one  week  following,  treatment  with  EUTRON. 

d.  Imipramine,  amitriptyline,  desipramine,  nortriptyline,  or  their  analogues  should  not  be 
used  with  pargyline.  The  use  of  these  drugs  with  monoamine  oxidase  inhibitors  has  been 
reported  to  cause  vascular  collapse  and  hyperthermia  which  may  be  fatal.  A drug-free 
interval  (about  two  weeks)  should  separate  therapy  with  EUTRON  and  use  of  these  agents. 

e.  Methyldopa  or  dopamine,  which  may  cause  hyperexcitability  in  patients  receiving  pargyline, 
should  not  be  given. 

f.  Other  monoamine  oxidase  inhibitors  should  not  be  added  to  a EUTRON  regimen  since 
they  may  augment  the  effects  of  pargyline. 

4.  Methyclothiazide  is  contraindicated  in  patients  with  a known  sensitivity  to  methyclothiazide 
and/or  other  thiazide  diuretics.  It  should  not  be  used  in  patients  with  severe  renal  disease 
(except  nephrosis)  or  complete  renal  shutdown.  Thiazide  diuretics  should  not  be  used  in  the 
presence  of  severe  liver  disease  and/or  impending  hepatic  coma.  Hepatic  coma  has  been 
reported  as  a consequence  of  hypokalemia  in  patients  receiving  thiazide  diuretics. 

WARNINGS 

A PATIENTS 

1.  PATIENTS  SHOULD  BE  WARNED  AGAINST  THE  USE  OF  ANY  OVER-THE-COUNTER 
PREPARATIONS,  PARTICULARLY  "COLD  PREPARATIONS"  AND  ANTIHISTAMINES 
OR  PRESCRIPTION  DRUGS  WITHOUT  THE  KNOWLEDGE  AND  CONSENT  OF  THE 
PHYSICIAN. 

2.  PATIENTS  SHOULD  BE  CAUTIONED  ON  THE  USE  OF  CHEESE  (SEE  CONTRAINDICA- 
TIONS) AND  ALCOHOLIC  BEVERAGES  IN  ANY  FORM. 

3 PATIENTS  SHOULD  BE  WARNED  ABOUT  THE  LIKELIHOOD  OF  THE  OCCURRENCE  OF 
ORTHOSTATIC  HYPOTENSION. 

4 PATIENTS  SHOULD  BE  INSTRUCTED  TO  REPORT  PROMPTLY  THE  OCCURRENCE  OF 
SEVERE  HEADACHE  OR  OTHER  UNUSUAL  SYMPTOMS. 

5.  PATIENTS  WITH  ANGINA  PECTORIS  OR  CORONARY  ARTERY  DISEASE  SHOULD 
BE  ESPECIALLY  WARNED  NOT  TO  INCREASE  THEIR  PHYSICAL  ACTIVITIES  IN 
RESPONSE  TO  A DIMINUTION  IN  ANGINAL  SYMPTOMS  OR  AN  INCREASE  IN  WELL- 
BEING OCCURRING  DURING  TREATMENT  WITH  EUTRON. 

B.  PHYSICIANS 

1.  WHEN  INDICATED  THE  FOLLOWING  SHOULD  BE  CAUTIOUSLY  PRESCRIBED  IN 
REDUCED  DOSAGES: 

a.  ANTIHISTAMINES 

b.  HYPNOTICS,  SEDATIVES  OR  TRANQUILIZERS 

c.  NARCOTICS  (MEPERIDINE  SHOULD  NOT  BE  USED) 

2.  DISCONTINUE  EUTRON  AT  LEAST  TWO  WEEKS  PRIOR  TO  ELECTIVE  SURGERY, 

3.  IN  EMERGENCY  SURGERY  THE  DOSE  OF  NARCOTICS  OR  OTHER  PREMEDICATIONS 
SHOULD  BE  REDUCED  TO  1/4  TO  1/5  THE  USUAL  AMOUNT.  CLINICAL  EXPERIENCE 
HAS  SHOWN  THAT  RESPONSE  TO  ALL  ANESTHETIC  AGENTS  CAN  BE  EXAGGERATED 
IN  PATIENTS  RECEIVING  EUTRON.  THEREFORE  THE  DOSE  OF  THE  ANESTHETIC 
SHOULD  BE  CAREFULLY  ADJUSTED. 

4.  PARGYLINE  HYDROCHLORIDE  MAY  INDUCE  HYPOGLYCEMIA. 

5.  CARE  SHOULD  BE  EXERCISED  IN  USING  EUTRON  IN  PATIENTS  WITH  ADVANCED 
RENAL  FAILURE. 

The  possibility  of  sensitivity  reactions  to  methyclothiazide  or  pargyline  should  be  considered 
in  patients  with  a history  of  allergy  or  bronchial  asthma. 

There  have  been  several  reports  published  and  unpublished,  concerning  nonspecific  small 
bowel  lesions  consisting  of  stenosis  with  or  without  ulceration,  associated  with  the  administra- 
tion of  enteric-coated  thiazides  with  potassium  salts.  These  lesions  may  occur  with  enteric- 
coated  potassium  tablets  alone  or  when  they  are  used  with  nonenteric-coated  thiazides,  or 
certain  other  oral  diuretics. 

These  small  bowel  lesions  have  caused  obstruction,  hemorrhage  and  perforation.  Surgery 
was  frequently  required  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium  salts  although  lesions 
of  this  type  also  occur  spontaneously.  Therefore,  coated  potassium-containing  formulations 
should  be  administered  only  when  adequate  dietary  supplementation  is  not  practical,  and 
should  be  discontinued  immediately  if  abdominal  pain,  rfistention,  nausea,  vomiting  or  gas- 
trointestinal bleeding  occurs. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reportedtor  sulfonamide  derivatives,  including  thiazides. 

EUTRON  does  not  contain  added  potassium. 


USE  IN  PREGNANCY 

Pargyline  Hydrochloride.  Safe  use  of  pargyline  during  pregnancy  or  lactation  has  not  yet 
been  established.  Before  prescribing  pargyline  in  pregnancy,  in  lactation,  or  in  women  of 
childbearing  age,  the  potential  benefits  of  the  drug  should  be  weighed  against  its  possible 
hazard  to  mother  and  child. 

Methyclothiazide.  Thiazides  should  be  used  with  caution  in  pregnant  women  and  nursing 
mothers  since  they  cross  the  placental  barrier  and  appear  in  cord  blood  and  in  breast  milk. 
The  use  of  thiazides  may  result  in  fetal  or  neonatal  jaundice,  bone  marrow  depression  and 
thrombocytopenia,  altered  carbohydrate  metabolism  in  newborn  infants  of  mothers  showing 
decreased  glucose  tolerance,  and  possible  other  adverse  reactions  which  have  occurred  in 
the  adult.  When  the  drug  is  used  in  women  of  childbearing  age,  the  potential  benefits  of  the 
drug  should  be  weighed  against  the  possible  hazards  to  the  fetus. 

PRECAUTIONS 

Pargyline  Hydrochloride.  The  therapeutic  response  to  a variety  of  drugs  may  be  changed, 
or  exaggerated,  in  patients  receiving  a monoamine  oxidase  inhibitor  such  as  pargyline  hydro- 
chloride, Caffeine,  alcohol,  antihistamines,  barbiturates,  chloral  hydrate,  and  other  hypnotics, 
sedatives,  tranquilizers  and  narcotics  (meperidine  should  not  be  used),  should  be  used 
cautiously  and  at  reduced  dosage  in  patients  who  are  taking  pargyline. 

Pargyline  has  not  been  shown  to  damage  the  kidney  or  liver.  However,  laboratory  studies 
including  complete  blood  counts,  urinalyses,  and  liver  function  tests  should  be  performed 
periodically.  The  drug  should  be  used  with  caution  in  the  presence  of  liver  disease.  All  patients 
with  impaired  circulation  to  vital  organs  from  any  cause  including  those  with  angina  pectoris, 
coronary  artery  disease,  and  cerebral  arteriosclerosis  should  be  closely  observed  for  symptoms 
of  orthostatic  hypotension.  If  hypotension  develops  in  these  patients,  EUTRON  dosage  should 
be  reduced  or  therapy  discontinued  since  severe  and/or  prolonged  hypotension  may  precipitate 
cerebral  or  coronary  vessel  thromboses. 

The  hypotensive  effect  of  pargyline  may  be  augmented  by  febrile  illnesses.  It  may  be  advisa- 
ble to  withdraw  the  drug  during  such  diseases. 

Since  pargyline  is  excreted  primarily  in  the  urine,  patients  with  impaired  renal  function 
may  experience  cumulative  drug  effects.  Such  patients  should  also  be  watched  for  elevations 
of  blood  urea  nitrogen  and  other  evidence  of  progressive  renal  failure.  If  such  alterations 
should  persist  and  progress,  the  drug  should  be  discontinued. 

An  increased  response  to  central  depressants  may  be  manifested  by  acute  hypotension 
and  increased  sedative  effect.  Pargyline  also  may  augment  the  hypotensive  effects  of  anesthetic 
agents  and  surgery.  For  this  reason,  the  drug  should  be  discontinued  from  af  least  two  weeks 
prior  to  surgery. 

In  the  event  of  emergency  surgery  smaller  than  usual  doses  (1/4  to  1/5)  of  narcotics, 
analgesics,  sedatives,  and  other  premedications  should  be  used.  If  severe  hypotension  should 
occur,  this  can  be  controlled  by  small  doses  of  a vasopressor  agent  such  as  levarterenol. 

Pargyline  therapy  should  not  be  used  in  individuals  with  hyperactive  or  hyperexcitable 
personalities,  as  some  of  these  patients  show  an  undesirable  increase  in  motor  activity  with 
restlessness,  confusion,  agitation  and  disorientation.  Clinical  studies  have  shown  that  par- 
gyline may  unmask  severe  psychotic  symptoms  such  as  hallucinations  or  paranoid  delusions 
in  some  patients  with  pre-existing  serious  emotional  problems.  This  can  usually  be  controlled 
by  judicious  administration  of  chlorpromazine  intramuscularly,  or  other  phenothiazines,  the 
patient  remaining  supine  for  one  hour  after  administration. 

Pargyline  should  be  used  with  caution  in  patients  with  Parkinsonism,  as  it  may  increase 
symptoms.  In  addition,  great  care  is  required  if  pargyline  is  administered  in  conjunction  with 
anti-parkinsonian  agents. 

In  experience  to  date,  pargyline  has  not  been  associated  with  eye  changes  or  optic  atrophy 
as  reported  with  the  use  of  some  hydrazine  monoamine  oxidase  inhibitors.  However,  patients 
receiving  this  drug  for  prolonged  periods  should  be  examined  for  any  changes  in  color  per- 
ception, visual  fields,  fundi,  and  visual  acuity. 

Clinical  reports  state  that  certain  individuals  receiving  pargyline  for  a prolonged  period  of 
time  are  refractory  to  the  nerve-blocking  effects  of  local  anesthetics,  e g.,  lidocaine. 
Methyclothiazide.  Thiazide  therapy  should  be  used  with  caution  in  patients  with  severely 
impaired  renal  function  because  of  the  possibility  of  cumulative  effects.  Caution  is  also  nec- 
essary in  patients  with  severely  impaired  hepatic  function  or  progressive  liver  disease. 

Thiazide  drugs  may  reduce  response  to  levarterenol.  Accordingly,  the  dosage  of  vasopressor 
agents  may  need  to  be  modified  in  surgical  patients  who  have  been  receiving  thiazide  therapy. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effect  of  the  drug  may  be  enhanced  in  the  svmpathectomized  patient. 

All  patients  should  be  observed  for  clinical  signs  of  fluid  or  electrolyfe  imbalance,  including 
hyponatremia  ("low-salt"  syndrome).  These  include  thirst,  dryness  of  the  mouth,  lethargy 
and  drowsiness. 

Hypokalemia  may  occur  during  therapy  with  methyclothiazide.  In  such  cases  supplemental 
potassium  may  be  indicated.  Potassium  depletion  can  be  hazardous  in  patients  taking  digitalis. 
Myocardial  sensitivity  to  digitalis  is  increased  in  the  presence  of  reduced  serum  potassium 
and  signs  of  digitalis  intoxication  may  be  produced  by  formerly  tolerated  doses  of  digitalis. 
Hypochloremic  alkalosis  may  occur  following  intensive  or  prolonged  thiazide  therapy.  Re- 
placement of  chloride  may  be  indicated  in  such  cases. 

Thiazides  may  decrease  serum  P.B.I.  levels  without  signs  of  thyroid  disturbance. 
ADVERSE  REACTIONS.  Generally  side  effects  should  not  be  severe  or  serious  when  the 
recommended  dosages  are  used,  and  necessary  precautions  are  observed.  If  side  effects 
are  severe  or  persist  in  spite  of  symptomatic  treatment,  the  dosage  should  be  reduced  or  the 
drug  withdrawn.  See  also  Warnings  and  Precautions. 

Pargyline  Hydrochloride.  The  most  frequently  occurring  side  effects  are  those  associated 
with  orthostatic  hypotension  (dizziness,  weakness,  palpitation,  or  fainting).  These  usually 
respond  to  a reduction  of  dosage.  Patients  should  be  warned  against  rising  to  a standing 
position  too  quickly,  especially  when  getting  out  of  bed.  Severe  and  persistent  orthostatic 
hypotension  should  be  avoided  by  reduction  in  dosage  and/or  discontinuation  of  therapy. 

Mild  constipation,  fluid  retention  with  or  without  edema,  dry  mouth,  sweating,  increased 
appetite,  arthralgia,  nausea  and  vomiting,  headache,  insomnia,  difficulty  in  micturition  night- 
mares, impotence  and  delayed  ejaculation,  rash  and  purpura,  have  also  been  encountered. 
Hyperexcitability,  increased  neuromuscular  activity  (muscle  twitching)  and  other  extra-pyra- 
midal symptoms  have  been  repotted.  Gain  in  weight  may  be  due  either  to  edema  or  increased 
appetite.  Drug  fever  is  extremely  rare.  In  some  patients  reduction  of  blood  sugar  has  been 
noted.  Although  the  significance  of  this  has  not  been  elucidated,  the  possibility  of  hypo- 
glycemic effects  shoulci  be  borne  in  mind.  Congestive  heartfailure  has  been  reported  in  patients 
with  reduced  cardiac  reserve. 

Methyclothiazide.  Side  effects  that  may  accompany  thiazide  therapy  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache,  dizziness,  paresthesias,  weakness,  skin  rash,  photo- 
sensitivity. Jaundice  and  pancreatitis  also  have  been  reported. 

Blood  dyscrasias,  including  thrombocytopenia  with  purpura,  agranulocytosis  and  aplast'C 
anemia,  have  been  reported  with  thiazide  drugs. 

Thiazides  have  been  reported,  on  rare  occasions,  to  have  elevated  serum  calciurn  to  hyper- 
calcemic  levels.  The  serum  calcium  levels  have  returned  to  normal  when  the  medication  has 
been  stopped.  This  phenomenon  may  be  related  to  the  ability  of  the  thiazide  diuretics  to 
lower  the  amount  of  calcium  excreted  in  the  urine. 

Elevations  of  blood  urea  nitrogen,  serum  uric  acid,  and  blood  sugar  have  occurred  with  the 
use  of  thiazide  drugs.  Symptomatic  gout  may  be  induced. 

Although  not  established  as  an  adverse  effect  of  methyclofhiazide,  it  has  been  reported  that 
thiazide  diuretics  may  produce  a cutaneous  vasculitis  in  elderly  patients. 

^FILMTAB— Film-sealed  tablets,  Abbott.  TM— Trademark  204364 


The  Fight  Is  Still  On 


This  will  be  my  last  president’s  page. 
To  end  this  year  without  a heart- 
felt “Thank  you,”  would  be  to 
belie  my  deep  apprecdation  for  the 
encouragement  and  support  which 
you  as  members  of  the  Texas 
Medical  Association  have  given 
me  this  year. 

When  assuming  this  office,  I 
noted  many  problems  confronting 
our  profession.  Leaving  it,  I find 
that  most  of  the  problems  still  exist. 
This  is  a victory  for  the  free  enter- 
prise, private  practice  of  medicine 
concept.  It  denotes  the  effectiveness 
of  the  many  councils,  committees, 
and  individuals  of  the  profession 
who  have  worked  so  hard  to 
contain  and  to  reverse  these  diffi- 
culties. Had  they  failed,  the  old 
problems  would  now  be  supplanted 
by  new  ones  as  a result  of  the 
implementation  of  countless  pro- 
grams designed  but  to  control  and 
to  dictate  the  practice  of  medicine. 
Most  of  all,  however,  it  is  a signal 
victory  for  TEXPAC,  LOPACs, 
and  for  AMPAC  that  during  the 
past  101/2  years  we  have  contributed 
significantly  to  the  change  in 
direction  of  thought  of  many  legis- 
lators at  all  levels.  To  all  the  men 
and  women  involved  in  this  con- 
tinuing effort — thank  you  for 
a job  well  done. 

I wish  that  I could  say,  “All  is 
well.”  It  is  not.  We  are  still 
confronted  Avith  HMOs;  length  of 
stay  by  diagnosis  regulations; 
increasing  difficulty  with  Title  19 
and  18  funding;  increased  numbers 
of  “recipients”  and  unwarranted 
and  unreasonable  restidctions  placed 
upon  “vendors.”  The  drive  to  totally 
socialize  us  continues  with  advo- 
cates and  opponents  in  both 
parties.  Increasing  need  for  more 
participation  by  our  members 
and  an  unfortunate  concurrent 
decrease  in  the  willingness  of  some 
of  us  to  practice  individual  respon- 
sibility and  bill  directly  for  services 
make  it  difficult  to  counter  scare 
headlines  which  imply  that  our 
profession  is  only  “dollar  oriented.” 
A continuing  relative  shortage  of 
physicians  in  our  state  will  soon 
be  reversed,  thanks  to  the  joint 


efforts  of  our  six  schools  of 
medicine  and  the  Association.  The 
redistribution  of  residencies  is 
still  a major  goal  of  TMA, 
and  one  being  actively  sought. 

Recent  ability  of  an  individual 
with  a DO  degree,  Avho  wishes 
to  acquire  the  MD  degree,  to  be 
admitted  with  advanced  standing  in 
our  schools  of  medicine  is  in 
keeping  with  the  concept  of  accept- 
ance into  internship  and  residencies 
throughout  TMA-  and  AMA- 
approved  programs.  This  can  only 
serve  to  increase  the  delivery  of 
health  care  to  the  people  of 
our  state. 

These  are  but  a few  of  our 
ongoing  areas  of  involvement.  I 
can  only  hope  that  we  have  truly 
represented  the  doctors  of  Texas  this 
past  year,  and  that  our  efforts  have 
sm’ved  all  Texans  as  Avell  as  the 
finest,  most  dedicated  group  of 
physicians  in  America — members 
of  the  Texas  Medical  Association. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 
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picture  of  an  angina  patient 
not  having  an  attack 

Would  he  be  having  one  now  if  he 
weren't  on  ISORDIL?  Impossible  to  say. 

But  most  patients  on  ISORDILTEMBIDS 
have  fewer  and  milder  angina  attacks. 

That's  saying  a great  deal. 

ISORDILTEMBIDS’ 

(ISOSORBIDE  DINITRATE) 

SUSTAINED  ACTION  CAPSULES.  40  mg. 

For  brief  summary,  please  see  facing  page. 


ISORDILTEMBIDS 

dSOSORBIDEDINITRATE) 

SUSTAINED  ACTION  CAPSULES.  40  mg. 

Convenient,  sustained  prophylaxis.  A single 
ISORDIL  TEMBIDS  CAPSULE  helps  protect 
against  angina  episodes  for  up  to  10  hours. 
One  in  the  morning,  one  at  bedtime  for  day  and 
night  protection. 

Also  available:  ISORDIL  TEMBIDS  TABLETS, 
Sustained  Action  Tablets,  40  mg. 

Indications:  For  relief  of  angina  pectoris  (pain 
of  coronary  artery  disease);  the  oral  dos- 
age forms  are  not  intended  to  abort  the  acute 
anginal  episode,  but  are  widely  regarded  as 
useful  in  the  prophylactic  treatment  of  angina 
pectoris. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable) 
are  insufficient  to  establish  safety. 

Precautions:  Intraocular  pressure  is  increased; 
therefore,  caution  is  required  in  administering 
to  patients  with  glaucoma.  Tolerance  to  this 
drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur.  In  patients  with  functional 
or  organic  gastrointestinal  hypermotility  or 
malabsorption  syndrome,  it  is  suggested  that 
either  the  ISORDIL  (isosorbide  dinitrate)  5 mg. 
or  10  mg.  Oral  tablets  or  ISORDIL  2.5  mg.  or 
5 mg.  Sublingual  tablets  be  the  preferred  ther- 
apy. The  reason  for  this  is  that  a few  patients 
have  reported  passing  partially  dissolved 
ISORDIL  TEMBIDS  tablets  in  their  stools.  This 
phenomenon  is  believed  to  be  on  the  basis  of 
physiologic  variability  and  to  reflect  rapid  gas- 
trointestinal transit  of  the  sustained  action 
tablet.  TEMBIDS  SHOULD  NOT  BE  CHEWED. 

Adverse  Reactions:  Cutaneous  vasodilation  with 
flushing.  Headache  is  common  and  may  be 
severe  and  persistent.  Transient  episodes  of 
dizziness  and  weakness  as  well  as  other  signs 
of  cerebral  ischemia  associated  with  postural 
hypotension  may  occasionally  develop.  This 
drug  can  act  as  a physiological  antagonist  to 
norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual 
exhibits  marked  sensitivity  to  the  hypotensive 
effects  of  nitrite,  and  severe  responses  (nau- 
sea, vomiting,  weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur  even  with 
the  usual  therapeutic  dose.  Alcohol  may  en- 
hance this  effect.  Drug  rash  and/or  exfoliative 
dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information 
and/or  professional  samples? 

TEM8IOS®— TRADEMARK  FOR  SUSTAINED  ACTION  TABLETS  AND  CAPSULES 

IVES  LABORATORIES  IN 

685  Third  Avenue,  New  York,  N.Y.  1001 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF 
LIFE,  THROUGH  MEDICINE 


WICHITA  FALLS  CLINIC-HOSPITAL 


GENERAL  StJRGERY 
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Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
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R.  F.  Knox,  M.D.,  Endocrinology 

P.  K,  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 
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Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
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GENERAL  PRACTICE 
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Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 
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Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the 

physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 
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LAWRENCE  D.  HORWITZ,  MD 


Use  of 
temporary 

pacemakers 
in  acute 
myocardial 
infarction 


Temporary  use  of  electronic  pacemakers  can  be 
invaluable  for  treatment  or  prevention  of  certain 
rhythm  disturbances  which  frequently  occur  dur- 
ing acute  myocardial  infarctions.  Indications  for 
such  intervention  include  advanced  heart  block, 
those  abnormal  patterns  of  intraventricular  con- 
duction which  frequently  are  harbingers  of  ad- 
vanced heart  block,  ectopic  ventricular  beats 
which  do  not  respond  to  drugs,  and  persistent 
supraventricular  bradycardia. 


INDICATIONS:  Advanced  Heart  Block:  First- 
degree  atrioventricular  block,  as  defined  by 
prolongation  of  the  PR  interval  to  greater  than 
0.20  second,  does  not  require  a pacemaker.^ 
Second-degree  heart  block  may  be  of  two  types. 
In  the  Wenckebach  (Mobitz  I)  type  there  is 
progressive  lengthening  of  the  PR  interval  until 
a P wave  is  not  followed  by  a QRS  complex. 
When  associated  with  an  acute  coronary  epi- 
sode, Wenckebach  second-degree  block  rarely 
requires  a pacemaker,  since  it  is  usually  tran- 
sient or  readily  reverted  by  0.5-1  mg  atropine 
given  intravenously. 

A more  serious  type  of  second-degree  block 
is  characterized  by  a regular  ratio  of  P waves 
to  QRS  complexes,  such  as  2:1  or  3:1,  without 
preliminary  lengthening  of  the  PR  interval  (Fig 
1).  This  fixed  or  Mobitz  II  type  of  second-degree 
block^  frequently  progresses  to  complete  heart 
block  with  syncope  or  sudden  death.  Patients 
who  develop  this  arrhythmia  during  an  acute 
infarction  should  have  a pacemaker  wire  in- 
serted immediately. 

In  complete  or  third-degree  heart  block  there 
is  no  conduction  of  the  atrial  depolarization  to 
the  ventricles  and  the  P waves  and  QRS  com- 
plexes are  independent  of  each  other.  Both  the 
P waves  and  the  QRS  complexes  are  regular, 
but  the  P-P  interval  is  shorter  than  the  R-R  in- 
terval and  the  relative  positions  of  the  P and 
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QRS  are  changing  throughout  the  tracing.  De- 
velopment of  complete  atrioventricular  block  is 
a life-threatening  event  and  a pacemaker  v/ire 
should  be  inserted. 

Conduction  Abnormalities  Which  Precede 
Heart  Block:  Right  bundle  branch  block  pro- 
longs the  QRS  interval  to  0.12  second  or  more 
and  may  be  recognized  by  deep  terminal  S 
waves  in  electrocardiogram  leads  I and  Ve,  and 
an  RSR'  or,  if  anteroseptal  damage  has  oc- 
curred, a QR  complex  in  lead  Vj.  If  the  mean 
QRS  axis  is  normal  in  a patient  who  has  right 
bundle  branch  block  and  an  acute  infarct, 
there  is  no  reason  to  expect  heart  block  to 
develop.  However,  if  right  bundle  branch  block 
is  present  with  leftward  deviation  of  the  mean 
QRS  axis,  there  is  a high  likelihood  that  com- 
plete heart  block  will  develop  (Fig  2).^  There- 
fore, the  appearance  of  the  combination  of 
right  bundle  branch  block  with  left  axis  devia- 
tion (recognized  as  a right  bundle  pattern  with 
an  S greater  in  amplitude  than  the  R in  lead  II) 
should  be  treated  with  a pacemaker  as  prophy- 
laxis against  complete  heart  block.  A rarer  pat- 
tern, which  also  should  be  treated  with  a tem- 
porary pacemaker  because  it  often  precedes 
complete  heart  block,  is  the  sudden  appearance 
of  alternating  right  and  left  bundle  branch 
block  configurations. 

Overdrive  of  Ventricular  Arrhythmias:  Pre- 
mature ventricular  beats  usually  respond  to 
lidocaine  given  intravenously.  However,  in  an 


1.  Mobitz  type  II  second-degree  heart  block.  Patient 
is  initially  in  first-degree  block,  but  beginning  with 
the  fifth  P wave  there  is  a fixed  2:1  conduction. 
After  the  seventh  P wave  there  is  a sinus  arrest  with 
a nodal  escape  beat. 
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2.  Patient  with  an  acute  anteroseptal  myocardial 
infarction  and  a right  bundle  branch  block  with  left 
axis  deviation.  This  pattern  developed  the  second  day 
of  hospitalization,  and  30  minutes  after  this  tracing 
vvfli'  taken  the  patient  had  a Stokes-Adams  syncopal 
episode  with  complete  heart  block. 


occasional  patient  with  an  acute  myocardial 
infarction,  ventricular  premature  beats  and  ven- 
tricular tachycardia  cannot  be  suppressed  by 
lidocaine  or  other  drugs.  In  such  cases,  pacing 
the  heart  at  a rate  slightly  above  the  patient’s 
intrinsic  rate  usually  will  eliminate  the  ectopic 
ventricular  rhythms.^ 

Persistent  Bradycardia  Without  Heart  Block: 
Sinus  bradycardia  is  usually  transient  in  acute 
myocardial  infarction  and  readily  responsive  to 
atropine.  Rarely,  a patient,  usually  elderly,  may 
have  persistent  sinus  bradycardia  or  slow  nodal 
rhythms.  Because  of  reduced  cardiac  output 
such  patients  may  become  symptomatic  with 
mental  confusion  or  dizziness,  poor  urinary 
output,  and  low  blood  pressure.  If  the  brady- 
cardia cannot  be  controlled  with  atropine,  a 
pacemaker  should  be  considered  as  a means 
of  maintaining  the  rate  at  a level  sufficient  to 
assure  an  adequate  cardiac  output. 

Methods  of  Temporary  Pacemaker  Implanta- 
tion: Only  demand  type  temporary  pacemakers, 
which  do  not  fire  when  beats  are  triggered  by 
the  patient’s  intrinsic  pacemaking  mechanism, 
should  be  used  in  patients  with  acute  myocar- 
dial infarctions.  Fixed-rate  pacemakers  may  in- 
duce ventricular  fibrillation  if  they  fire  during  a 
nonpaced  beat.®  If  atrioventricular  block  is 
present  or  anticipated,  the  pacemaker  electrode 
should  be  positioned  in  the  apex  or  outflow 
tract  of  the  right  ventricle.  For  sinus  bradycar- 
dia and  overdrive  of  ectopic  ventricular  arrhyth- 
mias, placement  of  the  electrode  in  the  right 
atrium  will  suffice. 

Pacemaker  wires  can  be  inserted  through  an 
external  jugular  vein  cutdown;  arm  veins  are 
less  desirable  because  movement  of  the  arm 
readily  dislodges  the  electrode  tip.  At  Parkland 
Memorial  Hospital  temporary  pacemaker  wires 
usually  are  inserted  by  performing  a percutane- 
ous puncture  of  a subclavian  vein  with  a 14- 
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gauge  needle  and  threading  a fine  caliber  wire 
through  the  needle.  Except  in  acute  emergen- 
cies, when  it  may  be  necessary  to  attempt 
blind  placement  of  the  electrode,  a fluoroscope 
should  be  used  to  position  the  wire.  For  asys- 
tole, percutaneous  direct  myocardial  pacing 
can  be  performed  by  inserting  a long  18-gauge 
needle  directly  through  the  chest  wall  into  the 
left  ventricle  and  threading  in  a fine  caliber 
wire.® 

Maintenance  and  Duration  of  Temporary  Pace- 
maker Therapy:  Once  in  place  the  pacemaker 
should  be  checked  frequently.  Causes  of  mal- 
function include  movement  of  the  electrode, 
poor  electrical  connections,  damage  to  a wire 
or  failure  of  the  pacemaker  electronic  system. 

Temporary  pacemaker  wires  may  be  left  in 
place  for  up  to  two  weeks  if  necessary.  If  the 
arrhythmia  or  ECG  pattern  which  necessitated 
placement  disappears,  the  wire  can  be  safely 
removed  after  normal  sinus  rhythm  has  been 
maintained  for  48  hours  or  more.  Patients 
whose  arrhythmias  persist  for  more  than  a 
week  should  be  considered  candidates  for  per- 
manent pacemaker  implantation. 
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Blunt  trauma  to  the  abdomen  can  result  in 
formation  of  an  acute  dissecting  aneurysm  of  the 
abdominal  aorta.  Such  a case  is  presented  and 
the  eight  previously  reported  cases  are  reviewed. 
The  mechanism  of  injury,  diagnostic  findings 
and  surgical  treatment  are  summarized. 


TRAUMATIC  DISRUPTION  OF  THE  AORTA  re- 
sults in  death  before  the  victim  can  receive 
medical  care  in  approximately  90%  of  the 
cases. 1 Despite  this  fact,  deceleration  injuries  of 
the  thoracic  aorta  have  been  recognized  with 
some  frequency  and  techniques  for  repair  have 
been  developed. Less  common  have  been  re- 
ports of  blunt  injury  to  the  abdominal  aorta. 
This  report  will  survey  the  eight  previously  re- 
ported cases  of  acute  traumatic  dissecting  an- 
eurysm of  the  abdominal  aorta  and  present  the 
ninth  case. 

Case  Report:  The  patient,  a 60-year-old  man, 
was  transferred  to  Hillcrest  Baptist  Hospital  two 
hours  after  being  involved  in  an  auto  accident 
in  which  he  was  thrown  forward  into  the  steer- 
ing wheel.  He  was  able  to  walk  from  the  scene 
of  the  accident,  but  shortly  thereafter  he  de- 
veloped numbness  of  both  lower  extremities 
which  progressed  to  paralysis.  On  admission. 


his  blood  pressure  was  190/90  mm  Hg;  his 
pulse  rate  was  82  beats/minute.  There  was  a 
large  bruise  in  the  epigastrium.  The  abdomen 
was  diffusely  tender  but  bowel  sounds  were 
present.  The  left  lower  extremity  was  pale,  cold 
and  anesthetic.  The  right  lower  extremity  had 
normal  color;  sensation  and  movement  had  re- 
turned. Deep  tendon  reflexes  were  absent  in  the 
left  leg  but  were  present  in  the  right.  The  left 
femoral,  popliteal  and  pedal  pulses  were  ab- 
sent. Corresponding  pulses  on  the  right  were 
diminished  but  present.  Roentgenograms  of  the 
chest  and  lumbar  spine  were  normal.  Immedi- 
ate abdominal  exploration  was  elected.  A mid- 
line incision  was  made  and  approximately  800 
cc  of  blood  was  found  in  the  peritoneal  cavity. 
Exploration  revealed  a ruptured  spleen  and  a 
laceration  in  the  mesentery  of  the  small  bowel. 
A splenectomy  was  carried  out  and  the  defect 
in  the  mesentery  closed.  The  abdominal  viscera 
were  then  displaced  and  the  retroperitoneal 
space  explored.  There  was  a small  periaortic 
hematoma.  Midway  between  the  renal  arteries 
and  the  inferior  mesenteric  artery,  the  aorta 
had  an  obvious  intimal  tear  with  formation  of 
an  acute  dissecting  aneurysm.  Only  the  adven- 
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titia  was  intact.  The  left  common  iliac  artery 
was  pulseless  but  a feeble  pulse  was  present 
in  the  right.  Control  of  the  proximal  normal 
aorta  and  distal  iliac  arteries  was  obtained  and 
an  aortotomy  was  made.  The  intima  of  the 
aorta  was  torn  circumferentially  and  dissected 
down  to  the  bifurcation  and  into  the  left  com- 
mon iliac  artery.  Extensive  arteriosclerosis  was 
present.  The  intimal  damage  could  not  be  re- 
paired, and  a 16  by  8 mm  woven  Dacron  bi- 
furcation graft  was  selected  to  replace  the 
damaged  artery.  End-to-end  anastomoses  were 
made  between  the  graft  and  the  distal  and 
proximal  vessels.  The  clamps  were  removed  and 
excellent  flow  was  reestablished  bilaterally.  The 
posterior  peritoneum  was  reconstituted  over  the 
graft  and  the  wound  closed  in  layers.  At  the 
completion  of  the  procedure,  the  patient  had 
normal  pulses  in  both  lower  extremities  and  had 
no  residual  neurological  defect.  His  recovery 
was  complicated  by  the  development  of  me- 
chanical small-bowel  obstruction  which  required 
reoperation  and  lysis  of  adhesions  on  the  ninth 
postoperative  day.  His  subsequent  recovery 
was  uneventful  and  he  returned  to  his  job  as 
a truck  driver. 

Discussion:  Reports  of  injury  to  the  abdominal 
aorta  secondary  to  nonpenetrating  trauma  are 
becoming  more  common. The  first  traumat- 
ic dissecting  aneurysm  of  the  abdominal  aorta 
was  reported  in  1965  and  was  secondary  to  a 
surfing  accident.'^  All  the  others,  including  the 
present  case,  have  been  sustained  in  automo- 
bile accidents,  usually  when  the  victim  was  not 
wearing  a properly  adjusted  seat  belt.®-^® 

Traumatic  disruption  of  the  thoracic  aorta  is 
caused  by  rapid  deceleration  which  results  in 
shearing  of  the  aorta  at  points  of  fixation.^  In 
contrast,  nonpenetrating  injuries  of  the  abdom- 
inal aorta  seem  to  be  related  to  direct  com- 
pression of  the  aorta  between  the  wounding  ob- 


ject and  the  nonyielding  vertebral  column.®  Ar- 
teriosclerotic changes  in  the  aorta  seem  to  pre- 
dispose the  victim  to  this  injury. Severe  ar- 
teriosclerosis has  been  present  in  at  least  five 
of  the  nine  reported  cases  and  probably  has 
been  a factor  in  three  others.  The  site  of  in- 
jury is  usually  between  the  renal  arteries  and 
the  inferior  mesenteric  artery,  however,  dissec- 
tion of  more  proximal  visceral  arteries  has  been 
reported.'^  Distal  to  the  site  of  injury  the  aorta 
is  usually  pulseless  and  has  a bluish  discolora- 
tion. Aortotomy  reveals  a laceration  of  the  in- 
tima, and  frequently  of  the  media,  with  the  dis- 
rupted layers  of  the  aortic  wall  rolled  into  a ball 
which  causes  obstruction  of  the  aorta  or  its 
branches  distal  to  the  site  of  injury. 

This  injury  obviously  results  from  se- 
vere trauma  to  the  abdomen  and  the  incidence 
of  associated  intra-abdominal  injuries  is  high. 
In  only  three  of  the  nine  reported  cases  has 
the  aortic  injury  been  an  isolated  entity.'*-®’^® 

The  diagnosis  should  be  suspected  in  any 
patient  who  has  sustained  blunt  abdominal 
trauma  and  who,  at  any  time,  has  demonstrat- 
ed either  diminution  of  peripheral  pulses  or 
neurological  deficits  in  the  lower  extremities. 
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The  pulse  and  neurological  status  should  be 
carefully  documented  and  checked  frequently 
as  both  can  change  during  the  period  of  re- 
suscitation. Pulses  can  vanish  or  reappear  as 
a consequence  of  vaspospasm,  extension  of  the 
dissection  or  spontaneous  reentry.  Similarly,  the 
neurologic  findings  seem  to  wax  and  wane  ca- 
priciously. 

If  the  diagnosis  is  uncertain,  or  if  there  is 
a question  of  visceral  artery  involvement,  ab- 
dominal aortography  should  be  performed.  In 
the  majority  of  cases,  however,  it  is  obvious  be- 
cause of  associated  injuries  that  abdominal  ex- 
ploration is  mandatory,  and  undue  delay  for 
diagnostic  studies  is  not  warranted  because  ex- 
ploration of  the  abdominal  aorta  can  be  done 
easily  at  surgery. 

Operation  should  be  carried  out  when  the 
diagnosis  of  abdominal  aortic  injury  is  made  or 
suspected.  Not  only  is  exsanguination  sec- 
ondary to  rupture  of  the  adventitia  possible, 
but  the  results  from  reconstructive  surgery  ap- 
pear to  be  time-related.  In  all  five  reported 
cases  in  which  the  patient  has  recovered  with- 
out sequelae,  repair  has  been  carried  out  with- 
in six  hours  of  the  time  of  injury,  the  average 
time  being  slightly  more  than  three  hours. 

In  the  four  cases  which  have  resulted  in  either 
death  or  permanent  disability,  circumstances 
have  been  such  that  diagnosis  or  treatment  has 
been  delayed  a minimum  of  12  hours. In  the 
original  case  reported  by  Ngu  and  Konstam, 
there  was  a delay  in  excess  of  30  hours  prior 
to  repair  and,  although  the  patient  recovered 
following  a thrombectomy  and  intimal  repair, 
she  had  a persistent  foot  drop  and  three  toes 
had  to  be  amputated.  Rybak  and  Thomford’s 
patient  was  referred  three  days  after  injury,  and 
because  of  multiple  intra-abdominal  abscesses 
a vascular  repair  was  deemed  unwise.  The  pa- 
tient had  a below-knee  amputation  and,  even 


after  an  aorto-iliac  bypass  graft  nine  months 
later,  she  had  persistent  hypesthesia  and  weak- 
ness of  the  remaining  leg.  In  the  case  reported 
by  David  and  Blumenberg,  the  dissection  in- 
volved primarily  the  mesenteric  and  renal  ar- 
teries. There  was  extensive  gangrene  of  the 
bowel  and  a bowel  resection  was  carried  out. 
The  vascular  injury  was  not  recognized  and  no 
repair  was  done.  The  patient  died  on  the  sec- 
ond postoperative  day  and  the  true  nature  of 
the  vascular  injury  was  not  appreciated  until  a 
postmortem  examination  was  performed.  Hew- 
itt and  Grablowsky  had  a 12-hour  delay  prior 
to  performing  an  aortofemoral  bypass  graft. 
Their  patient  developed  bradycardia  and  hypo- 
tension shortly  after  restoration  of  flow  and 
could  not  be  resuscitated. 

The  technique  for  arterial  reconstruction  is 
dictated  by  the  findings  at  surgery  and  the  ex- 
perience and  preference  of  the  operator.  Pri- 
mary repair  and  prosthetic  grafting  have  been 
used  with  equal  success.  If  thromboendarterec- 
tomy  and  primary  repair  is  technically  easy,  it 
is  probably  the  method  of  choice;  however,  if 
there  is  extensive  destruction  of  the  vessel,  a 
prosthesis  can  be  inserted  expeditiously  and 
safely. 

Summary:  The  ninth  case  of  traumatic  dissect- 
ing aneurysm  of  the  abdominal  aorta  has  been 
reported.  Review  of  the  cases  suggests: 

1.  Direct  compression  of  the  aorta  is  the 
mechanism  of  injury.  This  results  in  intimal 
fracture,  dissection  and  thrombosis. 

2.  Arteriosclerosis  of  the  abdominal  aorta 
predisposes  to  the  injury. 

3.  Pulse  and  neurological  deficits  in  the  low- 
er extremities  of  patients  with  blunt  abdominal 
trauma  suggest  the  injury,  but  these  findings 
can  vary  from  moment  to  moment  and  a high 
index  of  suspicion  must  be  maintained. 

4.  Aortography  may  be  of  diagnostic  benefit, 
but  it  is  not  mandatory. 
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5.  Standard  techniques  of  arterial  recon- 
struction are  applicable. 

6.  Early  repair  favorably  affects  the  results 
of  surgery. 
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1.  Summary  of  nine  cases  of  acute  traumatic  dissecting  aneuiysm  of  the  abdominal  aorta. 


CASE  NUMBER, 
AUTHOR 

MECHANISM 

OF  INJURY 

ASSOCIATED 

INJURIES 

PERIPHERAL 

PULSES 

NEURO- 

LOGICAL 

DEFECT 

TECHNIQUE 

OF  REPAIR 

RESULT 

1 

Ngu,  Konstam 

Surf  board 

None 

Absent 

Yes 

Thromboendar- 
terectomy  (30- 
hr  delay) 

Foot  drop  (ampu- 
tation of  3 toes) 

C. 

Rybak,  Thomford 

3 

Auto  accident 

Yes 

Absent 

Yes 

None  (3-hr  delay) 
Aorto-iliac  graft 

9 mo  later 

Below  knee  am- 
putation 

Hewitt,  Grablowsky 

Auto  accident 

Yes 

Absent 

Yes 

Aortofemoral 
bypass  (12-hr 
delay) 

Died 

David,  Blumenberg 

Auto  accident 

Yes 

Diminished 

Yes 

Died 

5 

Tomatis,  Doornbos, 
Beard 

Auto  accident 

None 

Absent 

Yes 

Aorto-iliac 

graft 

Recovered 

6 

Borja,  Lansing 

Auto  accident 

Yes 

Absent 

Yes 

Thromboendar- 

terectomy 

Recovered 

Thai,  Perry, 

Crighton 

Auto  accident 

None 

Right:  absent 
Left:  present 

Yes 

Aorto-iliac 

endarterectomy 

Recovered 

8 

Thai,  Perry, 

Crighton 

Auto  accident 

Yes 

Diminished 

No 

Aorto-iliac 

graft 

Recovered 

9 

Angel,  Crosthwait 
(present  case) 

Auto  accident 

Yes 

Left:  absent 
Right:  dimin- 
ished 

Yes 

Aorto-iliac 

graft 

Recovered 
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Partial  splenectomy  and  pleural  transposition  of 
the  central  spleen  with  its  attached  vascular  pedi- 
cle is  simple  and  provides  multiple  benefits  in 
congestive  splenomegaly  as  well  as  in  portal  hy- 
pertension. It  immediately  reduces  the  hyper- 
splenisrn.  It  is  easily  accomplished  and  may  be 
added  as  an  ancillary  procedure  in  the  treatment 
of  portal  hypertension.  In  its  new  position  it  de- 
velops collaterals  that  prevent  recurrence  of  splen- 
omegaly and  promote  the  flow  of  portal  blood 
away  from  the  gastroesophageal  area.  Further, 
it  eliminates  the  need  for  complete  splenectomy, 
thereby  avoiding  the  life-long  hazards  of  asplenia 
by  preserving  the  splenic  recticuloendothelial 
f miction. 


1.  This  illustrates  the  surgical  approach  to 
treatment  of  splenomegaly. 


A PARTIAL  BIPOLAR  SPLENECTOMY  can  re- 
duce an  enlarged  spleen  to  normal  size  (Fig  1). 
The  preserved  splenic  vascular  pedicle  and  its 
hilar  segment  retain  the  benefit  of  the  spleen’s 
reticuloendothelial  function  (Fig  2). 

Hemostasis  on  even  a splenic  biopsy  is  diffi- 
cult in  a soft,  acutely  enlarged  spleen,  but  the 
increased  fibrous  tissue  in  congestive  spleno- 
megaly supports  hemostatic  sutures  (Fig  3). 
Temporary  proximal  control  of  the  splenic  ves- 
sels during  the  procedure  adds  safety  to  pre- 
vent hemorrhage  and  reduce  bleeding. 

Since  1962,  transposition^  of  four  surgically 
reduced  spleens  and  one  entire  spleen  to  the 
left  pleural  space  has  been  done;  this  is  an 
ancillary  procedure  to  promote  extra-abdominal 


2.  The  hdar  pedicle  of  the  spleen  is  preserved. 
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a new  approach  to 
congestive  hypersplenism 
of  portal  hypertension 


3.  This  splenic  tissue  supports  hemostatic  sutures. 


collaterals  in  patients  with  portal  hypertension 
(Fig  4).  Two  subtotal  splenectomies  and  trans- 
positions were  done  concurrently  with  ligations 
of  gastroesophageal  varices.  The  single  trans- 
position of  an  entire  spleen  also  was  supple- 
mentary to  variceal  ligation;  this  patient’s 
splenomegaly  has  gradually  improved,  and 
after  five  years  her  asymptomatic  leukopenia 
is  now  returning  to  normal. 

A fourth  patient,  a girl  who  at  age  three 
years  had  transgastric  ligation  of  her  bleeding 
varices,  slowly  developed  progressive  spleno- 
megaly and  hypersplenism  (Fig  5).  When  she 
was  8 years  old  her  thrombocytopenia  (34,000- 
40,000  platelets)  became  symptomatic  with 
recurring  massive  epistaxis  and  anemia.  A four- 
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4.  Pleural  transposition  of  the  vascular  splenic 
pedicle  develops  extra-abdominal  collaterals. 


fifths  subtotal  splenectomy  and  transposition 
of  the  pedicle-attached  splenic  remnant  cor- 
rected her  hypersplenism  (Fig  6).  Our  fifth  pa- 
tient, a large  high  school  boy  (age  17  years) 
with  healed  cirrhosis,  wrestled  a hog  in  a 4-H 
contest.  He  got  his  hog,  but  bruised  his  spleen 
and  liver  as  confirmed  clinically  and  by  liver- 
spleen  scans.  He  had  congestive  splenomegaly 
with  leukopenia  and  thrombocytopenia.  Subse- 
quently, we  performed  a partial  splenectomy 
along  with  a transposition  of  his  pedicle-at- 
tached splenic  remnant  to  the  left  pleural 
space.  He  has  resumed  full  activities. 

Partial  splenectomy  and  pleural  transposition 
of  the  spleen  is  well  tolerated  and  results  in 
normal  blood  and  platelet  counts.  These  young 
patients  are  not  receiving  medication,  are  de- 
veloping normally,  and  living  active  lives  with- 
out the  threat  of  postsplenectomy  sepsis. 
Splenic  scans  show  reticuloendothelial  activity 
in  these  spleens  in  their  new  positions. 
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5.  This  outlined  enlarged  spleen  was  associated  with 
symptomatic  hypersplenism. 


6.  This  girl  is  cured  of  her  hypersplenism  by  a 
partial  splenectomy. 


Volume  68,  April,  1972 


89 


First  National  Symposium 
on  Community  Emergency 
Medical  Services 


MAY  26-27,  1972 

ASTROWORLD  HOTEL  - HOUSTON,  TEXAS 
SPONSORED  BY:  Harris  County  Medical 
Society  and  American  Medical  Association 

CONFERENCE  GOALS:  To  explore  how  a community  can 
develop  a comprehensive  emergency  medical  program. 
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ganizations in  the  development  of  these  programs.  To  assess 
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Texas  State  Health  Department . . . Oscar  P.  Hampton,  Jr.,  M.D.,  Director  of  Trauma  Division, 
American  College  of  Surgeons  . . . Robert  A.  Lang,  Ph.D.,  Executive  Director,  Academy  of 
Medicine  of  Greater  Cleveland  and  consultant  to  Speakers  Bureau,  AMA  . . . Alan  Finley, 
M.D.,  Director,  Ambulatory  Care  Center,  The  University  of  Calgary,  Alberta,  Canada  . . . Stuart 
Nottingham,  M.D.,  Chief  of  Hospital  and  Ambulance  Services  Branch,  Department  of  HEW 
. . . Fred  Vogt,  M.D.,  Ph.D.,  Professor,  Biomedical  Engineering,  The  University  of  Texas  . . . 
John  S.  Farquhar,  M.D.,  Chairman,  AMA's  Committee  on  Community  Emergency  Service  . . . 
and  the  “can  do’’  Houston  medical  and  community  team  . . . 

Two  lunches,  dinner,  and  a cocktail  and  hors  d oeuvre  reception  are  included  in  the 
registration  fee. 


• 


ANNOUNCING 


TO:  Harris  County  Medical  Society 

400  Jesse  H.  Jones  Library  Building 
Texas  Medical  Center 
Houston,  Texas  77025 


Please  reserve  accommodations  as  checked  below; 

□ Singles  $16.00-$25.00 

□ Doubles  and  Twins  $21 .00— $31 .00 

□ Parlors  $75.00  Up 


Gentlemen:  Enclosed  is  my  registration  fee  of  $50.00  for  the  First  HCMS-AMA  National 
Symposium  On  Community  Emergency  Medical  Services,  May  26-27,  1972. 

□ Please  make  reservations  for  me  at  the  Astroworld  Hotel  for  arrival 
on departure 


Name  

Organization  

Address  

City  State Zip 


There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ 

and,  it’s  made  by  vOmpOul 


CALORIES/  1 Cup  Prepared  Soup* 

Beef  Broth 

25 

Vegetable 

77 

Consomme 

33 

Tomato 

79 

Chicken  with  Rice 

49 

Cream  of  Asparagus 

80 

Chicken  Gumbo 

'55 

Cream  of  Chicken 

87 

Chicken  Noodle 

62 

Beef 

99 

Chicken  Vegetable 

68 

Cream  of  Potato 

105 

Turkey  Noodle 

72 

Cream  of  Mushroom 

131 

Vegetable  Beef 

75 

Green  Pea 

131 

In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  and 
normal  menses  do  best  on  a middle-of-the-road  pill 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

C'Typical  clues— normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal 
cytology  slide— balanced  “pink  and  blue") 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slight 
progestogen  dominance,  it  has  an  excellent  record 
of  patient  acceptance. 

Ovulen 

Each  white  tablet  contains:  ethynodiol  dIacetate  1 mg./mestranol  0.1  mg. 


All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral  contracepti 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— in 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman’s  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


References.  1.  Editorial  Oral  Contraceptives;  Which  Pill  for  Which  PatienP  Patient  Care  5:90-115 
(Feb.)  1969  and  4:135-145  (June  15)  1970  2.  Greenblatt,  R.  B ■ Progestational  Agents  in  Clinical 
Practice,  Med.  Sci.  18:37-49  (May)  1967  3.  Kistner  R.  W Gynecology:  Principles  and  Practice,  ed,  2, 
Chicago,  Year  Book  Medical  Publishers.  1971  4,  Kistner,  R W.  The  Pill.  Facts  and  Fallacies  About 
Today's  Oral  Contraceptives,  New  York.  Delacorte  Press.  1968  5.  Nelson,  J H . Clinical  Evaluation  of 
Side  Effects  of  Current  Oral  Contraceptives,  J Reprod.  Med.  6-5055  (Feb.)  1971  6.  Orr,  G.  W,  Oral 
Progestational  Agents:  Therapy  and  Complications,  S.  Dakota  J,  Med  22 11-17  (Jan ) 1969. 


SEARLE 


For  brief  summary  of  prescribing  information 
see  following  page, 


the  Demulen  phase 

Many  women*  who  secrete  more  estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

('Typical  clues— shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  “pink’.’) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 


• early  breakthrough  bleeding  is  often 


len 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg,/ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28'and  Demulen'-ZS  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  most 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

(*Typical  clues— oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
“blue!’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depression 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 


Ovulen* 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demulen* 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  U nited  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain’^  leading  to  this  conclusion,  and  one"'  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates'’  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
compjete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
jen.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy, 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function,  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners;  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit,  Med.  J.  2:193-199  (April  27)  1968. 3.  Vessey,  M.  R,  and  Doll,  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contrac^tives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  2:651-65/  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T:  Arthes,  F.  G.;  Greene,  G.  R,,  and  Smith,  H,  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer, 
J.  Epidem.  90365-380  (Nov,)  1969, 

Products  of  SEARLE  & CO. 

San  Juan,  Puerto  Rico 00936 

Enovid-E‘ 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland,  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH), 
Indication -Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  G.  D.  Searle  & Co. 

P.0,  Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill" Began  271 


SEARLE 


SEARLE 


30  Capsules 

Alibek  withC 


^ LEMON  TREE  SO  VERY  PRETTY 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EIGHTT  LEMONS. 


IS  IMPOSSIBLE  TO  EAT. 


/IH-DOBINS 


2 ways  to  provide  a month^s 
therapeutic  suppiy  ofi  Vitamin  C: 
180  iemons  or  30  Ailbee' with  C 


As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Ailbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Be  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon ! This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  BJ  10  mg 

Pyridoxine  hydro- 
chloride (Vit  Be)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vit  C)  300  mg 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


‘"the  ^Tk)nnatal'T^ecf 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoon  ful  of  elixir  (23%  alcohol  1 No.  2 Extentab 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

0.0582 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital 

[Vi  gr.)  16.2 

mg. 

('/2  gr.  1 32.4 

mg. 

[%  gr. ) 45. t) 

mg. 

(warning:  may  be  habit  forming) 

Brief  summary.  Side  effects:  Blurring  ot  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  vdth  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


A,  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


/I'H'I^OBiNS 


Correction  of 
hypospadias 

in  infants 


LUKE  W.  ABLE,  MD 


A simple  one-stage  correction  of  hypospadias  is 
reported  for  the  infant.  This  early  correction  can 
be  ideal  for  the  patient,  his  family  and  his  sur- 
geon. The  infant  is  not  so  aware  of  his  penis; 
feeding  and  warm  caressing  care  soothe  his 
emotional  and  physical  needs  and  thus  prevent 
the  bladder  spasms,  anxiety,  and  many  of  the 
minor  discomforts  that  would  be  aggravated  in 
the  older  patient.  Early  correction  relieves  the 
family’s  anxiety  and  embarrassment  concerning 
the  genital  deformity,  and  allows  them  to  accept 
the  baby  proudly  and  completely  as  their  normal 
infant. 

WELCH, 1 GROSS, 2 SWENSON^  and  others  have 
reviewed  the  history,  embryology,  treatment 
and  complications  of  hypospadias.  They  have 
collected  hundreds  of  reports  replete  with  mul- 
tiple contributing  technics,  innovations  and  en- 
thusiasms. The  innovations  herein  reported  are 
the  psychological  and  physiological  considera- 
tions of  early  repair  combined  with  the  simplic- 
ity and  effectiveness  of  the  “bucket-handle  is- 
land flap’’  pedicle  graft  foreskin  construction  of 
a urethra^  allowing  the  placing  of  its  meatus  at 
the  tip  of  even  the  smallest  glans. 

The  hypospadic  infant  who  has  no  life- 
threatening  anomalies  and  a positive  sex 
identification  is  ready  for  this  elective  recon- 
struction. His  gastrointestinal,  respiratory,  car- 
diovascular and  excretory  systems  are  mature 
at  two  to  three  months  of  age.  His  bladder, 
urethra  and  penial  tissues  strengthen  as  his 
newborn  edema  is  replaced  by  positive-protein 
growth.  That  his  tissue  is  at  its  maximum  de- 
gree of  pliability  and  ability  to  heal  rapidly 
makes  him  an  ideal  patient  for  elective  surgery. 
Method:  The  patient’s  glans  has  a dimple  at  its 
tip  (Fig  la).  A vertical  incision  adequate  to  ac- 
commodate a no.  16  F sound  is  made  through 


this  dimple  into  the  vascular  glans.  A glans 
traction  suture  and  oxidized  cellulose  pack  add 
hemostasis.  The  skin  at  the  distal  edge  of  the 
hypospadic  urethral  opening  is  incised  trans- 
versely while  traction  is  maintained  and  as  am- 
ple a skirt  of  distal  skin  as  possible  is  kept. 
All  of  the  fibrous  cordee  is  excised  as  the  trans- 
verse incision  is  extended  laterally  below  the 
edge  of  the  corona  (Fig  lb).  All  ventral  adhe- 
sions of  the  glans  are  released  and  all  con- 
tracting fibrous  bands  are  excised  from  the 
ventral  median  raphe  and  corpora  cavernosa  of 

la.  The  dorsal  foreskin  is  stretched;  note  the 
dimpled  glans  and  line  of  beginning  ventral 
incision,  b.  The  cordee  is  excised  and  the 
transverse  incision  is  made.  c.  The  ventral 
incision  is  extended  and  the  release  of  the 
hypospadic  urethra  from  the  median  raphe  is 
outlined. 
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2a.  Measured  rectangular  island  flap  is  outlined, 
b.  A pedicle  urethra  is  constructed,  c.  The  glans 
tunnel  is  dilated,  d.  The  dorsal  proximal  skin 
is  incised. 


the  penis,  permitting  its  full  anatomical  and 
physiological  hyperextension.  The  incision  at 
the  hypospadic  opening  is  extended,  encircling 
and  proximally  releasing  this  hypospadic  ure- 
thra widely  from  the  median  raphe  skin  (Fig 
Ic).  This  incision  is  joined  by  a distal  circum- 
cision skin  incision  on  this  prepuce. 

With  traction  on  the  released  glans,  the 
length  of  urethral  graft  needed  to  extend  to  the 
tip  of  the  glans  is  measured.  The  hooded  fore- 
skin is  moderately  stretched;  the  measured 
length  of  needed  urethra  is  marked  by  a 1.5 
cm  transverse  proximal  incision  on  the  prepuce 
skin  (Fig  2a).  The  previously  made  distal  cir- 
cumcision skin  incision  is  3-5  mm  proximal  to 
the  dorsal  corona.  Longitudinal  skin  incisions 
demarcate  a rectangular  island  of  prepuce  skin. 
A 7-0  chromic  suture  turns  the  lateral  edges  of 
this  skin  together  over  a no.  16  F sound  to 
form  a pedicle  graft  urethra  (Fig  2b).  The  glans 
channel  is  further  dilated  to  be  sure  it  will  ac- 
commodate this  urethra  (Fig  2c).  On  the  dor- 
sum the  proximal  skin  is  incised  longitudinally, 
transversely  or  V-shaped  as  indicated  by  the 
skin  needed  on  the  ventral  surface.  This  dorsal 
skin  incision,  slightly  less  than  half  the  circum- 
ference of  the  penis,  is  made  at  the  level  of 
a proximal  circumcision  skin  incision  (Fig  2d). 

All  the  subcutaneous  tissue  in  this  foreskin, 
including  the  constructed  urethra  skin  and  sub- 
cutaneous tissue,  is  elevated  as  the  proximal 
and  the  distal  skin  incisions  are  joined  by  blunt 
dissection  on  the  dorsal  surface  of  the  penial 
fascia.  This  dorsal  opening  is  stretched  suffi- 
ciently for  the  glans  to  be  drawn  through  it, 
as  the  prepuce  with  its  constructed  urethra  is 
transposed  ventrally  (Fig  3a).  The  sutured  edge 
of  the  constructed  urethra  is  now  the  inner  side 
of  the  pedicle  (Fig  3b),  and  its  distal  tip  is 
pulled  through  the  previously  developed  tunnel 
to  the  tip  of  the  glans  (Fig  3c).  The  proximal 
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end  of  this  urethra  is  anastomosed  to  the  freed 
hypospadiac  urethra  (Fig  3d).  A sound  is 
passed  up  the  urethra  and  a diverting  perineal 
urethrostomy  is  done  with  a no.  10-14  Foley 
catheter  (Fig  3e).  The  skin  is  sutured  to  the 
subcoronal  skirt  as  in  any  circumcision. 

This  double  pedicle,  “bucket-handle”  trans- 
position of  urethra  and  skin  contains  on  either 
side  the  blood  supply  that  the  prepuce  had  dor- 
sally.  Without  cutting  this  transposed  subcuta- 
neous tissue,  the  ventral  apron  of  skin  is 
trimmed  proximally  and  laterally.  On  both  sides 
a bridge  of  intact  skin  separates  the  lateral 
suture  lines  from  the  subcoronal  suture.  The 
slightly  stretched  skin  is  closed  so  that  suture 
lines  never  overlap. 

The  previously  placed  traction  suture  in  the 
glans  is  attached  loosely  to  the  suprapubic  skin 
to  keep  the  urethra  straight  during  the  healing. 
The  penis  is  wrapped  loosely  in  a nonadherent 
plastic.  Loose  rolls  of  dressing  on  either  side 
of  the  penis  protect  it  and  permit  the  patient 
to  move  about  freely  even  on  the  day  of  opera- 
tion. The  perineal  catheter  is  taped  to  the 
infant’s  thigh  and  drains  at  bed  level  or  into 
a leg  bag.  Usually,  some  urine  is  passed  per 
urethra  in  five  to  ten  days,  but  the  perineal 
catheter  is  retained  for  three  weeks  unless  it 
becomes  clogged  or  is  dislodged  sooner. 

Wound  and  urine  culture  growths  indicate 
specific  antibiotic  therapy.  Urine  acidification 
and  bacteriostasis  with  methionine  and  Mandel- 
amine  is  continued  until  the  catheter  comes 
out.  Flospitalization  varies  from  five  to  ten  days 
depending  on  the  parents’  ability  to  continue 
care  at  home.  The  fine  chromic  skin  sutures  are 
absorbed  spontaneously,  avoiding  the  ordeal  of 
suture  removal. 

Early  meatal  stretching  with  the  ophthalmic 
tip  of  a tube  of  steroid  ointment  prevents  ste- 
nosis. The  younger  the  infant,  the  easier  this 


3a.  Bucket-handle  transposition  of  foreskin  and 
constructed  urethra  is  indicated  by  direction  of 
arrow,  b.  Traction  on  the  urethra  pulls  it 
through  the  glans  tunnel,  c.  Sutures  at  the 
glans  and  corona  fix  the  urethra  and  foreskin 
distally.  d.  Anastomosis  of  the  urethras  completes 
the  channel,  e.  Diverting  perineal  urethrostomy 
catheter,  final  skin  trimming  and  closure  is 
illustrated. 
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4.  Postoperative  full-stream  voiding  illustrates 
control. 


can  be  accomplished  in  a gentle,  matter-of-fact 
way  by  his  mother  at  each  bathing.  If  indicated, 
calibration  and  gentle  dilatation  can  be  done  in 
the  office  with  local  anesthetic  lubricant.  Out- 
patient general  anesthesia  for  calibration  and 
dilatation  was  done  for  three  older  and  appre- 
hensive preschool  children.  Usually,  the  per- 
ineal urethrostomy  closes  rapidly  after  removal 
of  the  catheter,  but  one  boy  with  perineal  hy- 
pospadias and  an  imperforate  anus  required 
secondary  urethral  dilatation  and  excision  of  his 
persistent  perineal  urethrostomy  that  was  nec- 
essarily made  at  the  anterior  verge  of  a con- 
structed anus.  One  infant  and  one  preschooler 
each  developed  a fistula  associated  with  an  un- 
fortunate clamping  of  their  perineal  drainage 
tube;  these  fistulae  responded  to  secondary 
closure  later. 

These  22  boys  have  become  proud  of  their 
normally  developing  penises  as  well  as  the  full 
streams  that  they  can  direct  (Fig  4).  Early  one- 
stage  correction  has  been  successful  with  min- 
imal avoidable  complications,  and  has  been 
psychologically  gratifying  to  7 infants  and  15 
young  children  with  hypospadias. 
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Use  of  EVRl  B.  MENDEL,  MD;  DAVID  M.  DURING,  MD 

oxytocin  and  sparteine 
in  postpartum  hemorrhage 
caused  by  uterine  atony 


Postpartum  hemorrhage  is  bleeding  from  the  birth 
canal  in  excess  of  500  ml  in  the  first  24  hours 
after  delivery.  It  is  the  most  common  cause  of 
maternal  blood  loss  and  accounts  for  about  one- 
fourth  of  the  deaths  from  obstetric  hemorrhage. 
Additionally,  the  loss  of  large  amounts  of  blood 
increases  puerperal  morbidity.  While  postpartum 
hemorrhage  cannot  always  be  avoided,  measures 
can  be  taken  to  prevent  or  reduce  the  possibility 
of  serious  hemorrhage . 

THE  OBSTETRICIAN  always  should  be  adept  in 
managing  postpartum  hemorrhage;  more  im- 
portantly, he  must  be  cognizant  of  any  set  of 
circumstances  during  pregnancy,  labor,  and  de- 
livery which  may  lead  to  increased  blood  loss. 
It  is  important  to  anticipate  the  possibility  of 
hemorrhage  and  to  take  preventive  steps  in  or- 
der to  lessen  the  chances  of  postpartum  hem- 
orrhage. 

Eastman^  states  that  postpartum  hemor- 
rhage occurs  in  about  5%  of  all  deliveries. 
There  are  three  common  causes:  (1)  uterine 
atony,  (2)  lacerations  of  the  birth  canal,  and 
(3)  retained  placental  fragments.  This  article  is 
concerned  mainly  with  uterine  atony  which  ac- 
counts for  approximately  90%  of  the  cases. 

The  most  effective  treatment  of  uterine  atony 
is  prevention.  The  obstetrician  must  give  his  pa- 
tient good  prenatal  care  so  that  she  begins 
labor  in  good  physical  condition  and  with  nor- 
mal blood  values.  Also,  he  must  anticipate  and 
try  to  prevent  any  condition  that  may  lead  to 
postpartum  hemorrhage. 

Etiology:  Any  condition  which  causes  overdis- 
tension of  the  uterus  may  lead  to  uterine  atony. 
Such  conditions  include  large  fetus,  polyhy- 
dramninos,  and  multiple  pregnancies.  These  are 
predetermined  and  are  beyond  the  control  of 
the  obstetrician,  but  they  must  be  recognized 
in  advance  in  order  to  forestall  the  possibility 
of  excessive  hemorrhage. 


The  most  important  controllable  causes  of 
postpartum  hemorrhage  are  those  which 
fatigue  the  uterine  musculature,  such  as  in- 
duction of  labor  with  intravenous  oxytocin,  pro- 
longed labor  with  maternal  exhaustion,  heavy 
sedation,  operative  deliveries,  deep  general  an- 
esthesia, and  mishandling  of  the  third  stage  of 
labor.  It  has  been  shown  that  in  operative  de- 
liveries, excessive  bleeding  is  three  times  more 
common  than  after  spontaneous  deliveries. 

In  prolonged  labor  with  maternal  exhaustion, 
the  uterus  will  not  contract  satisfactorily.  The 
most  common  mismanagement  of  the  third 
stage  of  labor  is  caused  by  obstetricians’  at- 
tempts to  hasten  it.  Increased  age  and  parity 
of  the  patient  or  a history  of  postpartum  hem- 
orrhage in  a previous  confinement  should  alert 
the  obstetrician  to  the  possibility  of  postpartum 

hemorrhage. 

Whether  it  occurs  before  or  following  the 
birth  of  the  placenta,  postpartum  hemorrhage 
is  not  usually  sudden  and  massive,  but  rather 
a constant,  slow,  steady,  moderate  bleeding. 
Beecham^  reported  that  the  average  interval  be- 
tween delivery  and  death  was  longer  than  five 
hours.  No  patient  died  in  less  than  one  and 
one-half  hours,  giving  ample  time  for  intensive 
treatment  if  the  extent  of  blood  loss  had  been 
recognized. 

The  diagnosis  of  postpartum  hemorrhage 
should  be  obvious.  Complete  examination  of 
the  entire  birth  canal  following  each  delivery 
should  be  performed  by  every  obstetrician,  so 
that  persistent  bleeding  in  the  postpartal  stage 
can  be  differentiated  from  laceration  of  the 
birth  canal,  retained  placental  tissue,  or  uterine 
atony.  The  cervix  should  be  routinely  inspected 
after  each  delivery  to  prevent  hemorrhage  from 
laceration  and  also  to  ascertain  if  there  are  any 
placental  fragments  present  and  to  prove  that 
the  uterine  cavity  is  intact. 
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Management  of  the  Third  Stage  of  Labor: 
After  the  birth  of  the  infant,  oxytocic  drugs  are 
used  to  initiate  more  effective  contractions  to 
expel  the  placenta  and  to  prevent  uterine  atony 
and  excessive  blood  loss  in  the  third  and  fourth 
stages  of  labor. 

Eastman^  recommends  the  administration  of 
10  units  of  oxytocin  intramuscularly  as  soon  as 
the  infant  is  born  to  help  minimize  blood  loss 
and  expedite  placental  separation.  Following 
the  delivery  of  the  placenta,  the  fundus  always 
should  be  palpated  to  ensure  good  contraction. 
Many  obstetricians  administer  ergonovine  or 
methylergonovine,  intravenously  or  intramuscu- 
larly, routinely  or  if  the  uterus  is  atonic  or 
there  is  excessive  bleeding.  However,  these  two 
drugs  may  have  a hypertensive  effect  especially 
in  women  with  impending  or  superimposed  tox- 
emia. 

Use  of  Sparteine  in  the  Postpartum  State: 
Sparteine  is  an  alkaloid  from  the  flowering 
broom,  having  an  oxytocic  action  on  both  the 
pregnant  and  nonpregnant  uterus.  It  has  a low 
toxicity  in  doses  effective  for  oxytocic  action, 
and  extensive  clinical  experience  with  it  for  the 
induction  of  labor  has  accrued  with  variable 
conclusions.®  Few  investigations,  however,  have 
been  conducted  upon  its  use  in  the  postpartum 
state.®  This  alkaloid  is  quickly  inactivated  al- 
though not  as  rapidly  as  oxytocin;  and  there  is 
evidence  that  it  may  act  on  the  cell  membrane 
of  the  myometrium  and  cause  hypertonus. 

Munsick®  stated  that  the  oxytocic  potency  of 
sparteine  is  so  low  that  it  should  not  be  relied 
upon  to  prevent  or  treat  uterine  atony  during 
the  third  stage  of  labor  or  in  the  puerperium. 
This  was  found  to  be  true  early  in  this  inves- 
tigation when  sparteine  was  used  alone  as  the 
postpartum  oxytocic  agent. 

Landesman  and  others®  have  shown  that 
there  is  a synergistic  action  between  oxytocin 
and  sparteine.  When  oxytocin  precedes  the  ad- 


ministration of  sparteine,  the  tonus  of  the  uter- 
ine muscle  will  increase  and  uterine  tetany  may 
even  occur,  A sustained  tetanic  contraction 
would  be  disastrous  during  labor,  but  could  be 
of  value  in  the  postpartum  period.  In  this  study, 
sparteine  preceded  by  oxytocin  was  most  ef- 
fective in  reducing  blood  loss  from  the  post- 
partum uterus. 

Sparteine  is  available  commercially  as  the 
sulfate  in  a concentration  of  150  mg/ml  in  1 
ml  ampules  for  intramuscular  injection  only. 

Conduct  of  Labor  Using  Oxytocin  Spar- 
teine in  Postpartum:  In  normal  labors  10  units 
of  oxytocin  were  administered  intramuscularly 
immediately  following  the  birth  of  the  infant. 
The  uterine  fundus  was  then  continually  pal- 
pated and  gently  massaged.  When  signs  of  pla- 
cental separation  appeared,  the  placenta  was 
expressed  by  pressure  on  the  fundus  down- 
ward with  the  palm  of  the  hand.  Then  150  mg 
sparteine  was  administered  intramuscularly. 

If  an  oxytocin  drip  had  been  used  for  the 
induction  of  labor  or  to  stimulate  inadequate 
labor,  the  drip  was  continued  and  speeded  up 
after  the  delivery  of  the  infant.  Following  the  de- 
livery of  the  placenta,  150  mg  of  sparteine  was 
given  intramuscularly. 

In  all  deliveries,  the  cervix  was  inspected  and 
the  uterine  cavity  was  explored  manually. 

With  either  of  these  procedures,  the  uterus 
will  contract  strongly  and  will  remain  well  con- 
tracted with  a minimal  blood  loss  in  the  im- 
mediate postpartum  period. 

In  cases  where  there  is  suspected  overdis- 
tention of  the  uterus,  prolonged  labor,  debility 
of  the  patient,  or  induction  or  stimulation  of  la- 
bor, intravenous  oxytocin  should  be  continued 
in  the  postpartum  period  for  at  least  four  hours, 
supplemented  by  intramuscular  sparteine  every 
two  hours  to  keep  the  uterus  well  contracted. 
This  should  be  done  routinely  rather  than  after 
relaxation  and  abnormal  blood  loss  occur. 
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Clinical  Material:  This  study  is  based  on  325 
patients  in  a private  obstetrical  practice. 

In  191  patients,  labor  was  spontaneous  or 
normal  and  10  units  of  oxytocin  was  given  in- 
tramuscularly following  the  delivery  of  the  in- 
fant. In  134  patients,  labor  had  been  either  in- 
duced or  augmented  by  intravenous  oxytocin 
drip,  which  was  continued  during  delivery  and 
the  postpartum  period.  All  patients  were  given 
sparteine,  150  mg  intramuscularly,  following 
the  delivery  of  the  placenta. 

The  blood  loss  in  all  but  two  cases  was  con- 
sidered to  be  minimal.  In  both  of  these  cases 
the  uterus  had  a tendency  to  relax,  but  this 
was  controlled  by  continuing  the  intravenous 
oxytocin  drip  and  repeating  the  sparteine  in- 
tramuscularly every  two  hours  to  enhance  uter- 
ine tone. 

In  seven  cases  from  other  practices,  post- 
partum atony  developed  while  the  patients  were 
in  the  recovery  room.  All  of  these  were  treated 
with  intravenous  oxytocin  drip  and  intramuscu- 
lar sparteine  with  good  response  and  control 
of  the  postpartum  atony  and  bleeding. 

In  this  group  of  patients,  1 had  eclampsia, 
4 had  severe  preeclampsia,  and  20  had  tox- 
emia. There  were  no  toxic  effects  related  to 
drug  therapy  in  any  patient  treated  as  de- 
scribed. 

Discussion:  To  try  to  limit  the  amount  of  blood 
lost  in  the  postpartum  period,  the  obstetrician 
must  try  to  anticipate  any  condition  that  may 
cause  excessive  hemorrhage,  and  try  to  prac- 
tice preventive  medicine.  Therapy  should  be  in- 
stituted and  maintained  before  there  is  exces- 
sive blood  loss. 

During  the  third  stage  of  labor  some  bleed- 
ing occurs  as  the  result  of  transient  partial  sep- 
aration of  the  placenta.  The  routine  use  of 
oxytocin,  10  units  given  after  the  birth  of  the 
child  or  by  continued  drip,  will  aid  in  decreas- 
ing the  blood  loss  and  expedite  placental  sep- 


aration. The  incidence  of  placental  entrapment 
has  been  minimal.  After  the  delivery  of  the  pla- 
centa, the  routine  use  of  sparteine  intramus- 
cularly will  stimulate  strong,  tonic  uterine  con- 
tractions and  further  reduce  postpartum  blood 
loss.  Routine  inspection  of  the  cervix  and  uter- 
ine cavity  will  help  eliminate  blood  loss  from 
lacerations  and  retained  secundines. 

These  simple  procedures  will  help  control 
postpartum  hemorrhage  in  the  majority  of  pa- 
tients with  minimal  or  no  side  effects.  To  date 
no  contraindications  have  been  found  for  this 
routine. 
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^Ue  Ma/Uiit  TC-Ucuf 
HaJUum  QUnic 

3601  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
amd  other  conditions  suitable  for  radior 
tion  therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY  | 

☆ 

GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D.  | 

DAVID  LIBMAN,  M.D.  i 


Pre-Sate  ® 

(chlorphentermine  HCl) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

indications:  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  {i.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  Insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary:  diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  Intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

Hov^  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 
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TEXAS  MEDICINE 


H)rthe 

practical 

£(dicrcitioii 

Pie-Sale 


toward  our  kind 


Not  a controlled  drug  under  the  Comprehensive 


• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl) . , . the  increasingly  practical  appetite  suppressant 


\Mien  you  select  this  familiar  antibiotic  for 
IV  infosion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  ( lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all  * 

antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1.8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 


In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
^hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 


> Effective  gram-positive  antibiotic: 
Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 

Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 

In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 


Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 


Lincocirr 


Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


) 1972  The  Upjohn  ConipM' 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


'•‘Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in'infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimonihal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  A/ewJopo/ct/c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
react/onj'— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes— SVSn  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  LiVer— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  Tinnitus  and  vertigo  have 

been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 


MED  B-6-S  (KZL-7)  IA7M631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 


• are  becoming  important  to  PROGRESSIVE  ranching 

• population  has  exploded  1 250%  over  last  year 

• are  WINNING  many  carcass  cut-out  competitions 
in  the  United  States  and  Canada 

Getting  into  Limousin  breeding  NOW  may  create 
the  profitable  investment  you  have  been  awaiting. 
BETTER  EXPLORE  THE  POSSIBILITIES  TODAY! 


Lt 


PRODUCTION 


REFERENCE 

SIRES 

INCLUDE: 

PRINCE  POMPADOUR  . . . NIM  1 

Birth  Date:  January  20,  1967 
Sire:  Baron  . . . Dam:  Uxoria 
Often  referred  to  as  the 
"father"  of  the  Limousin 
breed  in  North  America 

DIPLOMATE  . . . NIM  2 

Birth  Date:  January  7,  1968 
Sire:  Alaska  . . . Dam:  Taquine 

DANDY . . . NIM  3 

Birth  Date:  February  17,  1968 
Sire:  Noel  . . . Dam:  Vioelle 

PRAIRIE  DANSEUR  . . . CIM  2 

Birth  Date:  January  29,  1968 
Sire:  Alaska  . . . Dam:  Actrice 

PRAIRIE  PRIDE...  CIM  3 

Birth  Date:  February  24,  1968 
Sire:  Voltigeur  . . . Dam:  Violine 

ESSOR  . . . CIM  67 

Birth  Date:  April  20,  1969 
Sire:  Cactus  . . . Dam:  Briquette 


PLAN  NOW  TO  ATTEND  THE 

Brushy  Creek  Ranch 

o 

A 


esl/9 

'i' 


1 :00  P.M.  Saturday 

May  27,  1972 


WAXAHACHIE,  TEXAS 

(25  miles  south  of  Dallas) 


APPROXIMATELY 
100  HEAD 

WILL  INCLUDE 

• 50%  Limousin  cows  with  75% 
Limousin  bull  and  heifer  calves  at 
side 

• 50%  Limousin  cows  safe  In  calf 

• 50%  Limousin  yearling  heifers 

• 50%  Limousin  open  heifers 

• Purebred  Black  Angus  and  commer- 
cial cows  with  50%  Limousin  bull 
and  heifer  calves  at  side  (some  bred 
back) 

These  are  selected  animals  you  will  be 
proud  to  own  — to  enrich  your  present 
Limousin  herd;  or  to  start  building  a 
herd  of  profitable,  carcass-breed  Lim- 
ousin cattle. 

LIMOUSIN  BARBEQUE 


NGRAM  AUCTIONEER  ^ 

BRUSHY  CREEK 
LIMOUSIN  RANCH 

1 WRITE  FOR 

1 CATALOG  1 

P.  O,  BOX  602 

WAXAHACHIE,  TEXAS  75165 


Member  North  American  Limousin  Foundation 
Charter  Member  Texas  Limousin  Association 
Charter  Member  Ellis  County  Limousin  Assn. 
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Because  you 
practice 

medicine  in  the 
Lone  Star  State 
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TEXAS  MEDICINE 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
' gastritis  and  duodenitis... 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HCl),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
( anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
. and  hypersecretion. 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 

and  duodenitis 

-V  adjunctive 

Librax<s^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (.e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Volume  68,  April,  1972 


111 


Pinworm 
therai^  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SCOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 

Tablets  500  mg 

Mintezol 

(THIABENDAZOLE  I MSD) 


SO  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 

1 tablet/50  lb 

Repeat 

7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 

1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 

1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 

1 tablet/50  lb 

Repeat  for 

2 to  4 

successive 

days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g {6  tablets). 

*Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co..  Inc.,  West  Point.  Pa.  19486 
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Pediatric 
grand  rounds: 

Precocious  puberty 


The  basic  terms  and  physiology  of  puberty  are 
presented,  illustrated  with  the  case  of  a child  with 
precocious  puberty,  followed  by  brief  comments 
concerning  the  differential  diagnosis  and  treat- 
ment of  premature  sexual  development. 

DR.  JOHN  KIRKLAND:  True  isosexual  preco- 
cious puberty  denotes  development  of  second- 
ary sexual  characteristics  similar  to  that  occur- 
ring physiologically,  but  at  an  earlier  age  than 
normally  anticipated.  Approximately  95%  of 
females  show  some  aspect  of  sexual  develop- 
ment by  10  years  of  age.  The  upper  age  for 
this  range  is  13  with  a lower  age  of  8V2  years. 
The  identical  range  for  males  is  91/2  to  13  V2 
with  a mean  of  111/2  years.  Precocious  pseu- 
dopuberty signifies  development  of  secondary 
sexual  characteristics  in  a manner  which  is  not 
physiologically  natural.  An  example  would  be 
the  puberty  resulting  from  estrogen-secreting 
ovarian  tumors  and  from  the  virilizing  forms  of 
congenital  adrenal  hyperplasia. 

Premature  adrenarche  or  pubarche  and  pre- 
mature thelarche  are  forms  of  incomplete  sex- 
ual precocity.  The  former  previously  referred  to 
the  development  of  pubic  and  axillary  hair 
without  other  physically  observed  secondary 
sexual  characteristics.  Premature  thelarche  pre- 
viously referred  to  breast  development  without 
other  secondary  sexual  findings.  In  view  of  rec- 
ent laboratory  analyses  of  pubertal  parameters, 
the  concept  of  premature  thelarche  and  pre- 
mature pubarche  have  been  expanded. 

The  mechanisms  initiating  puberty  are  most- 
ly unknown.  The  current  theory  is  that  inhibi- 
tory centers  exist  in  the  amygdala  (Fig  1^). 
Pathways  from  this  area  traverse  the  limbic 
system  passing  to  the  median  eminence.  The 
median  eminence  has  stimulatory  effects  on 
the  gonadotropin-releasing  hormones,  and  I 


might  add  that  recently  the  chemical  structures 
of  these  releasing  hormones  have  been  deter- 
mined. These  releasing  factors  stimulate  the 
secretion  of  luteinizing  hormone  (LH)  and  fol- 
licle-stimulating hormone  (FSH)  from  the  pitui- 
tary gland.  This  figure  also  relates  that  sex 
steroids  have  a stimulatory  effect  on  the  medi- 
an eminence.  This  will  be  discussed  later  as  a 
cause  of  precocious  puberty.  The  entire  system 
is  extremely  delicate  and  can  easily  be  disrupt- 
ed at  any  age;  that  is,  a child  1 year  of  age 
can  become  sexually  developed  as  well  as  one 
12  years  of  age.  ACTH  levels  do  not  increase 
at  puberty,  but  the  adrenal  gland  does  increase 
its  production  of  androgens  such  as  dehydro- 
epiandrosterone  and  dehydroepiandrosterone 
sulfate.  Thus,  an  alternate  form  of  control  over 
the  adrenal  gland  is  not  an  unreasonable 
thought. 

The  physical  signs  of  puberty  have  always 
been  known,  but  Dr.  James  Tanner  at  the  Uni- 
versity of  London  has  organized  the  various 
manifestations  and  his  stages  of  puberty  are 
now  widely  accepted.  The  following  is  his  meth- 
od in  the  female: 

Stage  1:  Preadolescent;  elevation  of  papilla 
only. 

Stage  2:  Breast  bud  stage;  elevation  of 
breast  and  papilla  as  a small  mound,  enlarge- 
ment of  areola  diameter. 

Stage  3:  Further  enlargement  of  breast  and 
areola,  with  no  separation  of  their  contours. 

Stage  4:  Projection  of  areola  and  papilla  to 
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form  a secondary  mound  above  the  level  of 
the  breast. 

Stage  5:  Mature  stage;  projection  of  papilla 
only,  due  to  recession  of  the  areola  to  the 
general  contour  of  the  breast. 

The  pubic  hair  stages  are: 

Stage  1:  Preadolescent.  The  velus  over  the 
pubes  is  no  further  developed  than  that  over 
the  abdominal  wall,  ie,  no  pubic  hair. 

Stage  2:  Sparse  growth  of  long,  slightly  pig- 
mented downy  hair,  straight  or  slightly  curled, 
appearing  chiefly  on  the  labia,  or  at  the  base 
of  the  penis  in  the  male. 

Stage  3:  Considerably  darker,  coarser,  and 
more  curled  pubic  hair.  The  hair  spreads 
sparsely  over  the  junction  of  the  pubes. 

Stage  4:  Hair  is  now  adult  in  type,  but  the 
area  covered  by  it  is  still  considerably  smaller 
than  in  most  adults.  There  is  no  spread  to 
medial  surface  of  the  thighs. 

Stage  5:  Adult  in  quantity  and  type,  distrib- 
uted as  an  inverse  triangle  or  the  classically 
feminine  pattern.  Spread  to  the  medial  surface 
of  thighs  but  not  up  the  linea  alba  or  elsewhere 
above  the  base  of  the  inverse  triangle. 

In  about  80%  of  males  and  in  about  10% 
of  females,  stage  6 occurs  when  the  pubic  hair 
spreads  further  on  the  abdomen  and  thighs. 

Development  of  the  male  genitalia: 

Stage  1:  Preadolescent.  Testes,  scrotum, 
and  penis  are  of  about  the  same  size  and  pro- 
portion as  in  early  childhood. 

Stage  2:  The  scrotum  and  testes  have  en- 
larged and  a change  occurs  in  the  texture  and 
redness  of  the  scrotal  skin. 

Stage  3:  Growth  of  the  penis  has  occurred, 
at  first  mainly  in  length  but  with  some  increase 
in  breadth.  Further  growth  of  testes  and  scro- 
tum occurs. 

Stage  4:  Penis  further  enlarged  in  length 


and  breadth  with  development  of  glans.  Testes 
and  scrotum  further  enlarged. 

Stage  5:  Genitalia  adult  in  size  and  shape. 
No  further  enlargement  takes  place  after  stage 
5 is  reached. 

Thus,  a method  exists  for  organizing  the 
clinical  manifestations  of  puberty.  The  temporal 
sequence  of  male  genital  development  takes 
three  years  as  an  average,  but  may  take  as 
little  as  1.8  years  or  as  long  as  4.7  years. 
Therefore,  one  boy  might  complete  the  entire 
sequence  in  less  time  than  it  takes  another  to 
complete  stage  3.  Female  genital  development 
occurs  similarly.  From  breast  stage  2 to  breast 
stage  5 takes  approximately  4.2  years  with  a 
range  of  1.5  years  to  6 years.  Complete  pubic 
hair  staging  averages  2.7  years.  The  mean  age 
of  menarche  is  approximately  2.5  years  after 
breast  stage  2,  with  a range  of  six  months  to 
5.9  years.  Generally  speaking,  90%  of  girls 
menstruate  prior  to  pubic  hair  stage  5.  Tan- 
ner’s staging  has  led  to  many  clinical  observa- 
tions. For  example,  male  pubic  hair  is  infre- 
quently observed  prior  to  development  of  the 
genitalia.  As  a matter  of  fact,  pubic  hair  growth 
without  genital  maturation  in  males  suggests  a 
potential  endocrine  disorder.  This  contrasts  to 
the  situation  in  females  whereby  pubic  hair 
may  develop  prior  to  any  enlargement  of  the 
breasts.  However,  a majority  (61%  in  one 
study)  started  breast  development  without 
pubic  hair.  The  fact  that  breast  and  pubic  hair 
do  not  necessarily  develop  concomitantly  and 
the  fact  that  a great  degree  of  variability  exists 
implies  that  these  two  aspects  of  secondary 
sexual  development  have  independent  origins. 

Another  interesting  observation  is  the  corre- 
lation of  the  peak  height  velocity  and  the  vari- 
ous stages  of  puberty.  The  peak  height  velocity 
refers  to  that  time  at  which  maximum  growth 
occurs.  A majority  of  girls  obtain  their  maximal 
rate  of  linear  growth  while  their  breast  develop- 
ment is  in  stage  2;  however,  boys  rarely  attain 
their  maximal  growth  spurt  until  they  are  in 
advanced  puberty.  Therefore,  when  we  evaluate 
a normal  small  boy  who  has  genitalia  in  the 
early  developmental  stages,  we  can  predict  that 
he  at  least  has  his  adolescent  growth  spurt 
pending.  The  situation  is  different  in  females, 
so  we  cannot  predict  a possible  adolescent 
growth  spurt  in  a girl  with  early  genital  and 
breast  development.  Actually,  approximately 
25%  of  girls  attain  their  maximum  adolescent 
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height  spurt  rate  while  their  breast  develop- 
ment is  in  its  early  stages,  and  almost  always 
before  their  pubic  hair  becomes  well  developed. 
Moreover,  most  girls  have  reached  their  peak 
height  spurt  before  menarche.  Therefore,  when 
following  girls  whose  predicted  height  is  greater 
than  72  inches,  we  are  somewhat  relieved  when 
menarche  occurs.  An  explanation  for  this  phe- 
nomenon must  include  the  fact  that  steroid 
hormones  are  in  some  way  related  to  the 
growth  spurt.  More  specifically,  one  would 
question  whether  the  growth  mechanism  is 
more  sensitive  to  sex  hormones  than  the  mech- 
anism responsible  for  genital  and  breast  devel- 
opment. Alternatively,  the  control  mechanisms 
for  growth  hormone  production  and  those 
for  secondary  sexual  development  might  be 
completely  different.  This  would  more  ade- 
quately elucidate  the  lack  of  synchrony  be- 
tween growth,  pubic  hair,  and  breast  develop- 
ment. An  additional  confusing  fact  is  that  the 
average  Chinese  female  does  not  develop  pubic 
hair  until  a few  months  prior  to  menarche,  or 
approximately  two  years  succeeding  breast  de- 
velopment. It  is  not  known  whether  this  is  due 
to  a decreased  growth  response  of  hair  folli- 
cles on  a genetic  basis,  delay  in  adrenal  andro- 
gens, or  perhaps  a less  active  form  of  adrenal 
androgens. 

Recently,  radioactive  immunoassays  have 
been  developed  to  the  degree  that  sensitive 
monitoring  of  serum  gonadotropins  has  been 
possible.  Urinary  gonadotropins  were  deter- 
mined by  weighing  mice  uteri  after  extraction 
of  the  gonadotropins  from  the  urine.  The  ac- 
cepted standards  were  often  controversial  for 
any  one  age  group.  By  the  use  of  these  new 
radioactive  immunoassays,  predictable  levels  of 
gonadotropins  have  been  found  in  both  sexes 
from  birth  to  adulthood. 

Fig  2^  depicts  the  levels  of  LH  seen  in  boys 
and  girls  ages  1 through  20.  Very  low  levels  are 
observed  during  the  prepubertal  stage  in  both 
boys  and  girls.  However,  increasing  levels  are 
found  in  the  early  pubertal  stages. 

Fig  32  is  the  same  as  Fig  2,  but  with  FSH 
levels  added.  An  interesting  additional  finding 
has  been  that  during  the  first  few  months  of 
life,  the  levels  of  serum  FSH  are  higher  in 
females  than  in  males.  This  is  fascinating  be- 
cause it  implies  a sex  difference  of  gonadotro- 
pin secretion  in  the  neonatal  period.  The  rise 


in  serum  FSH  is  similar  to  that  of  LH  at  the 
time  of  adolescence. 

Fig  43  shows  a 28  day  cycle  in  a mature 
female;  at  midcycle  an  increase  of  the  gonado- 
tropin level  occurs.  In  males,  there  is  no  day- 
to-day  variation  in  the  levels  of  gonadotropins. 
However,  it  has  recently  been  shown  that 
nyctohemeral  variations  exist  for  FSH,  but  not 
for  LH  production;  and,  at  this  point,  no  ade- 
quate explanation  is  available.  One  would  think 
that  LH  levels  might  show  some  variations  to 
correspond  with  the  different  testosterone  levels 
throughout  a 24-hour  period.  All  of  this  is  rec- 
ent work  and  certainly  more  needs  to  be  done 
before  definite  statements  can  be  made  regard- 
ing relations  between  gonadotropins  and  sex 
hormones. 

These  assays  have  led  to  the  concept  of  the 
male  and  female  hypothalami.  As  might  be 
expected,  this  concept  has  been  responsible 
for  more  unanswered  questions  as  opposed  to 
satisfactorily  explaining  previous  ones.  For  ex- 
ample, what  causes  a male  or  female  hypo- 
thalamus? Is  it  the  fetal  testicular  androgens 

Li  mbic 


1.  Proposed  pathways  for  neural  control  of 
gonadotropin  d- 
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girls  16  6 9 8 15  24  18  7 4 8 

BOYS  21  17  28  24  29  21  20  18  14  7 

2.  Luteinizing  hormone  levels  in  children 
1 to  20  years  of  age.^ 


GIRLS  16  6 9 8 15  23  15  7 4 8 

BOYS  21  16  29  24  28  21  20  18  14  7 

3.  Follicle  stimulating  hormone  levels  in 
children  1 to  20  years  of  age.^ 


or  is  it  a heretofore  unknown  factor?  Is  there  a 
male  or  female  hypothalamic  organizing  sub- 
stance as  is  thought  to  be  required  for  the 
development  of  the  male  internal  genital  ducts? 

One  of  the  clinical  applications  of  the  gonad- 
otropin radioactive  immunoassay  has  been  to 
evaluate  children  with  idiopathic  sexual  pre- 
cocity (ISP),  premature  adrenarche  (PA)  and 
premature  thelarche  (PT)  (Fig  5).  These  fig- 
ures represent  the  levels  of  LH  and  FSH  in  a 
group  of  aged-matched  children,  both  with  nor- 
mal and  abnormal  sexual  development  (Kenny 
and  others)."^  The  gonadotropin  levels  in  idio- 
pathic sexual  precocity  should  not  be  surpris- 
ing because  the  only  abnormality  is  that  the 
secondary  sexual  characteristics  occur  earlier 
than  anticipated.  Premature  thelarche  first  was 
thought  to  be  secondary  to  increased  sensitiv- 
ity of  breast  tissue  to  low  levels  of  circulating 
estrogens  normally  present  during  childhood. 
No  other  abnormalities  were  thought  to  exist. 
Further  evaluation  has  revealed  an  increase  in 
numbers  of  precornified  and  cornified  vaginal 
cells,  all  of  which  can  be  explained  on  the  as- 
sumption that  slight,  but  definite,  increase  in 
serum  levels  of  estrogen  are  present.  These 
data  would  tend  to  support  this  in  that  gonad- 
otropins are  released  from  the  pituitary  but  in 
smaller  amounts  than  are  released  in  pre- 
cocious puberty.  The  concept  of  premature 
adrenarche  in  view  of  serum  levels  of  gona- 
dotropins is  interesting.  Most  endocrinologists 
agree  that  adrenal  androgens  produce  pubic 
and  axillary  hair.  That  excess  androgens  cause 
premature  pubarche  is  suggested  by  the  slight 
advance  in  height  age,  facial  acne,  osseous 
maturation,  and  slight  increase  in  17-ketoster- 
oids  found  in  these  patients.  Although  the  con- 
cept is  premature  at  this  point,  the  lower  FSH 
and  LH  levels  suggest  that  androgens  sup- 
press the  hypothalamic  pituitary-gonadotropin 
release  mechanism. 

The  last  physiological  concept  that  I will  dis- 
cuss is  the  role  of  the  adrenal  gland  in  puberty. 
In  humans,  isotopic  methods  have  revealed 
that  the  testes  secrete  very  small  amounts 
of  dehydroepiandrosterone  (DHEA)  and  even 
smaller  amounts  of  dehydroepiandrosterone 
sulfate  (DHEAS).  Thus,  assuming  that  most 
DHEA  is  from  the  adrenal  gland  in  both  sexes, 
several  facts  can  be  stated.  In  females,  a cor- 
relation exists  between  DHEA  and  DHEAS  pro- 
duction and  growth  of  sexual  hair,  but,  of 
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course,  not  between  these  sex  hormones  and 
breast  development.  Moreover,  females  are  ex- 
tremely sensitive  to  small  amounts  of  andro- 
gens. In  males,  unfortunately  for  the  concept, 
DHEA  and  DHEAS  increase  but  do  not  corre- 
late as  well  with  the  development  of  sexual 
hair  as  in  females.  These  steroids  may  vary  in 
amounts  in  two  males  of  identical  age  with 
comparable  sexual  development.  Other  studies 
have  suggested  that  adrenal  production  of  an- 
drogens at  puberty  are  not  regulated  by  ACTH. 
Indeed,  no  one  has  ever  shown  changes  in 
ACTH  production  rate  at  the  time  of  puberty. 
To  implicate  gonadotropins  is  not  valid  for  it 
has  been  shown  repeatedly  that  prepubertal 
levels  of  testosterone  are  present  in  boys  who 
have  adequate  pubic  hair.  This,  then,  leads  one 
to  the  assumption  that  the  appearance  of  pubic 
hair  is  not  necessarily  an  indication  of  pubertal 
testicular  function. 

Case  Presentation:  The  patient,  a 5 V2 -year- 
old  Caucasian  female  was  referred  to  the  hos- 
pital by  a neighborhood  clinic  nurse  for  evalu- 
ation of  breast  development.  She  was  the  old- 
est of  three  daughters,  born  after  nine  months’ 
gestation  with  a spontaneous  vertex  delivery. 
No  history  of  drug  ingestion  during  the  preg- 
nancy was  elicited  except  for  aspirin  and  iron 
tablets.  The  family  history  was  noncontributory 
to  the  present  illness  and  included  maternal 
menarche  at  13  years  as  well  as  a lack  of  sec- 
ondary sexual  development  in  the  patient’s 
younger  siblings.  No  serious  illnesses  or  acci- 
dents had  occurred.  The  mother  had  previously 
used  an  intrauterine  device  as  a contraceptive 
measure  and  knew  of  no  one  taking  birth  con- 
trol pills  in  the  immediate  family  or  in  the 
neighborhood.  The  mother  first  noticed  en- 
larged breasts  on  the  child  at  41/2  years  of  age 
and  she  thought  that  the  onset  of  pubic  hair 
had  been  approximately  one  or  two  months 
before  the  child  was  examined.  She  was  also 
concerned  about  the  girl’s  rapid  growth.  She 
was  the  tallest  of  her  peer  group  and  was  larg- 
er than  a neighbor’s  8-year-old  daughter.  A 
bloody  vaginal  discharge  had  been  noted  two 
days  prior  to  admission. 

On  physical  examination  the  patient  was  48 
inches  tall  and  weighed  49  lb.  Her  50th  per- 
centile height  was  7-2/12  years.  Her  blood 
pressure  was  90/60  mm  Hg.  Examination  of 
the  skin  revealed  six  cafe-au-lait  spots  greater 
than  1 cm  in  at  least  one  dimension.  Head, 


eyes,  ears,  nose,  and  throat  were  essentially 
normal;  the  dental  age  was  6 years.  The  thy- 
roid gland  was  normal  in  size  and  consistency. 
The  chest  was  clear  to  percussion  and  auscul- 
tation and  no  murmurs  were  audible.  The  areo- 
lae were  pigmented  and  elevated,  and  4.0  cm 
of  breast  tissue  was  present  bilaterally.  No 
organomegaly  was  present  and  no  masses  were 
palpable  in  the  abdomen.  Examination  of  the 
genitalia  revealed  a small  amount  of  slightly 
pigmented  pubic  hair  and  well  estrogenized 
vaginal  mucosa.  The  neurological  examination 
revealed  no  abnormalities.  The  child  was  ad- 
mitted and  the  following  results  were  obtained: 
EEC,  normal  for  age;  vaginal  smear  for  estro- 
gen effect,  grade  ll/lll;  bone  age,  8-9  year 
osseous  centers  present  (however,  several  lytic 
lesions  were  observed  in  the  long  bones  and  a 
dense  overgro\A4h  of  bone  was  observed  in  the 
base  of  the  skull);  urinary  gonadotropins,  be- 
tween 6 and  16  mouse  uterine  units/24  hr; 
pregnancy  test,  negative;  gynecologic  examina- 
tion, no  pathologic  findings. 

The  child  was  diagnosed  as  having  McCune- 
Albright  syndrome  and  was  initially  treated 
with  150  mg  Depo-Provera  every  two  weeks. 

The  differential  diagnosis  of  precocious  pu- 
berty is  outlined  in  Fig  6.  No  data  are  available 
on  the  incidence  of  precocious  puberty,  but  in 
our  referral  service,  we  see  an  average  of  two 
or  three  new  patients  each  month. 

Constitutional  or  idiopathic  sexual  precocity 
is  the  most  frequent  type.  Most  of  the  patients 
are  females.  Actually,  idiopathic  sexual  precoc- 
ity in  males  is  rare  and  organic  lesions  such 
as  tumors  or  congenital  adrenal  hyperplasia 
should  be  considered  as  the  etiology.  The  typi- 
cal history  in  females  is  that  the  mother  ob- 
served breast  development  early  in  childhood 
which  varied  in  degree  with  age.  Usually,  when 
we  see  the  child,  vaginal  estrogenization  and 
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slightly  increased  bone  age  may  be  present. 
The  most  common  cause  of  cerebral  injury  re- 
sulting in  precocious  puberty  are  trauma  and 
central  nervous  system  infection.  One  patient 
in  our  clinic  was  a male  who  was  hit  on  the 
forehead  by  a heavy  swing  at  2 years  of  age. 
Early  signs  of  isosexual  puberty  occurred  at 
age  4.  His  sister  had  varicella  encephalitis  at 
age  5,  with  the  onset  of  puberty  six  months 
later.  The  etiology  more  than  likely  is  disrup- 
tion of  the  inhibitory  pathways. 

Intracranial  neoplasms  may  also  produce 
precocious  puberty.  Again,  the  etiology  is 
thought  to  be  disruption  of  the  inhibitory  path- 
ways. Hamartomas  of  the  tuber  cinerium  also 
have  been  reported  with  the  occurrence  of  sex- 
ual precocity  which,  as  before,  appears  to  be 
secondary  to  destruction  of  the  inhibitory  cen- 
ters. An  important  clue  for  this  diagnosis  is 
the  occurrence  of  seizures  in  children  with 
precocious  puberty  without  previous  history  of 
trauma.  Neurofibromatosis  has  been  associated 
with  true  sexual  precocity  for  the  same  reason. 
This  diagnosis  is  suggested  in  the  presence  of 
more  than  five  flat,  pigmented  nevi  that  are  well 
demarcated.  When  sexual  precocity  does  occur, 
diabetes  insipidus  and  mental  retardation  are 
often  likely.  Precocious  puberty  in  hypothyroid- 
ism has  been  observed  on  numerous  occasions. 
The  etiology  is  now  suspected  to  be  on  the 
basis  of  inadequate  neural  control  of  the  hypo- 
thalamus. This  entity  has  also  been  seen  in 
males  who  had  testicular  enlargement.  In  some 
cases  of  congenital  adrenal  hyperplasia,  chroni- 
cally elevated  levels  of  androgens  affect  the 
maturation  centers  in  such  a way  that  after 
treatment  is  initiated,  inhibitory  centers  no 
longer  perform  adequately;  thus,  puberty  en- 
sues soon  after  steroid  replacement  therapy. 
A positive  correlation  exists  between  this  phe- 


nomenon and  the  degree  of  increased  osseous 
maturation. 

The  McCune-Albright  syndrome  is,  of  course, 
sexual  precocity,  osseous  lesions  and  cafe-au- 
lait  spots.  The  etiology  of  this  disorder  is  un- 
known, but  maturation  areas  must  be  affected 
in  some  way.  The  incidence  is  far  greater  in 
females,  but  the  syndrome  has  been  reported 
in  males.  The  gonadotropin-producing  tumors 
are  grouped  separately.  I do  not  consider  them 
as  a cause  of  true  sexual  precocity  inasmuch 
as  the  gonadotropins  are  not  from  the  pitui- 
tary. The  two  most  commonly  observed  ones 
are  the  chorioepitheiioma  of  the  ovary  and 
hepatomas  in  males.  Both  are  exceedingly  rare 
and  are  usually  associated  with  rapid  sexual 
development.  The  secondary  sexual  develop- 
ment is,  of  course,  due  to  ectopic  release  of 
gonadotropins  or  of  a gonadotropin-like  sub- 
stance. Pseudoprecocious  puberty  refers  to  the 
development  of  secondary  sexual  characteris- 
tics without  endogenous  gonadotropins.  The 
second  most  common  cause  of  pseudopreco- 
cious puberty  is  the  granulosal  cell  tumor  of 
the  ovary.  Fortunately,  this  tumor  is  of  a low 
grade  of  malignancy  in  children  and  by  the  time 
secondary  sexual  characteristics  are  found,  an 
abdominal  mass  is  usually  present.  An  inter- 
esting physiological  observation  is  that  the 
stimulation  of  the  breast  and  genitalia  occurs, 
but  no  pubic  hair  is  found  initially.  Later,  pubic 
hair  development  suggests  that  the  increased 
levels  of  estrogen  may  stimulate  the  produc- 
tion of  adrenal  androgens.  Interestingly  enough, 
cyclic  menses  have  been  known  to  occur  with 
these  tumors.  Leydig  cell  adenomas  are  the 
most  common  functional  tumors  of  the  testes 
in  children.  Most  are  benign,  easily  palpable, 
and  the  contralateral  testis  is  usually  small. 
Spermatogenesis  does  not  occur.  The  17-keto- 
steroids  are  not  necessarily  elevated,  but  may 
be  remarkably  so.  Several  cases  of  virilization 
have  also  been  observed  in  teratoma  of  the 
testes.  Adrenal  hyperplasia  produces  masculini- 
zation  on  the  basis  of  increased  androgens  due 
to  partial  lack  of  enzymes  necessary  for  the 
production  of  cortisol.  Adrenal  tumors  produc- 
ing virilization  are  sometimes  difficult  to  differ- 
entiate from  congenital  adrenal  hyperplasia. 
Both  may  have  increased  levels  of  pregnane- 
triol  and  17-ketosteroids;  however,  dexametha- 
sone  suppression  occurs  in  congenital  adrenal 
hyperplasia,  but  not  in  adrenal  tumors.  Drug- 
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induced  precocity  is  self-explanatory.  The  wide- 
spread use  of  estrogens  in  everything  from 
meat  to  cosmetic  creams  in  this  country  is 
well  known. 

The  evaluation  of  a child  with  precocious 
puberty  should  be  as  follows:  (1)  Accurate  his- 
tory. The  temporal  sequence  of  sexual  develop- 
ment is  extremely  important.  For  example,  in 
the  case  presented  today,  the  rapidity  of  sec- 
ondary sexual  characteristics  essentially  ruled 
out  the  constitutional  type.  However,  tumors  of 
the  gonads  are  usually  associated  with  fairly 
rapid  sexual  development.  (2)  Physical  exami- 
nation. The  genitalia  must  be  adequately  as- 
sessed. Actual  measurement  of  the  testes,  cli- 
toris and  mammary  tissue  are  invaluable.  The 
diagnosis  of  McCune-Albright  syndrome,  for  ex- 
ample, can  be  made  from  the  dermal  manifes- 
tations. Hepatomas  are  frequently  palpable. 
(3)  EEG.  Electroencephalographic  studies  re- 
veal abnormalities  in  more  than  50%  of  cases 
with  precocious  puberty.  This  is  invaluable 
when  the  diagnosis  is  suspected  to  be  on  the 
basis  of  cerebral  injury.  (4)  Gonadotropins.  A 
pregnancy  test  will  be  positive  when  exceeding- 
ly high  levels  of  gonadotropins  are  present 
such  as  with  chorioepitheliomas.  The  urinary 
gonadotropins  can  indicate  whether  true  or 
pseudoprecocious  puberty  is  present.  In  the 
future,  determinations  of  serum  gonadotropins 
will  be  more  generally  available  to  differentiate 
these  cases.  (5)  Vaginal  smear.  Even  though 
the  appearance  of  the  vaginal  mucosa  may 
suffice  in  many  cases,  histological  examination 
for  estrogen  effect  is  extremely  valuable.  As 
a matter  of  fact,  routine  urinary  estrogen 
levels  are  no  longer  determined  routinely  in 
Dr.  George  Clayton’s  laboratory  because  a vag- 
inal smear  is  easier  to  obtain,  cheaper,  and 
equally  as  informative.  (6)  Gynecologic.  An 
adequate  assessment  of  the  female  internal 
genital  structure  is  extremely  beneficial  in  diag- 
nosis of  ovarian  tumors  and  cysts.  (7)  Bone- 
age  films.  This,  of  course,  is  to  assess  the 
osseous  maturation  and  to  predict  whether  the 
precocity  might  alter  mature  height  adversely, 
(8)  17-ketosteroids,  17-hydroxysteroids  and 
pregnanetriol.  These  determinations  need  to  be 
made  only  in  the  presence  of  virilization.  Other- 
wise, they  are  of  little  value. 

The  effectiveness  of  treatment  of  sexual  pre- 
cocity is  related  to  the  etiology.  When  a defi- 
nite reason  is  discerned,  such  as  the  sexual 


precocity  associated  with  hypothyroidism  or 
with  ovarian  tumors,  treatment  will  resolve  the 
precocity  to  a degree.  On  the  other  hand,  treat- 
ment for  idiopathic  sexual  precocity  has  gen- 
erally been  unsatisfactory.  Currently,  medroxy- 
progesterone acetate  (Depo-Provera)  is  being 
used.  Conflicting  opinions  exist  as  to  whether 
it  suppresses  or  interferes  with  the  action  of 
gonadotropins.  Clinically,  in  females,  MPA  re- 
duces the  amount  of  breast  tissue,  reduces 
cornification  of  the  vaginal  epithelium,  and 
stops  menstruation.  In  males,  spermatogenesis 
and  testosterone  production  are  decreased. 
Conclusive  evidence  is  not  available  to  indicate 


4.  Serum  gonadotropins  in  a mature  female.^ 


ISP  PT  PA  Normal 


LH  7.20  4.27  2.6  3.13 

FSH  12.48  7.2  3.44  6.27 

5.  Serum  gonadotropin  levels  in  children  with 
abnormal  sexual  development. 
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TRUE  SEXUAL  PRECOCITY 

1.  Constitutional  or  idiopathic 

2.  Cerebral 

3.  Intracranial  neoplasms 

4.  Hamartoma 

5.  Neurofibromatosis 

6.  Hypothyroidism 

7.  Congenital  adrenal  hyperplasia  during  treatment 

8.  McCune-Albright  syndrome 

GONADOTROPIN-PRODUCING  TUMORS 

1.  Chorioepithelioma 

2.  Hepatoma 

PSEUDOPRECOCITY 

1.  Ovarian  tumors 

2.  Testicular  tumors 

3.  Adrenal  hyperplasia  in  boys 

4.  Virilizing  adrenal  tumors 

5.  Drug  induced 

INCOMPLETE  PRECOCITY 

1.  Premature  thelarche 

2.  Premature  pubarche 


6.  Differential  diagnosis  of  sexual  precocity. 


that  the  rate  of  linear  growth  is  retarded.  Med- 
roxyprogesterone acetate  also  has  a narrow 
dose  range.  Too  little  has  no  effect  and  too 
much  causes  virilization. 

DISCUSSION:  Dr.  George  Clayton:  Do  you 
think  that  growth  hormone  has  any  effect  on 
the  production  of  sex  hormones? 

Dr.  Kirkland:  1 don’t  know,  but  I think  it  is 
the  other  way  around.  You  are  well  aware  of 
the  fact  that  pretreatment  with  estrogens  will 
enhance  the  secretion  of  growth  hormone.  As 
to  how  grovifth  hormone  effects  the  production 
of  sex  hormones,  I don’t  know. 

Dr.  Clayton:  I think  it  should  be  pointed  out 
that  in  children  less  than  6 years  of  age  the  di- 
agnosis of  sexual  precocity  on  the  basis  of  the 
quantitive  amounts  of  urinary  gonadotropins  is 
not  reliable.  Frequently  the  results  are  negative 
because  of  the  insensitivity  of  the  test.  I don’t 
think  there  is  any  question  that  the  methods 
you  are  working  on — radioimmunoassays — will 
be  helpful.  The  other  question  I would  like  to 
ask  is,  how  do  you  think  the  medroxyproges- 
terone works  in  sexual  precocity? 

Dr.  Kirkland:  Since  investigators  have  been 
determining  LH  by  radioactive  immunoassays 
and  since  better  isotopic  methods  exist  for 
measurement  of  testosterone,  it  has  been 
shown  that  MPA  decreases  the  amount  of  LH 
and,  also,  there  seems  to  be  a decrease  in  the 
production  of  testosterone.  I don’t  know  how 
this  works. 

Dr.  Clayton:  I think  the  point  is  that  if  this 
works  at  the  level  of  hypothalamus,  it  certainly 
is  true  that  there  is  a reciprocal  relationship 
between  FSH  and  LH  secretion.  Dr.  Schally  has 
demonstrated  that  the  releasers  for  LH  and 
FSH  have  the  same  chemical  structure;  that  is, 
one  hypothalamic  hormone  releases  both. 

Dr.  Kirkland:  How  do  you  explain  the  cyclic 
bleeding  in  a female  or  how  do  you  explain  the 
difference  in  the  male  and  female  levels  of 
gonadotropins,  assuming  that  there  is  one  re- 
leasing factor  which  controls  both  LH  and  FSH? 

Dr.  Clayton:  That’s  an  unanswered  question 
of  hypothalamic  physiology,  but  the  releasing 
factor  for  both  is  the  same.  If  you  give  some- 
thing like  Depo-Provera  to  suppress  LH  you  also 
seem  to  suppress  FSH  to  some  extent.  It  may 
work  on  this  basis. 

Dr.  Mintz:  One  of  the  problems  we  encoun- 
ter in  this  hospital  is  the  6-  to  12-month-old 
child  who  has  some  breast  enlargement  which 
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the  mother  says  has  been  present  since  birth. 
Would  this  deserve  an  investigation? 

Dr.  Kirkland:  At  age  6 months  any  breast 
tissue,  not  breast  fat,  from  placental  estrogens 
would  have  resolved.  At  that  point,  I would  be 
concerned  about  breast  development  and  pro- 
ceed with  further  evaluation. 

Dr.  Clayton:  There  are  many  little  girls  who 
have  circulating  estrogens  throughout  child- 
hood, as  can  be  seen  on  vaginal  smear,  thus 
premature  thelarche  is  common.  If  we  went  into 
the  Ben  Taub  Clinic  and  did  vaginal  smears 
on  every  prepubertal  female,  we  would  find  a 
high  incidence  of  estrogenized  vaginal  smears. 

Dr.  Mintz:  Do  these  children  with  low  but 
elevated  levels  have  earlier  puberties  than  the 
average? 

Dr.  Clayton:  No.  Dr.  Librik  and  I have  fol- 
lowed a number  of  these  children  with  incom- 
plete sexual  precocity  for  several  years,  and 
they  don’t  enter  adolescence  much  earlier. 

Dr.  Mintz:  Are  they  short? 

Dr.  Clayton:  No. 

Dr.  R.  J.  Blattner:  What  does  nutrition  or  un- 
dernutrition have  to  do  with  this  whole  process? 

Dr.  Kirkland:  Actually,  quite  a bit.  Some  peo- 
ple have  suggested  that  the  age  of  menarche 
indicates  the  socioeconomic  situation  of  the 
country.  I think  this  is  a good  time  to  bring  up 
something  that  probably  will  be  asked  later  and 
that  concerns  the  age  of  onset  of  menarche. 
A worldwide  decrease  in  the  age  of  menarche 
has  been  observed,  but  it  is  related  to  socio- 
economic factors.  Several  studies  have  shown 
this  pattern.  One  was  of  Lapps  who  previously 
were  second-class  citizens  in  the  Scandinavian 
countries.  For  60  years  their  age  of  menarche 
was  16,  whereas  their  Norwegian  neighbors  had 
an  actual  decrease  in  age  of  menarche  as  their 
socioeconomic  situation  improved.  The  same 
thing  has  been  observed  in  this  country.  In 
California,  Japanese  girls  who  were  born  in  Cal- 
ifornia and  returned  to  Japan  had  a different 
age  of  menarche  when  compared  to  those  that 
remained  in  California.  A similar  observation 
has  been  made  of  the  American  Negroes.  Those 
who  are  born  in  the  South  and  go  to  the  North 
have  the  same  age  of  menarche  as  their  Cau- 
casian counterpart,  but  in  the  South  the  Ameri- 
can Negro  has,  or  has  had  in  the  past,  a later 
age  of  onset  of  menarche.  In  parts  of  Africa 
a seasonal  variation  of  menarche  exists  and 


appears  to  be  related  to  adequate  nutrition 
only  during  the  harvest  seasons. 

Dr.  A.  J.  Rudolph:  Do  you  obtain  peak  veloc- 
ity heights  and  do  you  think  they  are  useful? 

Dr.  Kirkland:  The  peak  height  velocity  refers 
to  that  point  when  the  maximal  growth  occurs. 
Generally  speaking,  for  clinical  evaluation  suc- 
cessive growth  data  is  more  valuable.  However, 
for  other  clinical  problems  such  as  short,  but 
otherwise  normal,  pubertal  girls,  this  velocity 
becomes  valuable  for  assessment  of  predicted 
height. 
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What  it  means 
to  live  and  woikir 
Tipton  County, 
Tennessee 

Persons  who  are  white  arid 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


Female 
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Male 
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I I Persons  without  solar  keratoses  Bi  Persons  with  solar  keratoses 


•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows; 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 
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It's  Called 

'Venice  on  the  Prairie' 


Visitors  can  never  escape  an  aware- 
ness of  San  Antonio’s  rich  past.  His- 
tory is  as  much  a part  of  this  financial 
and  trade  center  as  its  buildings, 
parks,  and  people — as  physicians  and 
their  families  who  attend  the  1972 
Annual  Session  of  the  Texas  Medical 
Association  there  from  May  11-14  will 
discover! 

This  city  of  contrasts  is  quiet  and 
peaceful,  yet  bustling  with  activity: 
old,  and  yet  new,  too.  These  contrasts 
of  time  make  the  Alamo  City  a pic- 
turesque personality  and  a fun  place 
to  explore. 

So  grab  your  exploring  gear  and  go 
find  San  Antonio.  Here  is  your  guide — 
a sketch  of  the  city’s  legacy  under  the 
flags  of  six  nations,  parks  and  recrea- 
tional areas,  shopping  possibilities,  art 
and  industry,  and  offerings  of  fine  food 
and  fun. 

Be  daring  and  find  other  exciting 
spots  to  see  on  your  own,  too  (or  look 
in  the  Advance  Program  for  the  1972 
Annual  Session  for  additional  ideas  on 
where  to  go  and  what  to  do)! 

Information  on  location,  hours  of 
operation,  and  admission  charges  will 
be  available  at  the  Host  City  Informa- 
tion Booth  at  Annual  Session  or  from 
the  San  Antonio  Chamber  of  Com- 
merce. 

WELCOME  TO  YANAGUANA 

Texas  legend,  sometimes  questionable 
and  in  conflict  with  historical  records 
but  always  colorful,  tells  its  own  tale 
of  the  founding  of  San  Antonio. 

The  legend  recounts  the  story  of  a 
weary  band  of  Spanish  explorers  who 
searched  the  southern  edges  of  the 
Central  Texas  hill  country  for  water. 
One  of  the  group,  a friar,  rode  his 
horse  to  a small  bluff,  dismounted, 
and  climbed  a gnarled  mesquite  tree 

The  old  and  new  combine  in 
San  Antonio’s  Alamo  Plaza.  The  Alamo, 
shrine  of  Texas  independence, 
sits  silently  behind  the  marble  cenotaph 
dedicated  to  the  Alamo  heroes, 
while  the  modernistic  Tower  of  the 
Americas  stretches  skyward. 


to  scan  the  area  for  a sign  of  the  pre- 
cious water.  Seeing  none,  he  became 
angry  and  desperate — so  desperate 
that  he  seized  the  mesquite  tree  and 
ripped  it  from  the  ground.  From  the 
hole  where  the  tree’s  roots  once  grew 
came  the  first  waters  of  the  San  An- 
tonio River.  Beside  this  flowing  stream 
were  built  the  first  adobe  huts  of  a 
town.  It  was  called  Yanaguana. 

Had  it  not  been  for  another  priest, 
San  Antonio  might  still  be  called  Yana- 
guana. But  on  June  13,  1691,  another 
Spanish  expedition  arrived  at  the  town. 
Because  the  group  had  arrived  on  the 
feast  day  of  Saint  Anthony  de  Padua, 
a priest  in  the  expedition  decided  to 
rename  the  town  and  the  river.  His 
name — or  at  least  some  of  it — re- 


mains, San  Antonio  de  Padua. 

On  May  1,  1718,  the  Mission  San 
Antonio  de  Valero  was  established. 
The  mission  was  later  moved,  but  the 
flimsy  second  structure  was  destroyed 
in  1724  when  a tropical  storm  swept 
inland,  the  first  storm  recorded  to  do 
so.  Another  mission,  called  by  the 
same  name  but  stronger  than  its  pre- 
decessors, was  built  northeast  of  the 
second  mission.  This  third  building 
became  famous  as  the  Alamo,  the 
“cradle  of  Texas  liberty.’’ 

Other  missions  were  built,  and  in 
1731,  the  Spanish  made  their  first 
effort  to  colonize  Texas.  They  opened 
a villa,  San  Fernando  de  Bexar,  with 
colonists  from  the  Canary  Islands,  but 
it  was  plagued  by  hardships.  In  1821, 
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Stephen  F.  Austin  brought  his  Anglo- 
American  immigrants  to  Texas.  By 

1835,  resentment  of  the  harsh  Mexi- 
can rule  was  high,  and  in  December 
of  that  year,  Ben  Milam  and  a small 
army  took  the  city  from  the  Mexican 
general,  Martin  Perfecto  de  Cos. 

In  late  February  and  early  March  of 

1836,  the  chapter  of  Texas  history 
embodied  in  the  Alamo  took  place, 
and  in  April,  General  Sam  Flouston  and 
his  Texas  revolutionists  handed  Gen- 
eral Antonio  Lopez  de  Santa  Anna  a fi- 
nal defeat  in  the  battle  of  San  Jacinto. 

After  the  Civil  War,  San  Antonio  be- 
came the  center  of  a cattle  empire. 
Trade  flourished;  industry  came  with 
the  railroad:  oil  was  discovered.  Be- 
tween 1870  and  1920,  the  city’s  pop- 


ulation mushroomed  from  12,000  to 
161,000,  making  San  Antonio  Texas’ 
largest  city  at  that  time.  Today,  the 
city  is  third  largest  in  the  state. 

PARKS  AND  OTHER  PRETTY  PLACES 
Visitors  to  San  Antonio  realize  almost  imme- 
diately that  the  river  is  the  real  heart  of  the 
city  as  they  walk  along  the  banks  of  the 
meandering  stream  on  the  21-block  River 
Walk,  Paseo  del  Rio. 

The  River  Walk  offers  a luscious  land- 
scaped view,  artistic  stairways  and  bridges, 
specialty  shops  and  art  galleries,  and  restau- 
rants that  serve  all  kinds  of  food  to  match 
the  multicultural  influences  that  have  been 
felt  in  the  city. 

If  not  inclined  to  walk,  the  visitor  may 
board  a water  taxi,  and  ride  from  hotels  to 
shops  to  night  clubs.  Other  water-lovers  can 
churn  their  way  down  the  river  in  fun-filled 
paddleboats. 

Brackenridge  Park  is  another  spot  not  to 
miss.  Entrances  to  the  park,  which  is  the 
country’s  second  largest,  are  in  the  2800 
block  of  Broadway.  The  area  includes  facili- 


ties for  picnickers,  playgrounds,  and  recrea- 
tional facilities.  Horseback  riding  is  also 
available. 

Other  featured  attractions  in  the  park  are; 
Alligator  Gardens,  where  guides  explain  the 
distinct  and  unusual  characteristics  of  resi- 
dent reptiles  who  range  from  12  inches  to 
13  feet  long;  Brackenridge  Eagle,  the  longest 
miniature  railroad  in  the  world  with  one- 
fifth  scale  models  of  the  passenger  trains 
used  today  by  the  Missouri  Pacific  Railroad, 
full  three-mile  tour  around  the  park  takes 
16  minutes;  San  Antonio  Zoological  Gardens 
and  Aquarium,  one  of  the  largest  zoos  in  the 
country,  known  for  its  natural  habitat  set- 
tings; Oriental  Sunken  Gardens,  lush  semi- 
tropical  forest  with  walks  and  rock  bridges 
spanning  pools  of  aquatic  flowers;  Witte 
Memorial  Museum,  filled  with  displays  of 
science,  history,  and  art,  a special  hall  of 
Texas  wildlife  and  ecology,  one  of  the  finest 
doll  collections  in  the  country,  and  three 
historic  old  homes  in  the  rear;  and  Bracken- 
ridge Park  Skyride,  providing  an  exhilarat- 
ing view  from  gondolas  that  glide  up  to  92 
feet  above  the  tropical  Oriental  Sunken  Gar- 
dens. 

Other  favorite  parks  in  the  city  include: 
City  of  Alamo  Heights  Nature  Trail;  Fort  Sam 
Houston  Quadrangle  and  Parade  Ground, 
now  the  headquarters  of  the  Fifth  US  Army; 
San  Pedro  Park,  an  older  park  which  was 
used  during  the  Civil  War  as  a Confederate 
training  camp  and  prisoner  compound;  Mac- 
Arthur  Park;  and  Olmos  Basin  Picnic  Area, 
rustic  grounds  with  picnic  benches,  grills, 
and  hiking  trails. 

HISTORY  IN  THE  BUILDINGS 
San  Antonio’s  yesterdays  are  most  vividly 
displayed  in  her  buildings  and  monuments. 
For  a walk  into  the  past,  view  these  sights: 
The  Alamo — Now  known  as  the  Alamo,  the 
Mission  San  Antonio  de  Valero  was  the  site 
of  the  most  historic  battle  in  Texas  history. 
General  Santa  Anna’s  victory  over  the  fam- 
ous and  the  relatively  unknown  men  at  the 
mission  sparked  Texans  to  “Remember  the 
Alamo"  at  the  mouth  of  the  San  Jacinto 
River  on  April  21,  1836.  The  Alamo  is  now 
entrusted  to  the  care  of  the  Daughters  of 
the  Republic  of  Texas. 

The  Cenotaph  Monument — Located  in  Alamo 
Plaza,  this  memorial  to  the  men  of  the 
Alamo  was  created  by  noted  San  Antonio 
sculptor,  Pompeo  Coppini.  The  Cenotaph  was 
dedicated  in  1940,  and  the  names  of  the 
Alamo  heroes  have  been  carved  into  the 
marble  monument. 

Mission  Trail — The  Alamo  City’s  Mission 
Trail  is  almost  as  famous  as  its  Alamo. 
Architecture  buffs  will  not  want  to  miss 

The  Chinese  Sunken  Gardens  in 
Brackenridge  Park  are  but  one 
of  the  watery  attractions  of  the  Alamo 
City.  The  1939  clean-up  of  another 
major  attraction,  the  downtown 
section  of  the  San  Antonio  River, 
prompted  the  well-known  writer  Ernie 
Pyle  to  comment,  “They  are  going 
to  make  a kind  of  Venice  out  of  it  . . .” 
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exploring  these  four  ancient  missions:  Mis- 
sion Concepcion,  one  of  the  best  preserved 
missions  in  Texas,  built  of  porous  limestone 
around  1731;  San  Jose  Mission  State  and 
National  Historic  Site,  called  the  "queen  of 
the  missions,"  famous  for  its  beautiful  carv- 
ings and  "Rose  Window”  designed  by  Pedro 
Huizar,  a Spanish  architect;  Mission  San 
Francisco  de  la  Espada,  with  fortified,  feudal- 
appearing  tower  and  walls  which  served  as 
a backdrop  for  the  camp  of  the  Texian  Army 
of  Independence;  Mission  San  Juan  Capis- 
trano, an  architecturally  plain  mission  that 
has  recently  been  restored  to  show  what 
mission  life  was  like. 

Espada  Dam  and  Acequia  Aquaduct — The 
only  remaining  Spanish  aquaduct  in  the 
country  was  built  in  the  mission  era.  Al- 
though built  "backwards,”  the  250-year-old 
handmade  earthen  dam  has  survived  every 
flood.  Dammed  waters  flow  into  Espada 
Acequia  and  then  on  to  the  Espada  Mission. 
San  Fernando  Cathedral — This  original  parish 
church  of  the  Canary  Island  settlers  is  locat- 
ed on  Main  Plaza  across  from  the  Bexar 
County  Courthouse. 

Spanish  Governor’s  Palace — Called  by  the 


National  Geographic  Society  "the  most  beau- 
tiful building  in  San  Antonio,”  the  Spanish 
Governor’s  Palace  is  the  only  remaining  ex- 
ample in  Texas  of  an  early  aristocratic 
Spanish  home.  The  palace  also  served  as 
the  office  of  early  Spanish  administrators  of 
San  Antonio. 

Black  Madonna  Shrine — This  is  the  largest 
grotto  in  the  world  of  four  famous  Madon- 
nas. It  was  built  in  a Polish  Gothic  style, 
and  a museum  to  commemorate  Poland’s 
Christian  millenium,  966-1966  A.D.  is  also 
located  at  the  site. 

Jose  Antonio  Navarro  Homestead — This  is 
the  home  of  one  of  only  two  native-born 
Texans  to  sign  the  Texas  Declaration  of 
Independence. 

O.  Henry  House — The  historic  home  of  the 
noted  author,  O.  Henry,  was  dismantled  and 
brought  to  the  Lone  Star  Brewery  properties 
in  San  Antonio  and  reassembled  in  1960. 
Menger  Hotel — Opened  in  1859,  this  famous 
hostelry  has  hosted  such  leaders  of  America 
as  Robert  E.  Lee,  Theodore  Roosevelt,  and 
William  Jennings  Bryan. 

Ursuline  Convent — Built  around  1839,  this 
beautiful  example  of  French  architecture  was 


used  by  the  Ursuline  nuns  as  a school.  It  is 
now  an  arts  and  crafts  workshop  under  the 
sponsorship  of  the  San  Antonio  Conservation 
Society. 

La  Villita — One  of  the  oldest  residential  sec- 
tions of  the  city.  "Little  Town”  is  typical  of 
mid-18th  Century  Spanish  settlements.  The 
area  was  reconstructed  in  1939  to  preserve 
its  unique  Spanish-Mexican  and  German 
homes  and  to  provide  a place  in  the  midst 
of  the  growing,  modern  city  where  old  arts 
and  crafts  could  be  carried  on  and  sold. 

Cos  House — Located  in  La  Villita,  the  Cos 
House  is  the  site  of  the  surrender  of  Perfecto 
Martin  de  Cos,  commander  of  the  Mexican 
forces  that  were  defeated  by  Ben  Milam 
and  his  Texan  fighters  in  1835. 

Old  German-English  School — The  German- 
English  school  was  founded  in  the  1800’s 
by  a group  of  German  intellectuals.  It  re- 
mained in  operation  until  1903  when  the  first 
public  schools  opened.  The  Germans  were 
among  the  first  groups  in  Texas  to  support 
free  public  education  for  school  children. 
King  William  Area — Bounded  by  St.  Mary’s 
St..  Guenther  St.,  King  William  St.,  and  the 
San  Antonio  River,  this  neighborhood  was 
once  the  home  of  wealthy  German  families. 
The  beautiful  old  homes  are  for  the  most 
part  of  Victorian  design,  and  they  stand 
today — much  as  they  did  a century  ago— 
in  this  quiet  tree-shaded  area.  The  home  of 
Edward  Steves  at  509  King  William  St.  is 
typical  of  the  German  mansions  in  the  King 
William  area  and  is  open  to  the  public.  Built 
in  1876,  the  home  includes  period  furnish- 
ings and  extensively  landscaped  grounds 
with  a carriage  house  and  natatorium. 
MEDICAL  MECCA 

San  Antonio’s  present  and  future  shine  as 
brightly  as  its  past — especially  in  the  area 
of  medicine.  In  the  past  decade,  the  city 
has  given  strong  emphasis  to  development 
of  facilities  to  provide  primary  medical  care 
and  research. 

The  South  Texas  Medical  Center  is  still 
growing.  At  its  completion,  it  will  contain 
The  University  of  Texas  Medical  School  at 
San  Antonio,  the  504-bed  Bexar  County  Hos- 
pital, the  Cerebral  Palsy  Center,  Community 
Guidance  Center,  Southwest  Texas  Methodist 
Hospital,  Veterans  Administration  Hospital, 
San  Antonio  Community  Hospital,  The  Uni- 
versity of  Texas  Dental  School  at  San  An- 
tonio, The  University  of  Texas  Clinical  School 
of  Nursing,  Villa  Rosa  Psychiatric  and  Reha- 
bilitation Center,  residence  facilities  for  stu- 
dents and  medical  center  personnel,  a center 
for  environmental  and  industrial  medicine,  a 
school  of  public  health,  a school  of  pharma- 
cy, training  facilities  for  ancillary  personnel, 
an  institute  of  rehabilitation  and  geriatrics — 
in  short,  virtually  every  conceivable  kind  of 


Reflecting  the  beautiful  mission 
architecture  of  more  than  two  centuries 
ago  is  the  interior  of  the  Mission 
San  Jose,  where  the  famous  "Rose 
Window"  may  be  found. 
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medical  research,  diagnostic,  and  treatment 
facility. 

Under  the  watchful  eyes  of  researchers, 
the  Southwest  Research  Center  is  probing 
complex  problems  at  its  two  facilities — 
Sou^west  Research  Institute  and  the  South- 
west Foundation  for  Research  and  Education. 
Military  medicine  is  also  a big  part  of  the 
medical  scene  in  San  Antonio,  with  the 
Department  of  Defense  having  three  of 
its  largest  installations  devoted  to  medical 
education,  research,  and  health  education 
located  in  the  Alamo  City. 

Here  are  some  of  the  medical  and  re- 
search centers  located  in  San  Antonio  that 
you  can  visit.  Call  in  advance  to  arrange  a 
tour  at  one  of  the  following:  South  Texas 
Medical  Center;  The  University  of  Texas  Medi- 
cal School  at  San  Antonio;  The  University 
of  Texas  Dental  School  at  San  Antonio;  The 
University  of  Texas  Clinical  School  of  Nurs- 
ing; Brooke  Army  Medical  Center,  famous  for 
its  treatment  of  burn  patients;  Wilford  Hall 
USAF  Medical  Center,  largest  Air  Force  hos- 
pital in  the  country,  operates  five  special 
clinics  which  are  involved  in  research  in  sur- 
gery and  anesthesiology,  and  pulmonary,  car- 
diac, renal,  and  metabolic  endocrinology 
functions;  Aerospace  Medicine  Division,  lo- 
cated at  Brooks  Air  Force  Base,  responsible 
for  basic  medical  research  in  the  field  of 
aerospace  medicine  and  for  teaching  and 
clinical  medicine  in  support  of  aerospace  op- 
erations scattered  throughout  the  world. 

In  addition  to  the  South  Texas  Medical 
Center  and  the  military  medicine  complex, 
San  Antonio  also  is  the  home  of  outstanding 
institutions  such  as  Santa  Rosa  Medical  Cen- 
ter, Baptist  Memorial  Hospital,  Grace  Luther- 
an Hospital,  San  Antonio  State  Hospital, 
Nix  Memorial  Hospital  (complete  with  a 
swinging  basement! — see  The  Landing  under 
Restaurants  and  Night  Spots),  and  Robert  B. 
Green  Memorial  Hospital. 

FUN  AT  THE  FAIR  AND  ELSEWHERE! 

No  trip  to  San  Antonio  is  complete  without 
a visit  to  the  grounds  of  HemisFair  Plaza, 
the  colorful  remains  of  the  city’s  world 
exposition. 

Don't  miss  these  fair  features: 

Institute  of  Texan  Cultures — The  diversity  of 
Texas,  its  land  and  its  people,  are  shown 
through  a variety  of  exhibits  and  visual  aids. 
The  institute  is  a real  "eye  opener”  in  terms 
of  the  history  of  the  state,  too. 

Tower  of  the  Americas — Get  a breathtaking 
view  of  the  city  from  the  observation  deck 
of  the  tallest  tower  in  the  Western  Hemis- 
phere. The  750-foot  tower  is  a monument  to 
the  success  of  HemisFair.  You  may  also  dine 
in  the  revolving  restaurant  atop  the  tower; 


The  flag  of  Texas  flies  proudly 
over  the  Alamo  where  the  187  famous 
besieged  Texans  lost  one  of  the 
most  historic  battles  ever  recorded  and 
yet  won  independence,  too. 


it  is  open  daily  for  lunch  and  dinner,  but 
reservations  are  a good  idea. 

Lone  Star  Pavilion — The  Hall  of  Texas  History 
Wax  Museum  is  a delight  to  visitors.  The 
pavilion  also  includes  a free  western  muse- 
um and  eating  facilities. 

Alive,  Inc. — A 30-minute  film  entitled  "Ser- 
mons from  Science”  is  shown  hourly  from 
8:30  a.m.  to  8:30  p.m.  on  Sat.  and  Sun. 
Rides  and  amusements — Play  miniature  golf, 
ride  paddleboats,  or  enjoy  carnival  rides  and 
amusement  booths  in  HemisFair  Plaza.  Rides 
and  amusements  are  open  from  5 p.m.  to 
midnight  Mon.-Fri.;  from  11  a.m.  to  midnight 
on  Sat.,  Sun.,  and  holidays. 

In  the  spring,  the  Monorail  and  the  Sky- 
ride,  both  offering  tours  of  the  HemisFair 
grounds,  are  scheduled  to  begin  operating 
again. 

Also  by  that  time,  the  University  of  Mexi- 
co plans  to  have  its  Mexican  Cultural  Insti- 
tute open.  The  institute  is  to  be  located  in 
the  old  Canadian  Pavilion  and  nearby  areas 
and  will  be  devoted  exclusively  to  the  fine 
arts  and  culture  of  Mexico. 


And  by  all  means,  don’t  forget  to  sample 
some  of  the  exotic  dishes  offered  at  the 
restaurants  at  HemisFair.  Shopping  for  for- 
eign items  is  also  a must  in  the  world- 
spanning  boutiques  in  the  Plaza. 

As  for  "elsewhere,”  you  can  have  fun  at 
these  "non-fair”  features: 

Witte  Memorial  Museum — Located  at  3801 
Broadway,  the  museum  will  be  hosting  a 
three-day  benefit  festival  just  at  the  time 
the  Association  will  be  having  its  Annual 
Session.  Scheduled  from  May  12-14  is  a 
Medieval  Fair,  cosponsored  by  the  San  An- 
tonio Museum  Association  and  the  First 
Repertory  Theatre.  The  fair  will  offer  a rich 
tapestry  of  events  to  transport  visitors  back 
to  the  days  of  courts,  castles,  and  conquer- 
ers.  The  fair  will  be  held  in  the  gardens, 
grounds,  greens,  patios,  and  on  the  river 
banks  of  the  museum  from  5:30  p.m.  to 
11  p.m.  on  Friday,  May  12;  from  3 p.m.  to 
11  p.m.  on  Saturday,  May  13;  and  from 
1 p.m.  to  7 p.m.  on  Sunday,  May  14.  Admis- 
sion is  $1  for  adults  and  25  cents  for  chil- 
dren under  12.  To  be  sure  you  get  tickets. 
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Rosita  Fernandez,  her  face  surrounded 
by  the  lace  of  an  elaborate 
Spanish  costume,  is  highly  acclaimed  as 
a singer  and  dancer.  She  will 
perform,  along  with  the  rest  of  her 
troupe,  at  TMA’s  Fiesta  Noche  del  Rio 
on  Saturday  night.  May  13. 


write  to  Witte  Memorial  Museum,  3801 
Broadway,  San  Antonio  78209. 

TMA’s  Fiesta  Noche  del  Rio — This  is  the 
Association's  answer  to  the  question  of  what 
to  do  exciting  on  Saturday  night.  May  13. 
The  colorful  show,  featuring  Rosita  Fernandez 
internationally  acclaimed  singer  and  actress, 
is  set  to  begin  at  9 p.m.  in  the  Banquet 
Hall  of  the  San  Antonio  Convention  Center. 
But  come  early  (at  7 p.m.)  for  cocktails, 
Mexican  hors  d’oeuvres,  and  mood-setting 
mariachi  music.  A steak  dinner,  Tampico 
style,  will  be  served  at  8 p.m.,  and  dancing 
will  follow  dinner.  Ticket  price  for  the  fiesta 
is  $15  per  person.  Proceeds  from  the  affair 
will  go  to  the  Physicians  Benevolent  Fund 
of  TMA  and  the  TMA  Auxiliary. 

Hertzburg  Circus  Collection — One  of  the 
world’s  largest  collection  of  circus  relics,  this 
museum  contains  more  than  20,000  items  of 
tent-top  memorabilia.  A complete  circus  in 
miniature  is  displayed  to  the  delight  of  both 
children  and  adults. 

Buckhorn  Hall  of  Horns — An  85-year-old  col- 
lection of  horned  trophies  from  Asia,  Africa, 
Europe,  and  North  America  can  be  found  in 
the  Buckhorn  Hall  of  Horns  on  the  grounds 
of  the  Lone  Star  Brewing  Co.  For  fisherman, 
there  is  also  a Hall  of  Fins  collection. 

Safari  Room — Right  from  the  wilds  of  the 
jungle  comes  this  exotic  attraction,  which 
may  be  found  at  the  Pearl  Brewing  Co. 
SHARPS  AND  FLATS, 

CHARCOAL  AND  CANVAS 

With  its  rich  heritage  under  six  flags,  San 
Antonio’s  music  and  art  are  as  varied  as 
its  people. 

One  night,  a San  Antonian  may  attend  a 
symphony  concert;  the  next  night,  he  may 
swing  to  the  jazz  beat  of  a riverside  club; 
and  the  following  night,  he  may  enjoy  a 
musical  or  dramatic  presentation  at  one  of 
the  city’s  theaters. 

The  antique  lover  will  find  a wealth  of 
shops  to  explore,  and  the  budding  artist 
may  observe  the  techniques  of  others  in 
the  city’s  art  galleries. 

Visit  one  of  the  following,  if  you  wish,  or 
call  for  further  information  on  current  hap- 
penings there:  Beethoven  Hall,  a remodeled 
German  residence  of  the  1850's  that  serves 
as  home  for  the  Beethoven  Maennerchor; 
San  Antonio  Symphony,  under  the  direction 
of  Victor  Alessandro;  Society  of  Historic  In- 
struments in  Texas,  often  presents  programs 
with  music  from  old  harpsichords,  krum 
horns,  and  other  instruments:  Plaza  Dinner 
Theatre,  combines  a sumptuous  buffet  din- 
ner and  a lively  theatrical  production  for  a 
fun  night  on  the  town;  Ruth  Taylor  Theater, 
located  on  the  Trinity  University  campus: 
Melodrama  Theatre,  presents  live  music  on 
some  nights  and  shows  filled  with  boos, 
hisses,  and  cheers  on  others,  located  at 
HemisFair  Plaza;  Music  Theatre  on  Lake 
Pavilion,  live  musical  entertainment  at  Hem- 
isFair; Arneson  River  Theater,  unique  out- 
door theatre  on  Paseo  del  Rio,  audience  sits 
on  tiered  grass  seats  on  one  side  of  the 
river,  while  the  show  goes  on  across  the 


river;  Theater  for  the  Performing  Arts,  billed 
as  acoustically  perfect,  in  the  Convention 
Center;  Marion  Koogler  McNay  Art  Institute, 
features  French  impressionistic  paintings,  a 
collection  of  gothic  and  medieval  art,  and  an 
exhibit  of  the  arts  and  crafts  of  New  Mexico; 
and  Witte  Confluence  Museum,  displays  of 
old-timey  modes  of  transportation  are  high- 
lights. 

TAKE  SOME  HOME! 

Shopping  possibilities  in  the  Alamo  City  are 
seemingly  endless. 

Be  sure  to  visit  the  Mexican  Market  at 
Santa  Rosa  and  Commerce,  also  called 
Haymarket  Plaza.  Small  shops  and  stalls 
bursting  with  imports  from  Mexico — leather 
goods,  pottery,  glassware,  wood  carvings, 
and  paintings — await  shoppers. 

San  Antonio  is  also  the  home  of  some 
fine  shopping  malls,  filled  with  everything 
from  A to  Z.  For  convenience  shopping,  go 
to  North  Star  Mall,  Central  Park  Mall,  or 
Wonderland  Shopping  City. 

If  you  prefer  small  specialty  stores,  stop 
and  browse  in  one  of  these:  River  Candle 
Shop,  425  E.  Commerce  St.;  Casa  Paja, 
North  Star  Mall  and  2514  N.  Main  Ave.;  El 
Colonial  Artes  de  Mexico,  7023  River  Walk; 
Accents,  6700  N.  New  Braunfels;  Scrivener’s, 
8502  Broadway;  Southwest  Craft  Corner, 
420  Paseo  de  la  Villita;  and  The  Plate  and 
Platter,  5226  Broadway. 

RESTAURANTS  AND  NIGHT  SPOTS 
To  end  each  perfect  day  in  San  Antonio, 
pick  out  one  of  many  outstanding  restau- 
rants for  dinner  and  perhaps  end  the  even- 
ing in  a fun  night  club. 

A partial  listing,  to  help  you  choose  your 
favorites,  follows.  Call  before  you  go  for 
reservations,  opening  and  closing  times, 
et  cetera. 

Earl  Abel’s — 4200  Broadway,  822-3358. 

American  dishes  at  reasonable  prices. 

Arno’s — Loop  410  at  Blanco  Rd.,  341-3339. 
An  outstanding  menu  of  Italian  specialties; 
also  seafood,  steaks,  and  continental  cuisine. 
Complete  wine  list  available.  Mixed  drinks 
and  exotic  cocktails.  Entertainment  nightly: 
Baldo  Ochoa  (the  One-Man  Combo). 

Branding  Iron  Restaurant — 630  North  Star 
Mall,  344-8594.  American  cuisine  and  sea- 
food are  specialties. 

Casa  Rio  Mexican  Restaurant — 430  E.  Com- 
merce, 225-6718.  Dine  on  the  patio  and  ter- 
race along  the  banks  of  the  river  at  this 
picturesque  Mexican  restaurant.  Dinner  par- 
ties served  on  river  boats  by  reservation. 
Wandering  singers  perform  in  the  evenings. 
Beer  and  wine  served. 

Christie’s — 3130  Broadway,  826-3261.  Fine 
seafood  served  daily.  Moderate  prices. 

Fujiya  Japanese  Garden  Restaurant — 3123 
N.  Zarzamora,  734-3551.  Japanese  dishes  at 
moderate  prices. 

El  Poco  Loco — 505  N.  Presa  (on  the  river), 
222-0992.  Little  prices  (poco)  for  out  of  the 
mind  (loco)  food.  Lavishly  decorated  in  tra- 
ditional Spanish  decor.  Enjoy  the  sounds  of 
Poco-Locomotion  nightly  except  Sun.  and 
Mon. 
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Only  a few  years  old, 
The  University  of  Texas 
Medical  School  at  San  Antonio 
is  still  growing.  It  is  just 
one  of  the  many  fine 
facilities  that  are  joining 
together  as  vital  parts  of  the 
South  Texas  Medical  Center. 


Grey  Moss  Inn — On  Scenic  Loop  Rd.,  15  min. 
north  of  Loop  410  via  Bandera  Rd.,  695-8301. 
Feast  on  charcoal  broiled  steaks  and  chicken 
dinner  prepared  on  their  large  outdoor  grill. 
Add  a garden  salad  with  their  special  dress- 
ing. Rustic  romantic  atmosphere. 

Gunter  Hotel  Rathskeller — St.  Mary’s  and 
Houston  Sts.,  223-7540.  Enjoy  German  food 
daily  except  Mon.  at  moderate  prices. 

The  Kangaroo  Court  Restaurant  and  Oyster 
Bar — 316  N.  Presa  (on  the  river),  224-6821. 
and  7075  San  Pedro,  341-8279.  Hop  down  to 
the  Kangaroo  Court  Restaurant  for  delicious 
seafood  served  in  an  old  English  setting. 
Enjoy  oysters  on  the  half  shell  and  giant 
broiled  shrimp  all  year  round.  Sandwiches, 
luncheon  specials,  and  complete  dinner 
menu  are  available. 

Kelly’s  Restaurant  and  Pub — 102  River  Walk, 

226- 6474.  Real  Irish  cuisine  with  real  Irish 
atmosphere.  Moderate  prices. 

Old  Krakow  Restaurant — 605  Augusta,  226- 
4963.  The  city’s  only  Polish  restaurant  locat- 
ed in  one  of  San  Antonio’s  beautiful  old 
mansions.  Reasonable  prices. 

La  Fonda  del  Norte — 6858  San  Pedro, 
822-9611.  Moderate  prices  for  delicious 
Mexican  dishes. 

La  Louisiana — 2632  Broadway,  225-7984.  In- 
ternationally known  for  its  original  and 
superb  French  and  Creole  cuisine,  the  La 
Louisiana  won  the  National  Holiday  Maga- 
zine Award  for  dining  distinction.  Fine  wine 
cellar  is  also  found  here. 

La  Paloma  del  Rio — 215  S.  Broadway, 
224-9653.  Original  dishes  from  old  Mexico 
are  served  on  the  patio  and  balcony  of  this 
colorful  Mexican  restaurant  on  the  bank  of 
the  river.  Guitar-playing  troubadours  nightly. 
Little  Red  Barn  Steak  House — 1836  S.  Hack- 
berry,  532-4235.  Try  a sizzling  steak  plus 
all  the  trimmings  here. 

Little  Rhein  Steak  House — 231  S.  Alamo 
(731  River  Walk),  225-2111.  Choose  one  of 
seven  superb  steaks,  chicken,  or  seafood. 
Cocktails,  wines,  and  beers  are  available. 
Dine  in  one  of  the  richly  decorated  dining 
areas  in  the  historic  old  building  (dates  back 
to  1847  as  a boarding  house),  the  Old 
Saloon,  or  the  terrace  overlooking  Paseo  del 
Rio  and  the  Arneson  River  Theatre. 

Manhattan  Restaurant — 228  E.  Houston, 

227- 3011.  American  foods  at  moderate  prices. 
Naples — 3210  Broadway,  826-9554.  Italian 
food  and  atmosphere  combine  to  form  a 
restaurant  of  distinction.  Host  Ralph  is  a 
native  of  Naples,  Italy.  Authentic  Neopolitan 
foods  and  delicious  pizza  are  favorites  on 
the  menu. 

Night  Hawk  Restaurant  and  Top  Chop’t 
Steak  House — Night  Hawk,  2030  N.  Main, 
733-8114.  Top  Chop’t,  7202  San  Pedro, 
344-3489.  Since  1932,  these  restaurants  have 
specialized  in  choice,  heavy  aged  corn-fed 
beef.  Their  famous  Top  Chop’t  Steak  is  a 
feature  in  all  their  restaurants,  and  it’s 
’’famous  for  that  sirloin  flavor.” 

Old  San  Francisco  Steak  House — 10223 
Sahara  Dr.,  one  block  off  8800  San  Pedro, 
342-2321.  Pleasurable  dining  in  an  elegant 
Victorian  atmosphere  awaits  the  diner  at 


this  fine  steak  house.  Also  visit  the  Gay 
Ninety  Barbary  Coast  Bar  featuring  the 
Girl  in  the  Red  Velvet  Swing. 

The  Red  Carpet — 109  W.  Martin  St.,  222-8581. 
French  cuisine  of  superlative  quality.  Fea- 
tured are  Chateaubriand  Bouquetiere,  Red 
Snapper  Belle  Meuniere,  Veal  Steak  Cordon 
Bleu,  Chicken  Red  Carpet,  flaming  deserts, 
and  Baked  Alaska.  Some  nights  entertain- 
ment is  provided. 

River  Roost — 231  Vz  S.  Broadway,  223-2939. 
Serving  Italian  food  seven  days  a week  for 
lunch  and  dinner  on  the  river. 

The  Stockman — 409  E.  Commerce,  224-4479. 
A unique  restaurant  dedicated  to  the  Old 
West.  Majestic  ceilings,  tall  timbered  walls, 
the  mounted  heads  of  famous  breeds  of 
cattle,  and  all  the  symbols  of  the  West  and 
its  livestock  industry  provide  the  atmosphere 
for  a ’’substantial”  meal  of  fine  food. 

The  Stockman  Waterhole — 520  River  Walk, 
224-6024.  Novelty  dishes  for  outdoor  dining 
on  the  Paseo  del  Rio.  Try  a Dilly  Dog,  ice 
cream,  cold  drinks,  and  other  snacks.  Float- 
ing birthday  parties  can  be  arranged. 

Swiss  Chalet — 7011  San  Pedro,  344-8511. 
Climb  Alpine  heights  (in  make-believe)  when 
you  enter  this  Swiss  ski  lodge  atmosohere. 
A trained  European  staff  will  assist  you  in 
choosing  a Swiss  dish  and  a fine  velvety 
European  wine.  Cocktails  and  live  entertain- 
ment are  located  in  the  Matterhorn  Club. 

Tai  Shan — 2611  Broadway,  223-5242.  For  a 
different  taste  treat,  try  the  excellent  cuisine 
of  Tai  Shan.  Moo  Goo  Gai  Pan,  Steak  Teri 
Yaki,  Sweet  and  Sour  Pork,  Lobster  or 
Shrimp  Cantonese,  Steak  Kew,  and  broiled 
Oyster  Steak  are  served  in  a beautiful 
Oriental  atmosphere.  American  foods  also 
available. 

The  Tee  Pee — 1718  Austin  Highway.  826- 
9171.  Planked  steaks  for  two  or  four  are 
their  specialty.  Family-style  sirloins  for  two 
are  also  good.  Enjoy  their  sweet  country 
butter  with  hot  biscuits,  too. 

Tower  of  the  Americas  Restaurant — Hemis- 
Fair  Plaza,  223-3101.  Dine  in  the  revolving 
restaurant  in  the  sky,  750  feet  above  the 
ground,  for  lunch  or  dinner.  Enjoy  cocktails 
in  the  Cloud  Room  Lounge  and  then  feast 
upon  such  specialties  as  Red  Snapper  Pont- 
chartrain.  Prime  Ribs  of  Beef  Au  Jus,  Rib  Eye 
and  Filet  Mignon  Steaks.  Free  valet  parking 
at  the  base  of  the  tower.  Use  the  Market  St. 
entrance. 

Valerio’s  Italian  Restaurant — 3820  Broadway, 
824-8543.  Food  of  old  Italy  served  at  mod- 
erate prices. 

Villa  de  Pancho — 314  N.  Presa,  223-3633. 
A Mexican  colonial  atmosphere  combines 
with  delicious  cuisine  prepared  by  an  all- 
French  kitchen  staff  to  make  for  a delightful 
dining  experience.  Cantilevered  balconies 
provide  an  air  of  privacy  for  dining.  Enter- 
tainment and  dancing  occur  nightly.  Look 
for  many  authentic  personal  items  that  be- 
longed to  Pancho  Villa  and  his  men  on  dis- 
play in  the  cocktail  lounge.  Boat  ride  parties 
can  be  arranged  with  food,  drinks,  and 
mariachis. 

Big  John’s  Steaks  and  Oyster  Reef — 3239 


Harry  Wurzbach  Rd.,  824-4444.  Try  a sizzl- 
ing steak  or  oysters  at  this  fine  restaurant. 

El  Comedor — Hilton  Palacio  del  Rio  Hotel, 
222-2481.  They  have  a fine  selection  of  high 
Hilton-quality  international  cuisine.  The  din- 
ing area  has  a romantic  Spanish  atmosphere 
and  a beautiful  view  of  the  San  Antonio 
River. 

Sheraton  Pub  Restaurant — Sheraton-San  An- 
tonio Motor  Inn,  1400  Austin  Highway, 
824-5371.  Great  menu  of  choice  meats, 
chicken,  and  seafood.  Favorite  beverages  are 
here,  too.  Everything  is  moderately  priced, 
and  there’s  music  for  listening  or  dancing. 
The  Madrid  Room — St.  Anthony’s  Hotel, 
227-4392.  Gracious  dining  here  attracts  both 
locals  and  out-of-towners.  Excellent  food  in 
a Spanish  setting;  American,  Mexican,  and 
continental  dishes  are  all  available.  World- 
renowned  wine  cellar. 

Capistrano  Room — La  Mansion  Motor  Hotel, 
225-2581.  Delightful  view  of  the  courtyard 
and  pool  from  this  charming  room.  Choose 
a charcoal  broiled  steak,  Mexican  specialty, 
sandwich,  or  weight  watcher’s  plate. 

The  Landing — 315  River  Walk,  223-7266.  The 
original  night  spot  on  the  river.  Join  Jim  Cul- 
lum’s  Happy  Jazz  Band  in  the  basement  of 
the  Nix  Memorial  Hospital  for  a great  time. 
The  Garter — 429  E.  Commerce,  225-9193. 
The  Six  Part  Invention  plays  jazz  and  rock 
for  Garter  patrons  until  2 a.m.  every  night 
except  Mon. 

Club  Mai  Tai — 225  S.  Broadway,  223-0107. 
A Polynesian  setting  on  the  San  Antonio 
River. 

Club  B'wana  Dik — 421  E.  Commerce,  223- 
7276.  With  an  African  decor,  this  riverside 
club  is  open  from  noon  to  2 a.m.  Mon-Sat. 
and  from  noon  until  1 a.m.  on  Sun. 

El  Chamizal — 1134  N.  Flores,  223-5446.  Big 
name  Latin  bands  entertain  at  San  Antonio’s 
finest  Latin  night  club.  Cocktails,  wines,  and 
beer  are  available.  Add  their  delicious 
nachos  if  you  like. 

THERE’S  STILL  MORE 

Of  course,  there’s  a lot  more  to  San  Antonio 
— its  military  bases,  industry,  schools,  and 
sports,  to  mention  only  a few  things  that 
have  been  omitted. 

This  listing  is  only  a beginning  for  your 
adventures  in  San  Antonio.  Search  out  other 
places  to  fit  your  special  interests,  and  have 
four  happy  days  in  San  Antonio  with  visits 
to  the  city’s  attractions  sandwiched  between 
the  science  and  business  meetings  of  Annual 
Session. 


(Several  of  the  photographs 

used  in  this  article  were  graciously 

provided  by  the  Texas  Highway  Department.) 
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his  pinwomis. 


with  just  one  non-staining  dose 
of  Antiminth  [pyrantel  pamoate] 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm.,.and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  10  lbs.  of  body  weight 
[1  tsp.  perSOlbs.]. 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Aniiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enterobius  vermiculans  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  ;i^/ro\)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SCOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg. /lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  Of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day:  and  purging  Is  not  necessary 
prior  to,  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg.  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 


agent: 


new 


ANTIMINTH' 

(pyrantel  pamoate) 

equivalent  to  50  mg  pyrantel/ml. 


R06RIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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Two  minutes  after  the  special  tele- 
phone rings  at  the  Fort  Sam  Houston 
heliport,  two  pilots,  a crew  chief,  and 
a trained  medic  are  in  their  Army 
“Huey”  helicopter  on  their  way  to  pick 
up  a patient  who  needs  specialized 
medical  facilities  available  in  San  An- 
tonio. 

These  Vietnam  battlefield  veterans 
of  the  507th  Medical  Company  (Air 
Ambulance)  are  the  heart  of  the 
Army’s  Military  Assistance  for  Safety 
and  Traffic  program  in  the  Alamo  City. 

More  commonly  known  as  MAST, 
the  program,  which  is  designed  to  use 
military  helicopters  in  the  medical 
evacuation  of  highway  and  accident 
victims,  has  been  operating  in  San 
Antonio  since  the  summer  of  1970, 
and  it  has  received  high  praise  for  the 
job  it  is  doing. 

Not  limited  to  San  Antonio,  however, 
the  project  was  also  established  at 
four  other  military  installations — Fort 
Carson,  Colo.;  Fort  Lewis,  Wash.;  Luke 
Air  Force  Base,  Ariz.;  and  Mountain 
Home  Air  Force  Base,  Idaho. 

Originally  only  a six-month  trial  pro- 
gram, MAST  has  proved  that  the  appli- 
cation of  knowledge  gained  from  ex- 
perience in  war  is  also  practical  and 
valuable  in  the  civilian  community  in 
peacetime  and  is  economical,  too. 

Specialist  4th  class  Adan  Ramirez,  Jr., 
takes  a MAST  call  at  the  507th 
Medical  Co.  (Air  Ambulance) 
heliport  at  Fort  Sam  Houston. 


Help 
from  the 
Army's  Hueys 


In  fact,  the  application  in  San  An- 
tonio has  been  so  gratifying  that  the 
city  council  adopted  a resolution  short- 
ly before  it  was  announced  that  the 
trial  program  would  continue  past  its 
original  cutoff  date  urging  that  the 
service  be  continued  “indefinitely.” 

And  after  a thorough  evaluation  of 
the  operations  at  all  five  sites.  Secre- 
tary of  Defense  Melvin  R.  Laird  an- 
nounced in  February  that  a limited 
expansion  of  the  program  in  other 
areas  of  the  country  would  be  possible. 

Secretary  Laird  was,  in  fact,  one  of 
the  farsighted  men  instrumental  in 
transforming  MAST  from  an  idea  to  a 
reality. 

Background  of  MAST 
On  July  15,  1970,  the  MAST  program 
was  initiated  in  San  Antonio,  but  a 
tremendous  amount  of  planning  went 
into  the  project  long  before  that  date. 

Many  had  recognized  that  the  heli- 
copter had  proved  its  effectiveness  as 
a rescue  vehicle  in  the  military  opera- 
tions in  Korea  and  Vietnam.  The  death 
rate  of  evacuated  combat  casualties 
has  been  estimated  at  a low  2%.  Some 
began  to  wonder  if  the  helicopter  could 
be  effectively  used  in  peacetime  opera- 
tions— perhaps  to  stem  the  ever-grow- 
ing number  of  highway  and  accident 
victims. 

Scrambling  for  their  helicopter, 
members  of  this  MAST  team  will  be 
in  the  air  within  two  minutes 
after  a call  comes  in. 


It  is  well  known  that  lack  of  prompt 
and  proper  emergency  medical  care 
has  contributed  to  the  needless  death 
and  disablement  of  many  victims,  es- 
pecially when  accidents  occur  in  rural 
or  remote  areas  where  emergency  care 
facilities  are  rare. 

Then,  one  man  decided  to  promote 
an  idea.  An  article  by  George  Weiss 
in  the  November,  1971,  issue  of  the 
Armed  Forces  Journal  traced  the  birth 
of  the  MAST  project. 

Weiss  records  that  Capt.  John  M. 
Waters  of  the  United  States  Coast 
Guard  advocated  such  a project  for 
three  years  before  his  suggestion  ever 
reached  the  Secretary  of  Defense.  At 
the  time,  Capt.  Waters  was  serving  with 
the  Department  of  Transportation’s 
Emergency  Medical  Programs  division. 

After  hearing  the  proposal,  the  Sec- 
retary asked  the  Army’s  opinion  on  the 
suggestion  and  received  a reply  that 
such  a program  “might  be  possible.” 

To  follow  up,  the  Secretary  then  re- 
quested the  establishment  of  an  inter- 
agency ad  hoc  study  group  to  review 
the  proposal  and  to  determine  the 
“legal  status  of  the  use  of  military 
resources  and  the  responsibilities  of 
state,  local,  and  federal  agencies.”  This 
group  met  first  in  December,  1969.  It 
decided  that  a demonstration  program 

Crew  chief  and  flight  medic 
carry  three-year-old  patient  out  of 
Winter  Garden  Hospital 
to  the  waiting  MAST  helicopter. 
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at  some  military  base  would  be  the 
best  way  to  explore  the  concept,  and 
Fort  Sam  Houston  was  considered  as 
a possible  test  site. 

On  April  28,  1970,  representatives 
of  military  and  civilian  organizations 
met  at  Fort  Sam  Houston  to  look  into 
the  possibility  of  establishing  San  An- 
tonio as  a test  center  for  this  new 
concept. 

Washington  officials  from  the  De- 
partment of  Health,  Education,  and 
Welfare,  the  Department  of  Transporta- 
tion, and  the  Department  of  Defense 
explained  the  proposal  and  empha- 
sized that  the  civilian  community  must 
be  actively  involved  in  project  plan- 
ning and  implementation  to  determine 
if  a working  relationship  (in  terms 
of  communications  and  coordination) 
could  be  established  between  the  mili- 
tary and  the  civilian  community. 

This  offer,  they  explained,  was  being 
made  in  several  other  communities, 
too. 

The  civilian  representatives  accepted 
this  opportunity  for  San  Antonio,  and 
it  was  decided  that  the  health  planning 
component  of  the  Alamo  Area  Council 
of  Governments  would  be  best  suited 
to  prepare  and  develop  a plan  of  oper- 
ations for  a trial  MAST  program  within 
the  AACOG  area.  It  was  noted  that  the 
most  distant  corners  of  the  AACOG  re- 
gion were  within  the  operational  flight 
range  (without  a refueling  stop)  of  the 
Hueys  of  the  507th  Medical  Company 
(Air  Ambulance)  and  further  that  the 
concentration  of  specialized  medical  fa- 
cilities in  San  Antonio  could  provide 
needed  treatment  for  rural  accident 
victims  in  need  of  specialized  services. 

Bernard  Rappaport,  assistant  direc- 
tor of  the  comprehensive  health  plan- 
ning for  AACOG  (and  now  executive 
secretary  of  the  Bexar  County  Medical 
Foundation),  headed  the  planning  ef- 


Assisted by  an  anxious  father, 
MAST  team  members  load  their 
patient  into  the  Army  Huey. 


fort.  On  May  8,  1970,  after  a review  by 
all  concerned  parties,  a copy  of  the 
final  plan  was  forwarded  to  the  Nation- 
al Highway  Safety  Bureau  in  Washing- 
ton, D.C. 

Word  later  arrived  that  the  plan  had 
been  approved  by  the  three  federal 
agencies  involved,  and  on  July  15,  the 
plan  went  into  effect  on  a seven-day, 
24-hour-a-day  basis. 

Success  in  San  Antonio 
Capt.  Ronald  L.  Woodward,  who  is 
now  serving  as  MAST  Project  Officer  at 
Fort  Sam  Houston,  reports  that  since 
MAST’S  beginning  and  as  of  Feb.  28, 
1972,  the  507th  Medical  Company  (Air 
Ambulance)  had  flown  435  MAST  mis- 
sions, carrying  523  patients  in  619 
flight  hours. 

It  generally  has  been  acknowledged 
that  the  Alamo  City  operation  has 
been  most  successful  of  the  five  in  the 
original  test  centers. 

When  asked  why  this  was  so,  Capt. 
Woodward  responded,  “I  would  say 
that  the  program  has  been  successful 
here  because  of  the  outstanding  organ- 
ization and  cooperation  of  all  involved 
agencies,  city  officials,  and  others.  The 
news  media  publicity  has  helped  make 
outlying  areas  aware  of  the  program, 
too.” 

San  Antonio’s  location  plays  a part 
also.  The  city  is  surrounded  by  small- 
er communities  for  several  miles,  and 
its  South  Texas  Medical  Center  offers 
the  latest  in  medical  treatment.  Of 
course,  several  of  the  surrounding 
communities  have  fine  hospitals,  but 
many  lack  the  expensive,  sophisticat- 
ed, specialized  equipment  that  is  avail- 
able in  San  Antonio. 

These  community  hospitals,  accord- 
ing to  Capt.  Woodward,  are  becoming 
more  and  more  an  important  part  of 
the  operation,  too.  “Most  of  our  calls 
these  days  are  interhospital  transfers,” 

Flight  medic  Melton  Michael  checks 
young  patient’s  IV  fluid  tube 
while  en  route  to  a San  Antonio 
hospital. 


said  Capt.  Woodward.  He  explained 
that  officials  of  the  Department  of 
Public  Safety,  which  acts  as  the  cen- 
tral civilian  coordinating  agency  for 
MAST,  are  now  moving  victims,  if  pos- 
sible, to  outlying  hospitals  near  the 
scene  of  the  accident  after  initiating 
the  call  to  the  heliport.  At  the  hospi- 
tal, patients  are  stabilized  while  wait- 
ing for  the  helicopter  to  arrive. 

But  air  ambulance  service  is  not 
always  necessary.  Capt.  Woodward  em- 
phasized that  MAST  is  not  in  competi- 
tion with  local  ground  ambulance  ser- 
vices. “There  are  some  instances  and 
areas  in  which  the  ground  ambulance 
is  superior,”  he  said.  Helicopter  trans- 
port is  generally  used  when  time  or 
distance  are  critical  factors. 

Capt.  Woodward  pointed  out  that 
“the  program  is  dependent  upon  the 
judgment  of  the  hospitals  and  physi- 
cians” as  to  whether  the  air  ambu- 
lance service  is  actually  necessary. 
“We  are  not  just  a taxi  service,”  he 
stressed. 

The  MAST  Project  Officer  said  that 
thus  far  there  have  been  no  “unneces- 
sary” missions.  “Physicians  have  been 
outstanding  in  their  classification  of 
patients  as  critical  in  terms  of  the  nec- 
essity of  using  MAST,”  he  commented. 
Not  only  highway  accident  victims 
Members  of  MAST  teams  have  not  only 
flown  traffic  mishap  victims  to  hospi- 
tal facilities,  they  have  delivered  tons 
of  supplies,  victims  of  hunting  acci- 
dents, and  infants  in  trouble. 

“We  transfer  a lot  of  babies  with 
respiratory  or  heart  troubles,”  said 
Capt.  Woodward.  As  a matter  of  fact, 
one  MAST  team  helped  christen  the 
special  neonatal  care  center  at  Santa 
Rosa  Medical  Center  on  Feb.  23  of  this 
year  by  delivering  a 24-hour-old  baby 
there  for  treatment.  MAST  has  assisted 
all  ages — from  premature  babies,  10- 

Hospital  attendants  assist  in 
transferring  the  patient  to  the 
emergency  room,  ending  another 
MAST  mission.  (All  photographs 
courtesy  of  the  US  Army.) 
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minute-old  infants,  older  youngsters, 
right  through  to  elderly  citizens  with 
cardiovascular  difficulties. 

According  to  the  507th’s  records, 
there  had  been  a total  of  5,295  pounds 
of  medical  supplies  delivered  by  air  as 
of  Feb.  28,  1972.  Such  supplies  includ- 
ed blood,  vital  organs,  and  incubators. 

In  addition  to  the  regular  MAST  and 
other  special  supplies,  the  helicopter 
sometimes  must  carry  special  equip- 
ment. For  instance,  on  several  MAST 
missions,  a rescue  hoist  was  required. 
The  hoist,  explained  Capt.  Woodward, 
is  employed  when  the  area  where  the 
victim  is  located  is  either  inaccessible 
to  ground  vehicles  or  unsuitable  for  a 
helicopter  landing.  The  256-foot  cable 
has  a 600-pound  weight  limit,  and  a 
regular  litter,  a semirigid  Polish  litter, 
or  a heavy  bomb-like  device  called  a 
jungle  penetrator  can  be  attached  to 
the  end  of  the  hoist  and  used  to  bring 
the  patient  up  to  the  hovering  chopper. 

The  jungle  penetrator  was  devel- 
oped to  assist  in  evacuation  of  Viet- 
nam battle  victims  who  were  wounded 
in  the  dense  forest  areas  of  the  South- 
east Asian  country,  said  Capt.  Wood- 
ward. The  device  is  heavy  enough  to 
drop  through  the  dense  foliage;  then, 
three  slats  are  lowered,  and  the  patient 
is  seated  on  one  slat  with  his  legs 
wrapped  around  the  other  two.  After 
being  securely  strapped  on,  the  patient 
is  lifted  to  the  helicopter. 

The  men  in  the  507th  Medical  Com- 
pany (Air  Ambulance)  are  quite  profi- 
cient in  the  use  of  such  devices,  ex- 
plained Capt.  Woodward,  because  of 
their  extensive  training  and  because 
each  has  worked  with  the  equipment 
in  real-life  situations  in  Vietnam. 

Credit  to  the  medics 
Capt.  Woodward  said  that  the  Army’s 
medics  deserve  a great  deal  of  credit 
for  the  accomplishments  of  MAST. 
“These  men  receive  some  400  hours 
of  advanced  training  at  Fort  Sam 
Houston,”  said  the  captain,  “and  they 


are  specially  trained  to  work  on  a heli- 
copter.” Physicians  who  have  accom- 
panied patients  on  MAST  missions 
often  find  it  extremely  difficult  to  work 
in  the  tiny  space  on  board  the  aircraft. 

The  MAST  medics  study  a variety 
of  subjects:  transportation,  sanitation, 
emergency  medical  treatment,  drugs, 
symptomatology,  and  field  surgery. 
They  are  well  acquainted  with  various 
types  of  bandaging,  can  give  shots, 
and  administer  IV’s. 

The  medics  give  life-saving  treat- 
ment to  patients  while  en  route  to  hos- 
pitals in  an  area  so  small  that  it  is 
almost  impossible  for  a grown  man  to 
stand  up  straight.  And  if  a large-scale 
emergency  occurs,  the  helicopter  can 
carry  three  litter  patients,  with  litters 
stacked  and  secured  with  locks  on  a 
vertical  web  strap  that  runs  from  the 
roof  to  the  floor  of  the  helicopter. 

Adding  two  sitting  patients,  family 
members,  physicians  or  nurses,  or 
other  extra  personnel  makes  for  some- 
what crowded  conditions,  to  say  the 
least! 

How  is  it  done? 

To  ensure  the  success  of  the  program 
required  a great  deal  of  planning  and 
attention  to  details.  Strict  adherence 
to  the  procedure  is  encouraged. 

Basically,  MAST  is  organized  and 
operates  as  follows. 

As  for  the  military — two  teams  are 
kept  ready  around-the-clock  to  fly 
MAST  missions.  A primary  team  is  on 
duty  from  7:30  a.m.  to  6 p.m.,  and  a 
secondary  team  reports  for  duty  at 
6 p.m.  and  goes  off  at  7:30  a.m.  the 
next  morning. 

In  the  event  that  the  secondary 
team  is  on  a mission  and  another 
MAST  call  comes  in,  the  next  day’s 
primary  team  is  alerted  and  comes  to 
the  heliport.  If  yet  another  call  comes 
in  and  both  primary  and  secondary 
crews  are  in  the  air,  base  operators 
have  a list  of  507th  personnel  that 
they  begin  calling.  They  call  until  two 
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pilots,  a medic,  and  a crew  chief  are 
alerted. 

On  the  civilian  side  of  the  picture, 
several  specific  steps  are  to  be  fol- 
lowed: 

1.  Physicians,  hospital  officials,  or 
law  enforcement  officers  must  estab- 
lish the  requirement  for  emergency 
evacuation  by  air. 

2.  Physicians,  hospital  officials,  or 
law  enforcement  officers  begin  coor- 
dination procedures.  First,  a call  is 
placed  to  the  central  agency  (which 
for  the  San  Antonio  program  is  the 
local  office  of  the  Department  of  Public 
Safety)  which  in  turn  will  notify  the 
helicopter  unit.  It  is  also  important 
that  the  hospital  to  receive  the  pa- 
tient is  notified  and  that  both  medical 
and  administrative  clearance  for  ad- 
mission to  the  destination  hospital  is 
affirmed. 

3.  Information  for  a MAST  mission 
request  form  will  be  given  verbally, 
along  with  any  instructions  for  special 
equipment,  to  the  civilian  mission  co- 
ordinator. The  507th  radio-telephone 
operator  will  respond  with  an  estimat- 
ed time  of  arrival  for  the  aircraft,  and 
every  effort  should  be  made  to  have 
the  patient  ready  to  go  at  this  time. 
The  medic  and  the  crew  chief  will  pick 
up  and  load  the  patient  upon  the  heli- 
copter’s arrival.  Any  records  or  special 
information  or  instructions  should  be 
given  to  a crewmember  at  this  time  or 
to  a family  member  if  one  is  accom- 
panying the  patient.  All  patients  should 
have  a tag  indicating  name,  injury, 
condition,  and  treatment  given  (i.e., 
x-ray,  sedatives,  fluids,  etc.). 

Capt.  Woodward  stressed  that  co- 
ordination with  the  DPS  is  essential 
since  the  assistance  of  the  law  en- 
forcement officials  is  often  required  in 
establishing  air-to-ground  communica- 
tions and  in  helping  the  helicopter 
land. 

MAST  personnel  also  stress  safety 


around  the  helicopters  since  there  is 
some  danger  associated  with  the  air- 
craft. 

Attitudes  toward  the  program 
MAST  has  been  successful  not  only  in 
its  operation  and  purpose,  but  it  has 
also  won  the  approval  of  both  the 
civilian  and  military  community. 

"Although  the  24-hour  shifts  are 
sometimes  inconvenient  to  the  private 
lives  of  the  men,”  said  Capt.  Wood- 
ward, “they  are  proud  to  be  working 
on  the  MAST  operations,  and  it  cer- 
tainly has  boosted  morale.”  If  the  men 
were  not  flying  MAST  missions,  they 
would  be  going  on  routine  training 
flights,  as  they  already  do  much  of  the 
time.  "MAST  provides  realistic  train- 
ing,” notes  Capt.  Woodward,  and  the 
company  can  still  fulfill  its  primary 
military  goal — "maintaining  readiness 
to  go  anywhere  at  any  time” — while 
performing  an  important,  valuable  ser- 
vice, too. 

In  addition  to  MAST  missions,  the 
12  helicopters  and  the  men  of  the 
507th  Medical  Company  (Air  Ambu- 
lance) actively  carry  out  their  training 
mission,  with  each  man  maintaining 
his  flight  status  by  flying  the  required 
number  of  hours.  The  men  also  assist 
in  support  missions  and,  when  called 
upon,  in  rescue  efforts,  in  recent  times, 
they  have  responded  to  the  governor’s 
call  for  assistance  under  the  Depart- 
ment of  the  Army’s  Domestic  Emer- 
gency Relief  Program  when  Hurricane 
Celia  hit  the  Texas  coast  and  when 
floods  poured  in  on  Hondo  and  the  sur- 
rounding area. 

Capt.  Woodward  also  pointed  out  a 
feature  that  is  gratifying  to  taxpayers. 
“There  are  no  additional  funds  being 
used  to  support  the  MAST  program;  all 
expenses  have  been  borne  by  the  com- 
pany’s normal  budget.” 

The  community  hospitals  around 
San  Antonio  seem  to  favor  the  pro- 
gram, too.  In  fact,  two  of  the  hospitals 


— Guadalupe  Valley  Hospital  in  Seguin 
and  Medina  Memorial  Hospital  in  Hon- 
do— are  working  on  landing  pads  for 
the  helicopters. 

The  one  at  Seguin  is  to  be  dedicated 
on  May  6 as  part  of  National  Hospital 
Week  activities.  It  was  built  by  the 
Lions  Club  at  a cost  of  approximately 
$1,200.  Lions  donated  their  labor,  and 
many  materials  were  obtained  at  cost. 

The  landing  pad  being  built  at 
Hondo  will  not  be  as  elaborate  as 
Seguin's,  but  the  asphalt  area  will  be 
far  superior  to  landing  on  the  parking 
lot  or  in  an  open  field,  reports  Capt. 
Woodward. 

Room  for  improvement 

The  project  has  encountered  no  major 
problems  that  were  feared  beforehand, 
according  to  the  MAST  Project  Officer. 

If  there  is  any  aspect  of  the  MAST 
program  where  improvement  is  need- 
ed, it  is  in  the  field  of  communications, 
said  the  captain.  A statewide  interhos- 
pital system  would  be  ideal,  he  said, 
and  hospitals  would  not  need  to  pur- 
chase expensive  equipment.  Some 
type  of  relay  system,  whereby  mes- 
sages could  be  repeated  over  wide 
distances,  would  be  sufficient,  noted 
Capt.  Woodward. 

Overall,  it  appears  that  the  MAST 
program  has  accomplished  a great 
deal — in  terms  of  saving  lives,  promot- 
ing civilian-military  cooperation,  and 
proving  that  knowledge  gained  from 
war  can  be  successfully  and  profitably 
applied  to  peacetime  situations. 

But  physicians  who  want  to  see  the 
MAST  program  for  themselves  can  do 
just  that  at  the  Association’s  upcom- 
ing 1972  Annual  Session  in  San  An- 
tonio. Capt.  Woodward  is  slated  to 
speak  at  the  special  Symposium  on 
Trauma  set  for  Thursday,  May  11,  and 
a MAST  demonstration  will  also  be 
offered  as  part  of  the  meeting  pro- 
gram. 
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The  United  States  Section  of  the  In- 
ternational College  of  Surgeons  hon- 
ored Dr.  H.  L.  Jaworski  of  Waco  for 
his  service  as  chairman  of  the  col- 
lege’s board  of  regents  from  1968  to 
1971. 

Dr.  Jaworski  was  presented  the 
award  plaque  at  the  group’s  meeting 
in  Panama  City,  Panama,  in  December. 

The  Waco  surgeon  was  also  named 
chairman  of  the  board  of  trustees  for 
the  United  States  Section  and  will 
serve  on  the  board  of  governors  of  the 
international  organization.  Also,  Dr.  Ja- 
worski’s  wife  was  elected  president- 
elect of  the  college’s  woman’s  auxiliary 
for  1973  at  the  Panama  City  meeting. 

An  associate  professor  of  anesthesiol- 
ogy at  The  University  of  Texas  Medical 
School  at  San  Antonio  has  been  named 
to  committees  of  two  national  medi- 
cal organizations. 

Dr.  Arnold  Sladen  will  serve  on  the 
American  Heart  Association’s  commit- 
tee on  cardiopulmonary  resuscitation 
and  emergency  care  and  on  the  com- 
mittee on  acute  medicine  of  the  Amer- 
ican Society  of  Anesthesiologists. 

Named  as  new  officers  of  the  Houston 
Radiological  Society  were  Dr.  James  M. 
Keegan,  president;  Dr.  Gerald  D.  Dodd, 
Jr.,  vice-president;  Dr.  Neill  B.  Longley, 
secretary;  and  Dr.  William  L.  Hinds, 
treasurer.  All  of  the  new  officers  have 
practices  in  the  Bayou  City. 

Named  as  one  of  10  members  of  a 
new  advisory  committee  on  cancer  by 
the  American  Medical  Association’s 
board  of  trustees  was  Dr.  William  O. 
Russell  of  Houston. 

Dr.  Russell  is  a pathologist  with  The 
University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute. 

Austin  psychiatrist  Dr.  Len  Dan  Kerr, 
Jr.,  was  named  assistant  deputy  com- 
missioner for  mental  health  for  the 
Texas  Department  of  Mental  Health 
and  Mental  Retardation. 

Dr.  Kerr,  a graduate  of  The  Univer- 
sity of  Texas  Medical  Branch,  has  been 
a consultant  at  the  Rio  Grande  Val- 
ley Mental  Health  Clinic,  the  Austin 
Adult  Outpatient  Clinic  and  the  Meri- 
dell  Achievement  Center,  and  the  Wim- 
berly Children’s  Center. 


Houston  pediatrician  Dr.  Margaret 
Patricia  Sullivan  is  currently  serving  as 
first  vice-president  of  the  American 
Medical  Women’s  Association.  She  is  an 
associate  pediatrician  at  The  University 
of  Texas  M.D.  Anderson  Hospital  and 
Tumor  Institute. 

Dr.  Sullivan  has  also  served  in  sev- 
eral other  positions  with  the  organiza- 
tion and  is  a past  president  of  the 
Houston  chapter  of  the  group. 

Winner  of  the  1971  Gary  Wratten  award 
of  the  Association  of  Military  Surgeons 
of  the  US  is  Dr.  James  E.  McCarty. 

Dr.  McCarty  is  currently  chief  of  the 
clinical  laboratory  service  at  the  Dal- 
las Veterans  Administration  Hospital. 
He  was  cited  for  his  leadership  as  a 
surgeon  in  Vietnam  with  the  1st  Spe- 
cial Forces  Group  and  the  1st  Airborne 
Cavalry  Division.  The  award  citation 
also  noted  his  activities  while  com- 
manding officer  of  the  406th  Medical 
Laboratory  in  Japan  and  his  work  with 
the  Pacific  Command  blood  program. 

Gov.  Preston  Smith  has  reappointed 
Dr.  W.  Tom  Arnold,  Houston  gastroen- 
terologist, to  a second  two-year  term 
on  the  Gulf  Coast  Waste  Disposal  Au- 
thority. 

Dr.  William  S.  Conkling  of  Navasota 
has  been  appointed  to  the  American 
Academy  of  Pediatrics’  council  on  pe- 
diatric practice. 

Retired  Hamilton  physician  Dr.  Robert 
A.  Kooken  has  just  completed  his  sec- 
ond tour  of  service  with  Project  HOPE’S 
health  education  and  career  training 
program  on  the  Navajo  reservation  at 
Ganado,  Ariz. 

The  Ganado  program.  Project  HOPE’S 
second  domestic  medical  education 
and  training  project,  is  centered  in  the 
45-bed  Sage  Memorial  Hospital  which 
is  located  in  the  heart  of  the  Navajo 
Indian  reservation  at  Ganado.  The  pro- 
gram is  designed  to  introduce  the  Nav- 
ajo and  other  resident  Indian  groups 
to  career  opportunities  in  the  medical 
and  health  fields.  The  ultimate  goal  is 
for  the  Indian  nation  to  take  over  the 
operation  of  the  hospital  and  its  sup- 
portive complex  and  to  extend  the  hos- 
pital’s health  care  facilities  out  into 
Navajoland. 


Dr.  Daniel  L.  Rosenstein,  associate  pro- 
fessor of  pathology  at  The  University 
of  Texas  Medical  School 
at  San  Antonio,  has 
been  named  chairman 
of  the  American  Asso- 
ciation of  Blood  Banks’ 
ad  hoc  committee  on 
autologous  transfusions. 

Along  with  five  other 
committee  members.  Dr. 
Rosenstein  will  study  current  proce- 
dures for  autologous  transfusion  and 
make  suggestions  or  propose  guide- 
lines for  the  future. 

The  first  autologous  blood  transfu- 
sions were  performed  in  1816  when  a 
London  obstetrician  transfused  ten 
women  with  the  blood  they  lost  at 
childbirth,  and  five  of  them  survived. 

Dr.  Ralph  E.  Gray  of  Huntsville  is  the 
new  medical  director  of  the  Texas  De- 
partment of  Corrections. 

Dr.  Gray  succeeded  Dr.  M.  D.  Han- 
son, who  retired  on  Dec.  31,  1971,  af- 
ter serving  with  the  penal  system  for 
34  years. 

Dr.  Gray  first  joined  the  department 
in  1969  when  he  worked  part-time  in 
the  Retrieve  and  Clemens  Units  in  Bra- 
zoria County.  On  Jan.  1,  1971,  he  be- 
came a full-time  member  of  the  staff 
at  the  Huntsville  Unit. 

Dr.  R.  Lee  Clark,  president  of  The  Uni- 
versity of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute  in  Houston,  has 
been  appointed  a member  of  the 
President’s  Cancer  Panel  which  will 
oversee  the  government’s  new  crusade 
against  the  disease. 

Also  serving  on  the  committee  are 
Benno  C.  Schmidt,  a New  York  busi- 
nessman, who  was  named  panel  chair- 
man, and  Dr.  Robert  A.  Good,  profes- 
sor of  pediatrics  at  the  University  of 
Minnesota  Medical  School  in  Minneap- 
olis. 

First  recipient  of  the  Clark  W.  Finnerud 
Award  for  outstanding  achievement  in 
clinical  dermatology  is  Dr.  J.  Lewis  Pip- 
kin of  San  Antonio. 

Dr.  Pipkin,  a clinical  professor  of 
dermatology  at  The  University  of  Texas 
Medical  School  at  San  Antonio,  re- 
ceived the  award,  which  is  made  by 
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the  Dermatology  Foundation,  at  the 
first  executive  session  of  the  American 
Academy  of  Dermatology  meeting  in 
Chicago. 

Three  pathologists  at  The  University  of 
Texas  Medical  Branch  at  Galveston 
have  been  named  to  serve  on  commit- 
tees of  the  American  Society  of  Clinical 
Pathologists. 

Dr.  Robert  V.  Bucklin,  professor  of 
pathology,  was  appointed  to  the  so- 
ciety’s board  of  forensic  pathology, 
while  Dr.  John  B.  Fuller,  also  a pro- 
fessor of  pathology,  was  named  to  the 
board  of  schools.  Professor  Dr.  Rich- 
ard B.  Marshall,  is  a member  of  the 
board  of  anatomic  pathology. 

Former  professor  and  chairman  of  the 
department  of  psychiatry  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas,  Dr.  Robert  L.  Stub- 
blefield was  recently  appointed  asso- 
ciate director  of  the  Western  Interstate 
Commission  of  Higher  Education. 

Dr.  Stubblefield,  who  now  resides  in 
Boulder,  Colo.,  will  also  serve  as  di- 
rector of  WICHE's  division  of  mental 
health  and  related  areas  and  as  pro- 
gram director  of  the  continuing  psy- 
chiatric education  for  physicians  pro- 
gram. 


PAMPHLETS 

A roundup  of  the  nationwide  disease 
screening  activities  of  many  of  Ameri- 
ca’s health  and  service  organizations 
is  presented  in  a new  Disease  Detec- 
tion Information  Bureau  publication. 
The  Role  of  Community  Organizations 
in  Disease  Screening  Programs. 

The  publication  reviews  the  cancer, 
diabetes,  hearing,  mental  health,  risk 
factor  (heart),  vision,  Easter  Seal,  tu- 
berculosis and  chronic  obstructive  pul- 
monary disease,  and  venereal  disease 
screening  programs  conducted  by  vari- 
ous national  organizations. 

The  role  of  third-party  programs 
— insurance,  namely — in  multiphasic 
health  testing  is  discussed,  and  a sec- 
tion on  comprehensive  health  planning 
is  included. 

The  new  publication  also  looks  at 
the  roles  of  the  public  health  officer 
and  the  family  physician  in  commu- 


nity disease  screening  programs. 

The  publication — which  is  the  pro- 
ceedings of  a two-day  conference  on 
the  subject — is  available  at  no  charge 
from  the  Disease  Detection  Informa- 
tion Bureau,  3553  W.  Peterson  Ave., 
Chicago,  111.  60659. 

“Learn  to  live  with  yourself”  is  the 
advice  given  to  prevent  recurrence  of 
ulcers  in  a new  pamphlet  issued  by 
the  Public  Affairs  Committee. 

Entitled  Peptic  Ulcer — The  Quiet  Ep- 
idemic, the  pamphlet  notes  that  the 
“high-salaried,  eastern-big-city  busi- 
nessman-executive” is  not  the  typical 
victim  of  a peptic  ulcer.  Ulcers  can 
be  a problem  for  people  of  all  ages 
living  in  all  areas,  according  to  the 
booklet’s  author,  Theodore  Berland. 
“Even  newborn  babies  can  have  ul- 
cers,” he  points  out. 

Author  Berland  explains  what  a pep- 
tic ulcer  is  in  lay  language,  how  it  is 
made,  and  who  is  most  likely  to  get 
an  ulcer.  He  describes  the  symptoms 
of  an  ulcer,  how  a physician  goes 
about  making  a diagnosis  of  the  dis- 
order, and  the  treatment  that  is  usual- 
ly recommended. 

Peptic  ulcer  is  estimated  to  be  on 
the  increase  today.  It  is  said  to  attack 
4,000  new  victims  a day. 

“In  general,”  says  the  author,  “peo- 
ple who  get  ulcers  have  an  inherent 
susceptibility  to  them,  and  this  sus- 
ceptibility makes  them  particularly  vul- 
nerable to  certain  conditions  in  their 
environment.  Stress  is  the  primary 
environmental  factor  connected  with 
ulcers.” 

Berland  closes  by  listing  some  rules 
for  the  ulcer  patient  to  live  by,  con- 
cluding with  this  statement  by  Robert 
Louis  Stevenson:  “There  is  no  duty  we 
underrate  so  much  as  the  duty  of  be- 
ing happy.” 

A copy  of  Peptic  Ulcer — The  Quiet 
Epidemic  may  be  obtained  for  25  cents 
from  the  Public  Affairs  Committee,  Inc., 
381  Park  Ave.  South,  New  York  10016. 

Unanswered  questions  increase  the  ap- 
prehension that  crowds  in  on  the  per- 
son whose  physician  prescribes  a 
pacemaker.  The  patient  asks:  “What 
exactly  is  a pacemaker?,”  “Why  me?,” 
“What  kind  of  life  will  I have?,”  “Will  I 
be  an  invalid  for  the  rest  of  my  days?” 

The  American  Heart  Association, 


Texas  Affiliate,  Inc.,  has  made  avail- 
able the  booklet  Living  with  Your  Pace- 
maker to  assist  doctors  and  nurses  in 
calming  their  patients’  fears. 

It  is  recognized  that  during  the  pre- 
and  post  operative  periods,  it  may  be 
difficult,  or  even  impossible,  to  reach 
the  overly  anxious  person  whose  de- 
spair and  depression  block  the  learn- 
ing process.  This  booklet  was  written, 
therefore,  specifically  to  reinforce 
teaching  by  the  physician  and  nurse, 
to  provide  reassurance,  and  to  serve 
as  a reminder  when  the  patient  returns 
home. 

Write  for  the  free,  fully-illustrated 
28-page  booklet  to  American  Heart  As- 
sociation, Texas  Affiliate,  Inc.,  P.  O. 
Box  9928,  Austin  78757. 

A card  for  the  doctor’s  desk,  entitled 
Criteria  for  the  Evaluation  of  the  Se- 
verity of  Established  Renal  Disease, 
will  assist  the  physician  in  arriving  at 
a more  uniform  description  of  patients 
with  chronic  renal  disease. 

The  criteria  listed  on  the  card  are 
designed  to  serve  as  a shorthand  in- 
dex of  severity  of  disease  in  individual 
patients  and  should  prove  valuable  in 
presenting  a more  precise  description 
of  cases  in  medical  literature. 

The  card  provides  that  each  patient 
be  graded  under  three  major  classifi- 
cations: (1)  classification  of  signs  and 
symptoms  by  severity,  (2)  classifica- 
tion of  renal  functional  impairment, 
and  (3)  performance  classification.  Un- 
der each  of  these  categories,  the  pa- 
tient is  to  be  measured  against  a clear- 
ly fixed  scale  of  severity. 

Write  for  a free  copy  of  the  desk 
card  to  American  Heart  Association, 
Texas  Affiliate,  Inc.,  P.O.  Box  9928, 
Austin  78757. 


and  we  expect  a lot  out  of  Jones.” 


Volume  68,  April,  1972 
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THE 
CHANGING 
FACE  OF 
TEXAS 
MEDICINE 


Fifty  years  ago,  the  April  issue  of  the 
Texas  State  Journal  of  Medicine  (now 
Texas  Medicine)  featured  promotional 
information  on  the  Association’s  up- 
coming 56th  Annual  Session,  a where- 
to-go  and  what-to-see  article  on  El 
Paso,  and  a review  of  some  past  mat- 
ters. 

■ This  issue  of  the  journal  carried  the 
program  of  the  upcoming  Annual  Ses- 
sion, and  journal  editors  emphasized 
the  excellence  of  the  meetings  that 
were  to  be  held. 

Several  paragraphs  urged  members 
to  read  the  program  carefully  and  to 
notify  the  state  secretary  as  soon  as 
possible  if  an  error  were  found. 

Another  item  related  to  the  physical 
side  of  the  session:  “The  arrangements 
for  the  meetings  have  at  last  reached 
the  ideal.  For  the  first  time  since  the 
Association  has  grown  to  large  pro- 
portions, it  will  be  accommodated 
throughout  under  one  roof.  In  other 
words,  every  activity  from  the  Informa- 
tion Bureau  to  the  President’s  Recep- 
tion, will  take  place  in  the  same  build- 
ing.’’ All  activities  were  held  in  the  El 
Paso  County  Courthouse  and  the  ad- 
joining Liberty  Hall. 

A list  of  outstanding  invited  guests 
was  included  too,  and  one  guest  was 
singled  out  for  praise.  “We  will  not 
embarrass  Drs.  Scott  and  Harrison  by 
laudatory  references,  but  Dr.  McCor- 
mack is  so  far  away  [the  state  health 
officer  of  Kentucky]  that  a little  praise 
won’t  hurt  him.  Many  of  our  members 
know  Dr.  McCormack,  and  perhaps 
more  of  them  remember  his  father. 
Those  who  have  heard  either  of  these 
remarkable  gentlemen  talk  will  not 
miss  a second  opportunity.  Their 
knowledge  of  public  health  and  of  the 
problems  of  organized  medicine  is 
based  on  intuition  and  comes  from 
close  study  and  many  years  of  active 
experience.” 

Summing  up,  the  journal  stated, 
“The  silver  lining  behind  the  cloud  will 
be  found  in  El  Paso,  May  8,  9,  10, 
and  11.” 

■ The  April,  1922,  issue  of  the  Texas 
State  Journal  of  Medicine  closed  vol. 
XVII  of  the  journal.  A comparison  of 
vol.  XVII  with  the  previous  volume  re- 
vealed that  the  numbers  issued  in  1922 
were,  overall,  larger  than  those  the 
year  before.  Total  number  of  pages  in 


vol.  XVII  was  1,122,  while  the  year 
before,  the  journal  boasted  a total  of 
1,072  pages. 

Of  vol.  XVI  (1921),  the  editor  said, 
“Considering  that  the  year  covered  a 
period  of  depression,  that  [the  total 
number  of  pages]  was  not  bad.” 

■ Elaborate  praise  was  heaped  high 
on  the  host  city  for  Annual  Session, 
El  Paso. 

Journal  writers  noted  that  the  city’s 
unique  geographical  position  made  it 
a place  of  history  as  the  “Gateway  to 
the  Southwest  and  Mexico,”  and  they 
enumerated  the  many  fine  features  of 
the  town:  excellent  climate,  good  hous- 
ing, high-quality  medical  facilities,  and 
outstanding  educational,  social,  and 
religious  institutions. 

■ A reprinted  article  from  the  Journal 
of  the  Tennessee  Medical  Association 
underlined,  amusingly,  the  faith  of  pa- 
tients in  their  physicians. 

An  intelligent  man  who  lived  in  a 
town  with  two  resident  physicians  al- 
ways went  to  a nearby  town  to  obtain 
medical  care  for  himself  and  his  fam- 
ily. When  asked  why  he  left  town  to 
be  cared  for,  he  said: 

“ ‘Dr.  A.  says  that  Dr.  B.  doesn’t 
know  anything;  that  he’s  just  out  of 
school  and  hospital,  and  that  he’s  an 
upstart. 

“ ‘Dr.  B.  says  that  Dr.  A.  doesn’t 
know  anything;  that  he’s  rusty  and  un- 
educated and  an  old  fogy. 

“ ‘Now,  when  100%  of  the  doctors 
in  my  town  tell  me  that  the  local  med- 
ical profession  is  incompetent,  I be- 
lieve ’em  and  go  somewhere  else  for 
service!’  ” 

■ The  Grayson  County  Medical  Soci- 
ety, meeting  in  Denison,  did  some 
reminiscing  with  Dr.  A.  W.  Acheson. 

Dr.  Acheson  “recalled  the  day  when 
it  was  proper  for  doctors  to  wear  high 
hats  and  carry  gold-headed  canes.  The 
latter  was  essential,  and  no  real  good 
doctor  would  be  caught  on  the  streets 
without  his  gold-headed  cane  any  more 
than  he  would  without  his  trousers  . . . 
The  prominent  members  of  the  profes- 
sion had  to  have  a team  of  high  step- 
ping horses  and  perhaps  a barouche 
and  liveried  driver,  all  of  which  repre- 
sented an  outlay  of  at  least  $1,500  per 
year,  even  in  those  days  of  low  prices.” 
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TEXAS  MEDICINE 


9 SPECIAL  SYMPOSIUMS 

175  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 


FORUM  OF  ORIGINAL  RESEARCH 


FILM  PROGRAM 


PHYSICIANS’  AND  WIVES’  ART  EXHIBITION 


SPORTS/ENTERTAINMENT 


Golf,  Tennis,  Skeet  and  Trap,  Boating,  Fraternity 
and  Alumni  Parties,  Class  Reunions,  andTMA's 
Fiesta  Noche  del  Rio  featuring  a Mariachi  Band, 
cocktails,  Mexican  hors  d’oeuvres,  dinner, 
enterMnment. 


FEATURING 


45  GUEST  SPEAKERS 


14  SECTION  PROGRAMS 

Digestive  Diseases,  General  Practice,  internal 
Medicine,  Nervous  and  Mental  Diseases,  Obstetrics 
and  Gynecology,  Ophthalmology,  Otolaryngology, 
Pathology,  Pediatrics,  Physical  Medicine  and 
Rehabilitation,  Public  Health,  Radiology,  Surgery, 
and  Urology. 

20  CURBSTONE  CONSULTATIONS 

Person-to-person  conversational  discussions  of 
cases  and  problems  of  general  medical  interest. 

14  CONTINENTAL  BREAKFAST  ROUND  TABLES 

Have  breakfast  with  a guest  speaker  on  Friday  and 
Saturday  mornings.  Enjoy  juice,  coffee,  rolls  while 
the  speaker  makes  a 20-minute  presentati^w.  Then 
participate  in  the  informal  35  minute  open  forum 
that  will  follewt 

33  SPECIALTY  SOCIETY  PROGRAMS 


ADVANCE  REGISTRATION  FORM 
FILL  OUT  BOTH  SIDES  AND  MAIL  TOD^^ 

Save  time  and  effort  by  registering  in  advance. 
out  the  card  at  right  below,  mail  it  to  TMA,  and  yolS  ' 
registration  packet  will  be  waiting  for  you.  Thefl^s*^ 
no  registration  fee  for  TMA  members.  , - 

A bandy  form  for  ordering  tickets  to  the  luncheons^ 
the  “Fiesta  Noche  del  Rio”  and  other  events  is' 
located  on  the  back  of  this  Advance  Registration  ' ' 
card.  Save  even  more  time  by  ordering  yeur  tiekets  +- 
now.  ^ 


plus  250  special  and  TMA-member  speakers 


REQUEST  FOR  HOTEL  OR  MOTEL  RESERVATIONS 


MAKE  YOUR  HOTEL  RESERVATIONS  ^ 
NOW! 

Select  your  first,  second  and  third 
choice  of  hotels  and  motels  from  the 
list,  complete  the  housing 
request  form,  and  mail  it  to  the  TMA 
Housing  Bureau.  Preferences  will  be 
honored  as  far  as  possible,  and 
confirmation  of  reservations  will  be 
sent  directly  to  you  from  the  hotel 
or  motel. 


SAN  ANTONIO  HOTELS  AND 
MOTELS 

1 Convention  Center 

Scientific  Sessions  Headquarters 

2 Hilton  Palacio  del  Rio 

Scientific  Sessions  Co-Headquarters 

3 St.  Anthony  Hotel 

Business  Sessions 

4 La  Mansion  Motor  Hotel 
(formerly  La  Posada) 

Auxiliary  Headquarters 

5 Menger  Hotel  and  Motor  Inn 

6 La  Quinta  Motor  Inn 

7 Gunter  Hotel 

8 Crockett  Motor  Inn 

9 El  Tropicano  Motor  Hotel 

10  Holiday  Inn — Downtown 

11  LaVillita  TraveLodge 


ADVANCE  REGISTRATION  FORM 
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ADVANCE  REGISTRATION 
FORM.  FILL  OUT  BOTH 
SIDES  & MAIL  TODAY 


MAIL  TO:  TEXAS  MEDICAL  ASSOCIATION 


HAVE  YOUR  TICKETS  READY  FOR 
YOU  WHEN  YOU  GET  TO  SAN 
ANTONIO 
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ADVANCE  TICKET  ORDERS 
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Avoid  the  lines,  the  last  minute  rush, 
and  the  possibility  of  missing  out 
on  the  TMA  functions  listed  below. 
Fill  out  the  advance  ticket  order 
form,  mail  it  to  TMA  with  your  check, 
and  your  tickets  will  be  waiting  for 
you. 

GENERAL  MEETING  LUNCHEON— 

Friday,  May  12,  12:30  p.m..  Con- 
vention Center.  Featured  speaker  to 
be  announced. 


GENERAL  MEETING  LUNCHEON— 

Saturday,  May  13,  12:30  p.m..  Con- 
vention Center.  Featured  speaker 
will  be  The  Honorable  John  G. 

Tower,  United  States  Senate, 
Washington,  D.C. 

FIESTA  NOCHE  DEL  RIO— A Satur- 
day night  Fiesta  featuring  a Mariachi 
band,  cocktails,  Mexican  hors 
d’oeuvres,  dinner,  entertainment. 
Saturday,  May  13. 


CONTINENTAL  BREAKFAST  ROUND 
TABLES — Friday,  May  12,  and 
Saturday,  May  13,  8:15-9:30  a.m., 

Q Convention  Center.  There  is  no 

35  charge,  but  attendance  is  limited 

Oi  and  tickets  necessary.  Have  juice, 

I coffee,  and  rolls  with  a guest 

0 speaker,  then  participate  in  an 

lu  informal  discussion  period. 
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USE  THESE  HANDY 
FORMS  TO  REGISTER 
IN  ADVANCE,  BUY 
TICKETS  AND  MAKE 
HOTEL  RESERVATIONS 
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45  GUEST  SPEAKERS  plus  250  special  and  TMA-member  speakers 


JACK  R.  ANDERSON,  M,  D, 

New  Orleans,  otolaryngology 

DAVID  G.  ASHBAUGH,  M D. 

Denver,  trauma  and  thoracic  surgery 

ALLAN  BEIGEL,  M.  D, 

Tucson,  psychiatry 

HARVEY  BLANK,  M.  D. 

Miami,  dermatology 

RENE  CAILLIET,  M.  D. 

Los  Angeles 

physical  medicine  and  rehabilitation 

RALPH  J.  CAPAROSA,  M.  D. 

Pittsburg,  otolaryngology 

HARLEY  C,  CARLSON,  M.D, 

Rochester,  radiology 

ROY  L.  CLEERE,  M.  D. 

Denver,  public  health 

SHERMAN  S.  COLEMAN,  M.  D. 

Salt  Lake  City,  orthopedic  surgery 

LOUIS  K.  DIAMOND,  M.  D. 

San  Francisco,  pediatrics 

WILLIAM  E,  EASTERLING,  JR.,  M.  D. 
Chapel  Hill,  obstetrics  and  gynecology 

FRANZ  M ENZINGER,  M.  D. 
Washington,  D.  C.,  pathology 

JAMES  R.  GILSON,  M.  D. 

Lombard,  Illinois,  Medical  Director. 
Physicians-On-Call 

LEWIS  GRODSKY,  M.  D, 

San  Francisco,  proctology 


FRANK  L.  IBER,  M.  D. 

Jamaica  Plain,  Massachusetts 
internal  medicine 

JOHN  FIGGIS  JEWETT,  M D. 

Boston,  obstetrics  and  gynecology 

MARGARET  H,  JONES,  M.  D. 

Los  Angeles,  pediatrics 

WILLIAM  E.  LOTTERHOS,  M.  D. 

Jackson,  Mississippi 

Immediate  Past  President 

American  Academy  of  Family  Physicians 

ERIC  W.  MARTIN,  Ph.  D. 

Pearl  River,  New  York,  Director, 

Medical  Communications  Department, 
Lederle  Laboratories 

JAMES  F.  MASTERSON,  JR  , M.  D. 

New  York,  psychiatry 

MALCOLM  A.  McCANNEL,  M.  D. 
Minneapolis,  ophthalmology 

JOHN  H.  MOYER,  III,  M.  D. 

Philadelphia,  internal  medicine 

GERALD  P.  MURPHY,  M.  D. 

Buffalo,  surgery  and  urology 

MARSHALL  J ORLOFF,  M.  D. 

San  Diego,  surgery 

ALAN  D.  PERLMUTTER,  M.  D. 

Detroit,  urology 

E.  JAMES  POTCHEN,  M.  D. 

St.  Louis,  nuclear  medicine 

WALLACE  RUBIN,  M.  D. 

New  Orleans,  otolaryngology 


RICHARD  C.  SCHULTZ,  M D. 

Des  Plaines,  Illinois,  plastic  surgery 

THOMAS  E.  SHAFFER,  M.  D. 
Columbus,  adolescent  medicine 

L.  THOMAS  SHEFFIELD,  M.  D. 
Birmingham,  cardiovascular  disease 

HARRY  C.  SHIRKEY,  M.  D. 

New  Orleans,  pediatrics 

BYRON  SMITH,  M D. 

New  York,  ophthalmology 

GENE  H.  STOLLERMAN,  M.  D. 
Memphis,  internal  medicine 

IRVING  R.  TABERSHAW,  M.  D. 
Berkeley,  occupational  medicine 

PHILLIPTHOREK,  M.  D. 

Chicago,  surgery 

HARRY  WOLLMAN,  M.  D. 
Philadelphia,  anesthesiology 

NORMAN  ZAMCHECK,  M D. 

Boston,  gastroenterology 


GENERAL  MEETING 
LUNCHEON  SPEAKER 

THE  HONORABLE  JOHN  G.  TOWER 
United  States  Senate 
Washington,  D.  C. 


CONTINENTAL  BREAKFAST  ROUNDTABLE  PRESENTATIONS 


Friday,  May  12,  8:15-9:30  a.m. 


1.  CUTANEOUS  INFECTIONS 
Harvey  Blank,  M D. 

Miami 


2.  COMMON  FOOT  PROBLEMS 
Rene  Cailliet,  M.  D. 

Los  Angeles 


3.  RADIOLOGY  IN  Gl  BLEEDING 
Harley  C.  Carlson,  M,  D. 
Rochester 


4.  KIDNEY  TRANSPLANTATION— CURRENT  PROGRESS 
Gerald  P.  Murphy,  M.  D 
Buffalo 


5,  TODAY’S  PRESSURES  ON  CHILDREN 
Thomas  E.  Shaffer,  M.  D. 

Columbus 


6.  FACIAL  INJURIES  FROM  AUTO  ACCIDENTS 
Richard  C.  Schultz,  M,  D. 

Des  Plaines,  Illinois 


7 JAUNDICE 

Phillip  Thorek,  M.  D, 
Chicago 


Saturday,  May  13,  8:15-9:30  a.m. 


8.  THE  BAD  SIDE  OF  THE  PILL 
William  E. Easterling,  Jr.,  M.  D, 
Chapel  Hill 


9.  VIRAL  HEPATITIS — CURRENT  CONCEPTS 
Frank  L.  Iber,  M.  D. 

Boston 


10.  CARE  OF  THE  SLOW-LEARNING  TODDLER 
Margaret  H.  Jones,  M.  D. 

Los  Angeles 

11.  TREATMENT  OF  THE  DRUG-TAKING  ADOLESCENT 
James  F.  Masterson,  Jr.,  M D. 

New  York 


12.  RECURRENT  URINARY  INFECTIONS 
Alan  D.  Perlmutter,  M.  D. 

Detroit 


13.  RADIOISOTOPES  AND  CARDIAC  FUNCTION 
E.  James  Potchen,  M.  D. 

St.  Louis 


14.  COLLECTED  OCULOPLASTIC  TECHNIQUES 
Byron  Smith,  M D. 

New  York 


MEDICINE  ANDTHE  LAW 


NEW  ‘SICK  DOCTOR  STATUTE’  EXPANDS  REVOCATION  POWER 


The  Texas  Medical  Practice  Act,  which 
sets  out  specifically  the  grounds  upon 
which  a physician’s  license  may  be  re- 
voked, has  been  significantly  broad- 
ened to  more  readily  allow  the  profes- 
sion to  “keep  its  own  house.” 

Prior  to  the  passage  of  an  amend- 
ment to  the  act  during  the  1971  ses- 
sion of  the  Legislature,  physicians’  li- 
censes could  be  revoked  only  for  def- 
inite and  provable  acts  committed  by 
the  licensees.  Now,  the  Legislature  has 
vested  authority  in  the  Texas  State 
Board  of  Medical  Examiners  to  revoke 
a license  if  the  physician  has  become 
unable  to  function  with  reasonable 
skill  and  safety  to  patients. 

This  amendment.  Subdivision  (16), 
Article  4505,  Revised  Civil  Statutes  of 
Texas,  1925,  has  been  popularly  re- 
ferred to  as  the  “sick  doctor  statute.” 
As  passed,  the  statute  provides  that 
the  board  may  refuse  to  license  or  may 
revoke,  cancel,  or  suspend  the  license 
of  a physician  for  the  following  rea- 
sons: 

“The  inability  to  practice  medicine 
with  reasonable  skill  and  safety  to  pa- 
tients by  reason  of  age,  illness,  drunk- 
enness, excessive  use  of  drugs,  nar- 
cotics, chemicals,  or  any  other  type  of 
material  or  as  the  result  of  any  mental 
or  physical  condition.  In  enforcing  this 
subsection,  the  board  shall,  upon  prob- 
able cause,  request  a physician  to  sub- 
mit to  a mental  or  physical  examina- 
tion by  physicians  designated  by  it. 
If  the  physician  refuses  to  submit  to 
the  examination,  the  board  shall  issue 
an  order  requiring  the  physician  to 
show  cause  why  he  will  not  submit  to 
the  examination  and  shall  schedule  a 
hearing  on  the  order  within  30  days 
after  notice  is  served  on  the  physician. 
The  physician  shall  be  notified  by  eith- 
er personal  service  or  by  certified  mail 
with  return  receipt  requested.  At  the 
hearing,  the  physician  and  his  attorney 
are  entitled  to  present  any  testimony 
and  other  evidence  to  show  why  the 
physician  should  not  be  required  to 
submit  to  the  examination.  After  a 
complete  hearing,  the  board  shall  issue 
an  order  either  requiring  the  physician 
to  submit  to  the  examination  or  with- 
drawing the  request  for  examination. 
An  appeal  from  the  decision  of  the 
board  shall  be  under  Article  4506.” 


For  the  first  time,  the  Legislature 
has  authorized  the  Board  of  Medical 
Examiners  to  require  a medical  exam- 
ination of  a physician  and,  based  upon 
the  report  of  the  examining  physician, 
to  revoke  his  license  if  there  is  sub- 
stantial evidence  that  the  physician  is 
unable  to  practice  medicine  with  rea- 
sonable skill  and  safety  to  his  patients. 

The  “sick  doctor  statute”  gives  the 
Board  of  Medical  Examiners  a needed 
method  of  protecting  the  public  from 
those  physicians  who  are  no  longer 
able  to  practice  medicine.  At  the  same 
time,  the  statute  is  written  in  such  a 
manner  as  to  insure  “due  process”  for 
the  physician  alleged  to  be  unable  to 
continue  his  practice. 

The  procedure  for  bringing  a physi- 
cian before  the  Board  of  Medical  Ex- 
aminers under  this  section  is  inaugu- 
rated by  the  filing  of  a complaint  by 
any  person,  usually  an  investigator  for 
the  board,  alleging  that  the  physician 
is,  for  the  reasons  stated  in  the  statute, 
unable  to  practice  medicine  safely.  The 
doctor  is  then  cited  to  appear  before 
the  board. 

At  this  appearance,  the  Board  of 
Medical  Examiners,  through  its  attor- 
neys, may  present  evidence  as  to  the 
probable  existence  of  some  condition 
which  precludes  the  physician  from 
practicing  medicine  with  skill  and 
safety.  The  physician  or  his  attorney  is 
free  to  cross-examine  all  witnesses, 
present  any  witnesses  of  their  own,  or 
make  any  statement  concerning  the 
charge.  At  the  conclusion  of  the  hear- 
ing, the  board  must  determine  whether 
or  not  there  has  been  enough  evidence 
presented  to  substantially  raise  the 
question  as  to  the  doctor’s  ability  to 
practice. 

The  board  may  then  request  the 
physician  to  go  to  one  or  more  examin- 
ing physicians  of  the  board's  choosing 
for  mental  and/or  physical  examina- 
tion. If  the  physician  refuses  to  do  so, 
the  board  may  hold  another  hearing 
and  require  the  doctor  to  show  cause 
why  he  should  not  go  to  the  appointed 
physician.  After  this  second  hearing,  the 
board  shall  order  the  physician  to  sub- 
mit to  examination  or  withdraw  the 
request  for  examination.  At  the  final 
hearing  before  the  board  under  this 
procedure,  the  medical  examiners  con- 


sider the  reports  and  testimony  of  the 
examining  physicians  and  determine 
whether  or  not  the  physician  charged 
should  continue  to  practice  medicine. 
If  the  board  feels  that  there  is  substan- 
tial evidence  to  support  the  complaint 
against  the  charged  physician  that  he 
is  unable  to  practice  medicine  with  rea- 
sonable skill  and  safety  to  patients,  the 
board  may  revoke  his  license.  Appeals 
under  this  section  of  the  Medical  Prac- 
tice Act  are  like  appeals  under  other 
sections  of  Article  4505  and  are  pros- 
ecuted in  the  District  Court  of  the 
county  in  which  the  physician  resides. 

The  medical  profession  has  been  ac- 
cused many  times  in  the  press  and  in 
the  halls  of  Congress  and  State  Legis- 
latures of  coddling  errant  or  incompe- 
tent doctors  to  the  detriment  of  the 
public.  Now,  the  Texas  State  Board  of 
Medical  Examiners  has  a tool  with 
which  to  protect  the  public  from  the 
few  physicians  who  are  endangering 
their  patients.  However,  to  make  this 
tool  workable,  the  profession  must  sup- 
port the  Board  of  Medical  Examiners  by 
agreeing  to  examine  “sick  doctors” 
and  by  making  candid  and  complete 
medical  reports  to  the  board.  Without 
the  support  of  the  profession,  the 
“sick  doctor  statute”  is  useless,  and 
the  public  is  unprotected  from  those 
few  physicians  who  because  of  illness 
or  addiction  become  incapable  of  good 
medical  practice. 

PHILIP  R.  OVERTON,  LLB 
SAM  V.  STONE,  JR.,  LLB 
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Aesculapius  on  the  Colorado:  The  Story 
of  Medical  Practice  in  Travis  County 
to  1899,  James  M.  Coleman,  122 
pp.,  Austin,  A Waterloo  Book  pub- 
lished by  Encino  Press  for  the 
Friends  of  the  Austin  Public  Library, 
1971,  $6.50. 

TELLING  IT  just  as  it  was  is  just  what 
Dr.  Coleman  has  done  in  this  refresh- 
ing book  of  historical  literature  in 
which  facts,  whether  good  or  bad,  are 
not  embellished  to  make  the  volume 
more  readable  or  salable. 

The  meticulous  effort  Dr.  Coleman 
made  to  obtain  accuracy  and  the  great 
amount  of  research  required  in  getting 
all  the  facts  together  is  truly  impres- 
sive. Old  newspaper  files,  legal  docu- 
ments, letters,  minutes  of  medical 
meetings  and  transactions  of  the  pe- 
riod, medical  journals  and  literature  of 
the  period,  and  past  city  directories 
formed  the  source  of  the  mass  of  his 
research.  In  compiling  all  these  facts 
and  in  getting  the  book  ready  for  pub- 
lication, he  has  done  a masterful, 
scholarly,  and  outstanding  job. 

From  cover  to  cover,  one  is  im- 
pressed with  the  hardships  the  old 
physicians  encountered.  How  little  sci- 
ence played  in  the  practice  of  medicine 
then!  Certainly,  the  art  of  practice 
must  have  been  the  only  thing  that 
did  any  good — if  any.  (Of  course,  there 
was  considerable  good  scientific  work 
being  done  in  the  surgical  fields  in  the 
later  half  of  this  period.)  It  seemed — 
no  matter  what  the  diagnosis  or  path- 
ological condition — that  calomel,  qui- 
nine, or  opium  alone  or  in  some  com- 
bination were  almost  always  given,  and 
ofttimes  bleeding,  purging,  and  vomit- 
ing were  the  therapeutic  approaches. 
It  must  have  required  a great  amount 
of  art  to  overcome  this  sort  of  science. 
It  seems  doubtful  that  Aesculapius 
could  have  done  any  worse. 

The  most  astonishing  fact  disclosed 
was  the  great  amount  of  quackery  that 
was  prevalent  and  accepted  during  this 
period.  Nostrums,  charms,  magnetic 
touch,  various  forms  of  witchcraft,  and 
all  sorts  of  fakery  were  guaranteed  to 
cure  any  form  of  illness — mental,  phys- 
ical, or  spiritual — that  man  or  beast 
might  have.  Physicians  of  today  who 
are  dismayed  at  the  current  quackery 
around  them  can  be  consoled  that  it 


is  not  nearly  so  prevalent  as  it  was  in 
the  last  decade  of  the  last  century. 

The  book  notes  that  at  one  time  in 
the  early  history  of  Austin,  the  total 
population  was  856  in  75  families. 
Among  them  were  six  resident  doctors 
and  seven  more  in  Congress  (and  in 
other  government  offices),  who  felt 
free  to  and  did  offer  their  services. 
This  was  approximately  one  doctor  to 
66  persons,  certainly  a great  contrast 
to  today  when  it  is  considered  that  one 
physician  to  700  or  800  inhabitants  is 
sufficient  to  adequately  care  for  their 
medical  needs.  With  such  a ratio,  is  it 
any  wonder  that  the  physicians  in  the 
early  history  of  Texas  had  to  supple- 
ment their  incomes  by  being  engaged 
in  other  pursuits  also?  Some  practiced 
law;  others  owned  and  ran  drug  stores 
or  mercantile  businesses.  Others  dealt 
in  real  estate  or  farmed  and  ranched, 
and  in  one  instance,  a physician  ran  a 
tan  yard. 

In  1841,  Austin  lost  much  of  its  pop- 
ulation because  of  a dispute  over  the 
removal  of  the  archives  from  the  capi- 
tal to  Houston,  and  only  two  physi- 
cians were  left.  In  1855,  the  ratio  was 
one  doctor  to  100  people. 

On  the  political  scene.  Dr.  Coleman 
noted  that  the  doctors  of  the  time  were 
very  active,  probably  as  much  or  even 
more  so  than  the  legal  profession. 
There  were  many  prominent  physicians 
who  served  as  mayor  or  alderman  of 
the  city.  Many  also  were  office  holders 
in  the  Congress  and  later  on  in  the 
state  Legislature.  Among  the  many 
prominent  office-holding  physicians  was 
Dr.  Anson  Jones  who  came  from  Bra- 
zoria as  a senator  in  the  second  Con- 
gress, later  was  secretary  of  state,  and 
then  was  elected  the  last  president  of 
the  Republic.  Dr.  Ashbel  Smith  was  a 
leader  in  founding  the  educational  sys- 
tem of  Texas;  he  was  particularly  in- 
fluential in  establishing  the  medical 
school  in  Galveston  and  served  as  the 
first  chairman  of  the  board  of  regents 
for  The  University  of  Texas. 

In  1861,  the  question  of  secession 
caused  a great  division  and  bitterness 
in  the  area.  Austin  and  Travis  County 
were  strongly  opposed  to  secession, 
while  the  rest  of  the  state  voted  for  it. 
Some  of  the  citizens  of  Travis  County, 
including  doctors,  joined  the  ranks  of 
the  Confederacy,  while  others  went  to 


Mexico. 

In  1856,  the  Legislature  appropri- 
ated money  for  establishment  of  an 
eleemosynary  system.  The  bills  provid- 
ed for  $10,000  to  be  used  for  a blind 
asylum,  $100,000  for  a deaf  and  dumb 
asylum,  and  $50,000  for  a state  luna- 
tic asylum,  in  addition  to  400,000 
acres  of  public  lands  for  the  facilities. 

The  first  hospital  in  Austin  was  the 
Military  Post  Hospital  opened  in  1869 
under  the  supervision  of  a Dr.  Kirk.  In 
1878,  Austin  City  Infirmary  was  open- 
ed with  rates  listed  at  $1  to  $3  per 
day,  including  all  expenses.  In  1839, 
Edwin  Waller  who  laid  off  and  sur- 
veyed the  original  boundaries  of  the 
city  of  Austin,  designated  the  site 
which  Brackenridge  Hospital  now  oc- 
cupies as  the  hospital  block.  However, 
it  was  not  until  1884  that  the  original 
stone  building  officially  designated  as 
Austin  City  Hospital  was  erected  there. 
The  price  for  private  patient  rooms 
was  $1.50  to  $2.50  per  day.  The  hos- 
pital’s name  was  changed  to  Bracken- 
ridge about  1928  in  honor  of  Dr.  Rob- 
ert Brackenridge  who  was  cashier  of 
the  First  National  Bank  of  Austin  (of 
O’Henry  fame)  in  1871  when  interest 
rates  were  3%  to  5%  per  month.  Dr. 
Brackenridge  spent  much  of  the  later 
days  of  his  life  trying  to  improve  Aus- 
tin City  Hospital  as  it  was  then  known, 
and  he  was  largely  responsible  for  the 
construction  of  the  East  Building  in 
1914. 

The  State  Medical  Association  was 
organized  in  Austin  in  1853,  but  be- 
cause of  dissension  among  its  mem- 
bers, there  was  only  one  meeting.  It 
started  meeting  again  in  1840  and 
continues  to  the  present  time. 

Epidemics  and  contagions  were  a 
constant  menace  to  the  entire  south- 
land. In  1878,  there  were  over  135,000 
cases  of  yellow  fever  with  more  than 
4,000  deaths  recorded  in  New  Orleans, 
but  Austin  escaped  this  scourge.  How- 
ever, from  time  to  time,  the  city  was 
plagued  with  outbreaks  of  smallpox. 

One  especially  interesting  and  valu- 
able section  of  the  book  lists  many  of 
the  physicians  of  the  period,  giving  a 
brief  statement  of  their  careers. 

This  reviewer  knew  only  a few  of  the 
physicians  listed,  but  he  does  recall 
some  of  the  stories  and  anecdotes  told 
of  others  by  his  early  colleagues.  For 
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example,  he  recalls  the  time  when  one 
of  the  old  and  distinguished  physicians 
of  the  day  (then  in  retirement)  used  a 
large  safety  pin  to  fasten  a mastoid 
bandage  dressing  to  the  scalp,  skin, 
and  hair  of  a protesting  patient,  while 
admonishing  the  patient  to  be  quiet 
and  keep  still,  adding  that  he  was  noth- 
ing but  a sissy.  And  from  personal  ex- 
perience, the  reviewer  remembers  quite 
vividly  when,  as  a young  child,  he  was 
held  in  the  lap  of  an  office  nurse  with 
mouth  gag  in  place,  while  one  of  the 
venerable  nose  and  throat  specialists 
scraped  out  his  adenoids  with  a dull 
curette,  sans  anesthetic  of  any  kind! 

It  is  regrettable  that  much  of  the 
material  in  Dr.  Coleman’s  original  man- 
uscript had  to  be  omitted  because  of 
economic  necessity.  However,  in  its 
present  form,  the  book  is  certainly  a 
valuable  addition  to  the  literature  on 
the  medical  history  of  Travis  County, 
the  state  of  Texas,  and  to  the  entire 
Southland.  For  that  matter,  it  is  just 
as  valuable  to  the  political  and  social 
history  of  the  area  as  well. 

This  will  be  a valuable  addition  to 
the  libraries  of  all  those  interested  in 
the  general  history  of  Texas — certainly 
to  Texas  history  buffs — and  of  those 
physicians  who  pursue  the  making  of 
medical  history  in  Texas. 

It  is  tragic  that  Dr.  Coleman  did  not 
live  to  see  publication  of  his  dedicated 
labors,  because  of  his  untimely  death 
while  attending  a convention  of  his 
specialty. 

LEE  E.  EDENS,  MD 
Austin 

Pathology,  ed.  6,  vols.  1 and  2,  W. 
A.  D.  Anderson,  editor,  1,862  pp., 
illus.,  St.  Louis,  The  C.  V.  Mosby  Co., 
1971,  $29.50. 

NEW  KNOWLEDGE  and  concepts  in 
medical  science  have  been  included  in 
this  sixth  edition  of  Pathology. 

Editor  W.  A.  D.  Anderson  comments 
that  “the  borderland  of  pathology  has 
always  been  both  varying  and  ill-de- 
fined, but  never  more  so  than  now.” 
He  adds  that  thus  the  inclusion  or  ex- 
clusion of  many  subjects  is  rather  ar- 
bitrary. However,  as  editor,  he  has  at- 
tempted to  include  discussions  on  sub- 
jects “aimed  at  correlating  pathology 
with  the  total  field  of  medical  educa- 
tion and  clinical  practice.” 

Complete  chapters  of  the  book  have 
been  rewritten,  according  to  Dr.  An- 
derson, and  major  changes  have  been 
made  in  the  discussions  of  various  dis- 


eases. 

All  of  these  changes  have  been 
made  in  an  effort  to  keep  the  infor- 
mation in  the  volume  current  for  med- 
ical students  in  their  formal  training 
and  for  practicing  physicians  in  their 
continuing  study  of  medicine. 
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RECENT  DEATHS 


DR.  W.  E.  SHARP 

Baytown  family  practitioner  Dr.  William 
Elliott  Sharp  suffered  an  apparent 
heart  attack  and  died  at  his  home  on 
March  8,  1972.  He  was  54. 

Dr.  Sharp,  a native  of  Houston,  had 
been  in  practice  in  Baytown  for  the 
past  26  years.  He  was  a 1939  gradu- 
ate of  Rice  University  in  Houston  and 
was  awarded  his  MD  degree  from  The 
University  of  Texas  Medical  Branch  at 
Galveston  in  1942.  Following  his  gradu- 
ation from  medical  school,  he  served 
a one-year  internship  at  Houston's 
Hermann  Hospital. 

A prominent  worker  in  medical  soci- 
ety activities.  Dr.  Sharp  was  a past 
president  and  vice-president  of  the 
Ninth  District  Medical  Society,  past 
vice-president  of  Harris  County  Medical 
Society,  and  a delegate  to  the  Texas 
Medical  Association  from  Harris  Coun- 
ty from  1957  to  the  present.  In  1962, 
Dr.  Sharp  was  elected  to  TMA’s  Coun- 
cil on  Medical  Service  and  Insurance 
and  served  in  that  position  until  1971 
when  he  was  elected  to  the  Associa- 
tion’s Council  on  Public  Relations  and 
Public  Service. 

Dr.  Sharp  was  also  a member  of 
American  Medical  Association,  Ameri- 
can Academy  of  Family  Physicians, 
Texas  Academy  of  Family  Physicians, 
Southern  Medical  Association,  Texas 
Society  on  Aging,  Postgraduate  Medi- 
cal Assembly  of  South  Texas,  and  Phi 
Chi  medical  fraternity. 

Dr.  Sharp  helped  found  the  Gulf 
Coast  Hospital  in  Baytown  in  1959.  He 
served  as  chief  and  secretary  of  the 
medical  staff  there,  and  he  had  also 
been  a past  chief  of  staff  at  San  Ja- 
cinto Memorial  Hospital. 

The  physician  had  served  in  the  US 
Army  for  2V2  years.  He  did  a one-year 
tour  of  duty  in  the  European  Theater 
as  commander  of  a medical  collecting 
company,  serving  in  three  campaigns. 
Just  prior  to  his  discharge,  he  was 
chief  of  the  surgical  service  at  the  re- 
gional hospital  at  Camp  Swift  in  Texas. 
When  discharged  in  June,  1946,  he 
held  the  rank  of  captain. 

Surviving  Dr.  Sharp  are  his  wife. 
Wanna  Jean  Sharp;  three  sons,  William 
E.  Sharp,  Jr.,  of  Louisville,  Ky.,  Robert 
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C.  Sharp  of  Dallas,  and  John  Sharp  of 
Palma,  Spain;  a daughter,  Mrs.  Sallie 
Aldridge  of  Galveston;  two  stepdaugh- 
ters, Janice  Sharpless  of  Houston  and 
Mrs.  Susan  Dailey  of  Baytown;  a step- 
son, James  R.  Sharpless  of  Houston; 
and  four  grandchildren. 

DR.  W.  S.  CLIFFORD 

Radiologist  Dr.  William  Schofield  Clif- 
ford, 60,  died  at  Rosewood  General 
Hospital  in  Houston  on  Jan.  29,  1972. 

Dr.  Clifford  lived  in  Houston  and 
was  an  associate  professor  of  radiology 
at  Baylor  College  of  Medicine.  He  had 
previously  practiced  in  Fort  Worth  and 
Columbus,  Ga.,  and  had  been  director 
of  radiology  at  Montgomery  County 
Hospital  in  Conroe  from  1967  to  1971. 

A native  of  Lockhart,  Dr.  Clifford 
attended  The  University  of  Texas  at 
Austin  and  was  graduated  from  Vir- 
ginia Commonwealth  University,  Medi- 
cal College  of  Virginia  in  Richmond  in 
1943. 

From  April  1,  1943,  to  Dec.  31, 
1943,  he  served  as  an  intern  at  Jeffer- 
son Davis  Hospital  in  Houston.  Follow- 
ing his  internship.  Dr.  Clifford  entered 
the  US  Navy.  He  was  stationed  at  Cor- 
pus Christi  and  Galveston,  and  he  also 
served  in  the  Pacific.  In  1946,  he 
was  discharged  a a lieutenant,  junior 
grade,  from  the  Navy's  Medical  Corps. 

On  July  1,  1946,  Dr.  Clifford  joined 
the  staff  at  University  Hospital  in  Ann 
Arbor,  Mich.,  as  a resident.  He  complet- 
ed his  residency  in  1950  and  then 
went  into  practice  in  Columbus,  Ga. 
In  1958,  he  returned  to  Texas  and 
established  a practice  in  Fort  Worth. 
While  in  these  cities.  Dr.  Clifford  prac- 
ticed obstetrics  and  gynecology.  He 
was  certified  by  the  American  Board 
of  Obstetrics  and  Gynecology  in  1952. 

In  1964,  Dr.  Clifford  decided  to 
switch  specialties,  and  he  accepted  a 
residency  in  radiology  at  Baylor  College 
of  Medicine  in  Houston.  He  completed 
his  residency  in  1967.  In  1969,  he  was 
certified  by  the  American  Board  of 
Radiology. 

Dr.  Clifford  was  a member  of  Mont- 
gomery County  Medical  Society,  Texas 
Medical  Association,  and  Southern 
Medical  Association.  He  also  belonged 
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to  the  American  College  of  Obstetri- 
cians and  Gynecologists,  the  Southern 
Society  of  Cancer  Cytology,  and  Ameri- 
can College  of  Radiology. 

Survivors  include  his  wife,  June 
Dickson  Clifford;  two  sons,  William  D. 
Clifford  of  Austin  and  Charles  Clifford 
of  Houston;  a daughter,  Mrs.  Sally 
Kelly  of  Olympia,  Wash.;  a sister,  Mrs. 
Lucille  Bremer  of  Tyler;  and  his  moth- 
er, Mrs.  F.  N.  Clifford  of  Austin. 

DR.  H.  G.  CLARK 

Dallas  family  practitioner  and  surgeon 
Dr.  Harold  Gilmore  Clark  died  March  9, 
1972,  at  his  home  in  Dallas. 

The  73-year-old  physician,  a native 
of  Weir,  Kan.,  had  been  in  practice  in 
Dallas  since  1928.  He  had  previously 
practiced  in  Eastland,  Cisco,  and  Abi- 
lene. 

Dr.  Clark  attended  the  University  of 
Oklahoma  in  Norman  and  was  gradu- 
ated from  the  University  of  Kansas  in 
Lawrence  with  a BS  degree  in  1923. 
In  1927,  he  received  his  MD  degree 
from  Baylor  College  of  Medicine,  which 
was  then  located  in  Dallas. 

He  was  a member  of  Dallas  South- 
ern Clinical  Society,  American  Medical 
Association,  Texas  Medical  Associa- 
tion, and  Dallas  County  Medical  Soci- 
ety. A 32nd  degree  Mason,  Dr.  Clark 
was  on  the  staffs  of  Dallas’  St.  Paul 
Hospital  and  Medical  Arts  Hospital  of 
Dallas. 

Survivors  include  his  wife,  Dorothea 
Welton  Clark;  two  sons,  Harold  Gilmore 
Clark,  Jr.,  of  Dallas,  and  J.  Robert 
Clark  of  Atlanta,  Ga.;  two  daughters, 
Mrs.  Shirley  Kidd  of  Charlotte,  N.C., 
and  Mrs.  Ann  Moxley  of  Atlanta,  Ga.; 
14  grandchildren;  and  one  great-grand- 
son. 

DR.  A.  L.  GOODMAN 

Dr.  Aubrey  Louis  Goodman,  a Waco 
physician  who  was  known  for  his  work 
in  drug  abuse  research  and  education, 
is  dead  at  the  age  of  68.  Dr.  Goodman 
died  in  his  home  on  March  7,  1972, 
after  an  illness  of  several  months. 

Born  in  Lott,  Dr.  Goodman  moved 
to  Waco  with  his  family  at  the  age  of 
three.  He  had  practiced  medicine  in 
Waco  since  1933  when  he  returned 
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from  Chicago  where  he  received  his 
medical  education. 

Dr.  Goodman  attended  Baylor  Uni- 
versity in  Waco  and  then  transferred 
to  the  University  of  Chicago  in  Illinois 
to  complete  the  requirements  for  a BS 
degree.  An  outstanding  football  player 
in  college,  he  continued  to  play  foot- 
ball with  the  professional  Chicago 
Bears  team  while  earning  his  MD  de- 
gree at  Rush  Medical  College,  also  in 
Chicago. 

After  his  graduation  from  medical 
school.  Dr.  Goodman  served  as  an  in- 
tern at  Michael  Reese  Hospital  and 
Medical  Center  in  Chicago  and  later 
was  an  assistant  resident  in  pathology 
at  the  hospital. 

By  practice  a gynecologist,  endocri- 
nologist, and  surgeon.  Dr.  Goodman 
developed  a life-long  concern  with  drug 
addiction  when  he  rode  with  the  Chi- 
cago police  while  in  medical  school. 
The  physician  studied  narcotics  in 
London,  Paris,  Dublin,  and  all  over  the 
United  States  and  was  extensively  in- 
volved in  drug  abuse  education.  He 
served  as  a lecturer  on  drugs  at  the 
Texas  Rangers’  training  school  and 
was  rewarded  for  his  service  with  a 
commission  as  an  honorary  captain  in 
the  Rangers.  The  Texas  Legislature 
also  passed  a resolution  during  its 
1971  session  honoring  him  for  his 
“study  and  research  in  the  field  of 
drugs.”  Dr.  Goodman  had  served  on  the 
Lieutenant  Governor’s  Drug  Committee 
in  1970  and  1971.  He  advocated  the 
use  of  Lomotil,  instead  of  methadone, 
for  heroin  withdrawal. 

A civic-minded  man.  Dr.  Goodman 
was  police  physician  for  McLennan 
County  for  30  years  and  was  recipient 
of  the  Civitan  Award  for  outstanding 
citizen  of  Waco  in  1969  and  1970.  He 
is  remembered  by  Waco  citizens  as 
one  of  the  first  doctors  to  reach  the 
devastated  streets  of  the  city  when 
Waco  was  hit  by  a tornado  on  May  7, 
1953.  The  doctor  worked  around  the 
clock,  attending  to  the  care  of  many 
who  were  buried  under  the  debris. 

Dr.  Goodman  was  a member  of  Mc- 
Lennan County  Medical  Society,  Texas 
Medical  Association,  American  Medical 
Association,  and  the  International  Col- 


lege of  Surgeons. 

Survivors  include  his  wife,  Frances 
Reed  Goodman;  two  sons,  Aubrey  L. 
Goodman,  Jr.,  of  Malibu,  Calif.,  and 
James  Goodman,  MD,  of  Dallas;  a 
daughter,  Terry  Reed  Goodman  of  Aus- 
tin; a brother,  Harold  Goodman  of 
Waco;  a sister,  Mrs.  Josephine  Art  of 
Waco;  and  one  granddaughter. 

DR.  D.  O.  WEINER 

Dr.  David  Otis  Weiner,  a clinical  asso- 
ciate professor  of  surgery  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas,  died  Feb.  18,  1972, 
at  the  age  of  63. 

A native  of  Nekolayve,  Ukraine, 
USSR,  Dr.  Weiner  received  a BA  degree 
from  Indiana  University  in  Blooming- 
ton in  1931.  Four  years  later,  he  was 
awarded  his  MD  degree  from  Wash- 
ington University  School  of  Medicine 
in  St.  Louis,  Mo. 

From  1935  to  1940,  he  served  as 
an  intern  and  resident  in  surgery  at 
St.  Louis  (Mo.)  City  Hospital.  In  1940, 
he  joined  the  US  Army  Medical  Corps. 
He  served  as  chief  of  the  surgical  ser- 
vice at  various  Army  hospitals  during 
World  War  II,  and  in  1946  when  he 
was  discharged,  he  held  the  rank  of 
lieutenant  colonel. 

Dr.  Weiner  went  into  a private  prac- 
tice of  surgery  in  Brooklyn,  N.Y.,  fol- 
lowing his  release  from  the  Army.  While 
in  Brooklyn,  he  also  was  associate  sur- 
geon at  Beth-EI  Hospital.  In  1952,  the 
surgeon  moved  to  Dallas  and  estab- 
lished a practice  there.  He  joined  the 
staff  of  Southwestern  in  1952  as  a 
clinical  instructor  in  surgery.  He  was 
later  named  clinical  associate  profes- 
sor of  surgery. 

Dr.  Weiner  had  been  chief  surgeon 
and  president  of  the  medical  staff  at 
St.  Paul  Hospital,  attending  surgeon  at 
Methodist  Hospital  of  Dallas,  associate 
attending  surgeon  at  Baylor  University 
Medical  Center,  and  attending  surgeon 
at  Presbyterian  Hospital  of  Dallas. 

A fellow  of  the  American  College  of 
Surgeons,  he  was  certified  by  the 
American  Board  of  Surgery  in  1944. 
Dr.  Weiner  was  also  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  Dallas  County 


Medical  Society.  At  his  death,  he  was 
serving  as  president  of  the  Dallas  So- 
ciety of  General  Surgeons. 

Dr.  Weiner  is  survived  by  his  wife, 
Penina  Weiner;  a daughter,  Sarah  R. 
Weiner  of  Dallas;  a son,  Howard  J. 
Weiner  of  Dallas;  a sister,  Mrs.  Her- 
mann Berk  of  Los  Angeles,  Calif.;  and 
two  brothers,  Ben  Weiner  and  Julius 
Weiner,  both  of  Los  Angeles,  Calif. 

DR.  V.  P.  SCANLAND 

Retired  Dallas  ophthalmologist-otolar- 
yngologist Dr.  Viola  Pennypacker  Scan- 
land  died  Feb.  15,  1972,  in  Fort  Worth. 

Dr.  Scanland,  a native  of  Norristown, 
Pa.,  had  lived  in  Dallas  for  some  64 
years.  The  88-year-old  physician  gave 
up  her  offices  in  Medical  Arts  Center 
two  years  ago  after  more  than  60 
years  of  active  practice. 

She  was  a 1906  graduate  of  Wom- 
an’s Medical  College  of  Pennsylvania 
in  Philadelphia.  Following  her  gradua- 
tion, Dr.  Scanland  accepted  an  intern- 
ship at  the  Hospital  of  the  Woman’s 
Medical  College  of  Pennsylvania,  also 
in  Philadelphia. 

Dr.  Scanland  was  a member  of 
American  Medical  Association,  Dallas 
County  Medical  Society,  Southern  Med- 
ical Association,  and  Dallas  Academy 
of  Ophthalmology  and  Otolaryngology. 
She  was  elected  to  honorary  member- 
ship in  Texas  Medical  Association  in 
1969  and  was  a member  of  Alpha  Epsi- 
lon lota  medical  sorority.  She  was 
also  a member  of  the  Zonta  Club  for 
business  and  professional  women. 

Dr.  Scanland  is  survived  by  her 
daughter,  Mrs.  Adelaide  Busey  of  Fort 
Worth.  Her  husband,  William  H.  Scan- 
land died  in  1968. 

DR.  C.  A.  PETERSON 

Dr.  Carl  Aubrey  Peterson,  63,  died 
March  2,  1972,  in  a Houston  hospital. 

A family  physician.  Dr.  Peterson  was 
a native  of  Marion,  Ind.  He  attended 
Rice  University  in  Houston  from  1926 
to  1929,  and  in  1934,  he  was  gradu- 
ated from  Baylor  College  of  Medicine, 
then  located  in  Dallas,  with  his  MD 
degree.  The  year  following  his  gradua- 
tion, Dr.  Peterson  served  as  an  intern 
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at  Methodist  Hospital  in  Houston. 

He  left  his  internship  in  1935  to 
become  the  medical  officer  for  the 
Civilian  Conservation  Corps  camp  in 
Arizona.  He  resigned  from  that  office 
in  1936  to  open  a private  practice  in 
Houston. 

A veteran  of  World  War  II,  Dr.  Peter- 
son w/on  the  African-European  medal 
with  two  bronze  stars  for  his  medical 
service  in  Africa  and  Italy.  When  dis- 
charged in  1944,  he  held  the  rank  of 
captain  in  the  US  Army  Medical  Corps. 

Dr.  Peterson  was  a member  of  Texas 
Medical  Association,  Harris  County 
Medical  Society,  and  American  Acad- 
emy of  Family  Physicians.  A Mason  and 
Shriner,  he  was  an  alumni  of  Phi  Beta 
Pi  medical  fraternity. 

Surviving  are  his  wife,  Millie  Adell 
Lowery  Peterson;  a daughter,  Mrs.  La- 
Nelle  Gregory  of  Houston;  two  sons, 
Aubrey  Chappelle  Peterson  of  Conroe 
and  Lloyd  Alvin  Peterson  of  Houston; 
two  stepdaughters,  Mrs.  Muriel  Bum- 
gardner  of  Houston  and  Mrs.  Margie 
Rasch  of  Beaumont;  a brother,  Roger 
Harold  Peterson  of  Mountain  View, 
Calif.;  and  his  mother,  Mrs.  Anna  Clark 
Peterson  of  Houston. 

DR.  W.  B.  WHITING 

Wichita  Falls  internist  and  cardiologist 
Dr.  Walter  Belknap  Whiting  died  March 
4,  1972,  at  his  home  after  an  illness 
of  several  months.  He  was  73. 

A native  of  Jersey  City,  N.J.,  Dr. 
Whiting  received  his  undergraduate  ed- 
ucation at  Washington  and  Lee  Univer- 
sity in  Lexington,  Va.,  and  at  Cornell 
University  in  Ithaca,  N.Y.  In  1923,  he 
was  graduated  from  Harvard  University 
Medical  School  in  Boston,  Mass.,  and 
spent  the  following  year  as  an  intern 
at  Peter  Bent  Brigham  Hospital  in 
Boston.  Later,  he  served  as  an  assist- 
ant resident  at  the  hospital. 

Dr.  Whiting  had  been  a member  of 
the  Wichita  Falls  Clinic-Hospital  staff 
since  1925.  A veteran  of  World  War  I, 
he  served  as  chairman  of  the  Wichita 
Falls  Medical  Advisory  Board  23  dur- 
ing World  War  II. 

He  was  a member  of  American  Med- 
ical Association,  Wichita  County  Medi- 
cal Society,  Texas  Club  of  Internists, 
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Texas  Academy  of  Internal  Medicine, 
American  College  of  Physicians,  Ameri- 
can College  of  Chest  Physicians,  and 
American  Society  of  Internal  Medicine. 

The  cardiologist  was  also  an  active 
member  of  American  Heart  Association 
and  Texas  Heart  Association,  Inc.  In 
the  latter  organization,  he  had  served 
as  a member  of  the  executive  commit- 
tee, secretary,  treasurer,  vice-president, 
and  president.  In  1960,  the  Texas 
Heart  Association  awarded  him  its  sil- 
ver Distinguished  Service  Medal.  Dr. 
Whiting  also  had  served  as  president 
of  the  Wichita  County  Heart  Associa- 
tion, which  he  helped  organize.  A mem- 
ber of  the  Texas  Medical  Association, 
Dr.  Whiting  was  a past  chairman  of  the 
Association’s  Section  on  Medicine. 

Dr.  Whiting  leaves  his  wife.  Era  Cov- 
ington Whiting;  two  daughters,  Mrs. 
Sarah  Ann  Tate  and  Mrs.  Helen  Wal- 
lace, both  of  Wichita  Falls;  two  sisters, 
Mrs.  Helen  Rankin  of  Newark,  Del.,  and 
Mrs.  Mildred  Preston  of  Wellington, 
Del.;  and  three  grandchildren. 

DR.  J.  W.  GOOCH 

Dr.  James  Walter  Gooch,  retired  family 
physician  and  surgeon,  died  Feb.  5, 
1972,  in  Shamrock  General  Hospital 
following  a lengthy  illness.  He  was  89. 

Dr.  Gooch  began  his  practice  in 
Shamrock  in  1917  when  he  moved 
there  from  Indian  Gap.  Prior  to  that, 
he  had  also  had  offices  in  Shive. 

A native  of  Roans  Prairie,  Dr.  Gooch 
was  a graduate  of  Mills  County  Insti- 
tute at  Goldthwaite  and  the  University 
of  the  South  in  Sewanee,  Tenn.  In 
1911,  he  was  graduated  from  Mem- 
phis Hospital  Medical  College  in  Mem- 
phis, Tenn.,  which  merged  with  the 
University  of  Tennessee  College  of 
Medicine  in  1913. 

In  1928,  Dr.  Gooch  built  his  own 
hospital  in  Shamrock  and  operated  it 
for  18  years.  During  World  War  II, 
Dr.  Gooch  worked  long  hours  with  little 
assistance  at  the  hospital,  and  his 
family  encouraged  him  to  sell  the  facil- 
ity. He  did  so  in  1946,  selling  the  hos- 
pital to  the  city.  In  1950,  he  built  a 
one-story  clinic  across  the  street  from 
the  hospital. 


Dr.  Gooch  was  an  honorary  member 
of  Texas  Medical  Association.  He  was 
also  a past  president  of  the  old  Gray- 
Wheeler  Counties  Medical  Society  and, 
at  the  time  of  his  death,  was  a mem- 
ber of  Greenbelt  County  (Armstrong- 
Donley  - Childress  - Collingsworth  - Hall- 
Wheeler)  Medical  Society.  Dr.  Gooch 
had  served  as  local  physician  for  the 
now  defunct  Fort  Worth  and  Rock  Is- 
land Railroads.  He  was  a member  of 
American  Medical  Association. 

Surviving  the  physician  are  his  wife, 
Ora  Oliver  Gooch;  two  sons,  James 
Oliver  Gooch,  MD,  of  Midland  and  Joel 
M.  Gooch  of  Abilene;  two  brothers, 
Guss  Gooch  of  Dozier  and  Emmett  A. 
Gooch  of  Austin;  a sister,  Mrs.  W.  W. 
Beach  of  El  Paso;  five  grandchildren; 
and  nine  great-grandchildren. 
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TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 


Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue 


Dallas,  Texas  75211 


214  331-8331 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are  - 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 


Reynolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 

Data  on  file,  Medical  Research  Department,  The  Upjohn  Company  ©1971  The  Upjohn  Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3^  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci 

CleociriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeosts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1 ,416  patients.  Of  the  total,  6.9%, 
reported  gastrointestinol  side  effects  and  1.3%o  reported  other  side  effects. 
Diorrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematapoletic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rosh  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION;  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsules— Bottles  of  16's  and  lOO's.  75  mg  Capsules— 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  (ig.  Sensitivity  Powder-Vials. 

For  additional  product  information,  see  your  Upjohn  representative  ar 
consult  package  insert.  MED  B-4-S  (LNU-3)  JA71-1565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


MOVE-OUT  STICKY  MUCUS . 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (. . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO-NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium  COLE  M 

iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough- 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  indication  for  lodo-NiacIn  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Nlacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIDSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

DPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  uiceration,  salivary  gland  swelling,  and  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DOSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458. 


lODO-NIACIN* 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  fj  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 
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plus  250  Special  and  TM  A-member  speakers 
14  SECTION  PROGRAMS 
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MEDICAL  ARTS 

— 

CLINIC  of  Corsicana 

DERMATOLOGY  & SYPHILOLOGY 

OBSTETRICS  & GYNECOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

OPHTHALMOLOGY 

JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

WILLIAM  E.  LAGOMARSINO,  M.D. 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

PEDIATRICS 

INTERNAL  MEDICINE 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN.  M.D.,  F.A.C.P.* 

CHARLES  1.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 

j • DIPLOMATE  OF  THE  AMERICAN  BOARD 

RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberte,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetric#  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

J.  S.  O’Hare,  M.D. 

F.  H.  Verheyden.  M.D. 

J.  D.  Crawford,  M.D. 

E.  K.  Willms,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Urology: 

H,  F.  Rives,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

Radiology  and  Radioactive  Isotoi>es: 

L.  W.  Ralston,  M.D. 

Anesthesiology : 

J.  G.  Casey 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 
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Allergy 

Clinics 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamln,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.D.,  Internal  Medicine  O-  Sterling  Oijlis,  III,  M.D., 

a IT  r>  Obstetrics  and  Gynecology 

Roy  E.  Moon,  M.D.,  ^ 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Pathology — 

R.  A.  Morse,  M.D.,  Internal  Medicine  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics 

„ John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931  j 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D.  RADIOLOGY— CONSULTANTS 

CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 

HARRIS  HOSEN,  M.D.,  F.A.C.A. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy^mmunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone;  336-1574  If  no  answer:  924-4231 

THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  884-3861 

FAMILY  MEDICINE  ORTHOPEDICS 

Travis  B.  Phelps,  M.D.  C.  M.  Yanez,  M.D.,  F.A.C.S. 

T.  D.  Harvey,  M.D.,  A.B.F.P.  UROLOGY 

H.  R.  Rose,  M.D.,  A.B.F.P . j_  d.  Stephenson,  M.D. 

C.  L.  Vemor,  M.D.  SURGERY  (Consultants) 

INTERNAL  MEDICINE  s.  T.  Coleman.  M.D.,  F.A.C.S. 

G.  A.  Reeves,  M.D.  Donald  E.  Jackson,  M.D.,  F.A.C.S. 

Pruett  Moore,  Jr  , M.D.  ADMINISTRATOR 

Salvador  Ortiz,  M.D.  g j 

u n DIRECTOR  OF  NURSES 

Crysup  Sory,  M.D. 

OPHTHALMOLOGY  Hospital  • Mrs.  Joyce  Pettit 

L.  David  Wright,  M.D.,  F.A.C.S. 

DRS.  SAMS  AND  MEADOWS 

Allergy  and  Immunology 

Joseph  T.  Sams,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 

C.  David  Meadows,  M.D. 

900  West  Randol  Mill  Road,  Suite  215,  Arlington,  Texas  76012,  227-5526 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is 
allowed  for  six  months’  advance  payment.  Section  headings 
are  limited  to  those  specialties  in  which  there  is  an  American 
Medical  Association  recognized  specialty  board  and/or  an 


AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Advertising  Assistant,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 
line is  the  20th  of  the  month  preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  _M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardioiog^ 

Emmett  R.  Hamby,  D.O.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A,A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A.  Harris,  M.D.,  General  Practice 


ADMINISTRATION 

C.  H.  “Hamm"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 


RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 


Internal  Medicine  and  Diagnosis 


P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan.  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDiOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuei  F.  Bean,  M.D. 

ENDOCRiNOLOGY  AND 
METABOLiC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRiNOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michaei  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsiey,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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TEXAS  MEDICINE 


Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 

C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 

ROBERT  A.  GRUMMON,  M.D. 

American  Board  of  Surgery 

American  Board  of  Colon  & Rectal  Surgery 

Colon  & Rectal  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Eye,  Ear,  Nose,  Throat 

Dermatology 

DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Cannon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  A.I.C.S.  John  David  Jones,  M.D. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

l||l  MEMORIAL  LIBRARY 

■ III  TEXAS  MEDICAL  ASSOCIATION 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 
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Family  & General  Practice 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

IRWIN  KURTZ,  M.D. 

Diplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  Ei  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

DRS.  THOMPSON,  PATMAN  & PERSSON 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 

8^6  Douglas  Avenue,  Dallas,  Texas  75225 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

VD  is  sex  pollution! 


As  part  of  an  educational  program  on  VD,  TMA  has  produced  an  Informative  leaflet  for 
free  distribution.  Help  the  public  get  the  facts  so  they  will  seek  early  treatment.  Send 
your  order  to:  PubHc  Relations  Division,  Texas  Medical  Association,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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Neurological  Surgery 

Neurology 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blud.,  Dallas,  Texas,  631-1500 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor- patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 
Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS'  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 

Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  0.  Box  6374,  Corpus  Christ!,  Texas  78411 

512  853-7319 

B.  C.  HALLEY,  JR.,  M.D, 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

•Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  915  533-7465 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  (iarlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
•Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  0.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R,  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

* 105th  Annual  Session,  May  11-14,  1972,  San  Antonio 
Conference  on  Medical  Practice,  Sept.  23,  1972,  Austin 
•X-  Conference  on  Legislation,  Jan.  20,  1973,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.LC.S. 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


W.  L.  Crofford,  M.D. 
E.  P.  Jenevein,  M.D. 


John  H.  Childers,  M.D. 

R.  R.  Rember,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology 
Diagnostic  Radioisotopes 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


Surgical  Pathology 
Exfoliative  Cytology 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Pharmaceutical  advertising  in 
TEXAS  MEDICINE  keeps  you  informed 
and  pays  for  publishing  costs. 

When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad 
in  your  journal. 
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Physical  Medicine  & Rehabilitation 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Dipiomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxilio-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

WILLIAM  E.  BARNES,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 
Pasadena  Office 

904  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


Present  your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  “Information  for  Authors.” 

Mrs.  Marilyn  Baker 
Managing  Editor 
TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 
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Psychiatry 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

Wililam  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D,,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


>ASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

(obert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Apartment  of  Psychology 
illen  Goss,  Ph.D. 

'ractice  Limited  to  Neurology  and  Psychiatry 
)ff1ce  Hours  By  Appointment 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


First  Pasadena  State  Bank  Building  -7-,cn,  -tkak 

1001  E.  Southmore,  Suita  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 


1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


•Bernard  J.  Dolenz,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomates  American  Board  of  Psychiatry  and  Neurology 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Charles  T.  Meadows,  M.D.  & Associates 

Diplomate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 

JO  C.  ALEXANDER  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

HECTOR  A.  ESCAMILLA,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

Texas  Medicine 

regularly  lists  highlights  of  more  than  100 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 

information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “COMING 

MEETINGS’’  section. 

105th  Annual  Session 

Texas  Medical  Association 

May  11-14,  1972  San  Antonio 
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TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 

OKTHOPEDIC  STTH(iK(^N  AND  TWO  (JP’s  needed  by  19  doctor  Rroup, 
100-be<l  fully  accre<litetl  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  H.  Chester,  M.D.,  3330  South 
Lancaster  Koad,  Dallas.  Texas  75216. 

UROLOGIST,  board  certifieii  or  eligible,  to  associate  with  a proj^res- 
sive  and  expanding:  multispecialty  ffroup  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  requiretl.  Adjoining 
accredite<l  hospital.  City  population  35,000.  Contact  Ad-236.  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive ami  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  locate<l  in  the 
same  building  with  a BO-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  

WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otojai^yngolo- 
gist.  Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond.  Ad- 
ministrator,  P.  O.  Box  28,  Dallas.  Texas. 

GENERAL  PRACTITIONER  TO  JOIN  2 GP’s  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

AN  OB-GYN,  UNDER  40  YEARS  OF  AGE.  is  wanted  to  join  a four- 
doctor  OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  part- 
nership. Contact  Midland’s  Women’s  Clinic,  2009  West  Wall,  Midland, 
Texas  79701. 

GENERAL  PRACTITIONER  NEEDED  in  Beaumont.  Texas.  City  of 
120,000  servicing  400,000  to  600,000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,500  per  month  with  50% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new, 
fully  equipi)ed  clinic.  Presently  have  5-man  call  group.  New  man  to  be- 
come 6th,  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 

PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities.  me<lical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $15,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital.  4110  Guadalupe  Street,  Austin,  Texas 
78751. 


^ STAFF  PHYSICIANS  NEEDED  for  school  for  the  retarded.  Progres- 
sive 2,000  resident  state  institution.  Eligibility  for  Texas  license  requirefl. 
Paid  vacation,  paid  sick  leave,  group  insurance,  retirement  plan  and  13 
paid  holidays.  Send  resume  to  John  E.  Muller,  Personnel  Officer,  Austin 
State  School.  P.O.  Box  1269,  Austin.  Texas  78767. 

INDUSTRIAL  MEDICAL  AND  SURGICAL  CLINICS  located  in  Dallas. 
Texas,  at  426  Medical  Arts  Building,  1719  Pacific  Avenue  and  350  Locke 
Medical  Building,  6011  Harry  Hines  Blvd.,  and  opening  a clinic  at  the 
new  Dallas-Fort  Worth  Regional  Airport  in  Arlington,  Texas,  has  posi- 
tions available  for  interested  physicians.  Contact  Harry  Carter,  Admin- 
istrator, Cook  Clinic,  350  Locke  Merlical  Building.  Dallas,  Texas  75235. 
Telephone  AC  214-638-2730. 

GENERAL  PRACTITIONER  to  join  six  man  group  on  either  an  indi- 
vidual or  salaried  basis  in  suburban  Corpus  Christi,  Texas.  Office  ad.ia- 
cent  to  90  bed  modem  hospital.  Excellent  income,  regulated  time  off, 
excellent  recreational  facilities.  Write  or  call  collect  D.  B.  Hamilton, 
M.D.,  Rt.  1,  Box  46,  Robstown,  Texas.  Phone  AC  512-387-1541. 

EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS : Maintain  free 
practice  of  medicine.  Work  for  patient  on  fee-for-service  basis.  Pull 
department  status.  Average  earnings  $46,000  with  guarantee.  Positions 
available  in  Wichita  Falls,  San  Antonio,  Houston,  and  Beaumont.  Call 
1-612-732-9247  collect.  Reply  to  Ad-360,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

INTERNIST  OR  GENERAL  PRACTITIONER— for  staff  of  70-bed 
medical  service  in  130-bed  Veterans  Administration  Hospital.  Starting 
salary  to  $24,286.  depending  on  qualifications.  Excellent  fringe  benefits. 
Nondiscrimination  in  employment.  Write  or  call  collect:  David  C.  Lindsey, 
M.D.,  Director,  VA  Hospital,  Amarillo,  Texas  79106.  Telephone  806- 
366-9704. 


FRANKLIN  COUNTY,  MT.  VERNON.  TEXAS  NEEDS  two  general 
practitioners,  group  or  solo.  New  clinic.  Medicare  approved  hospital,  con- 
sultants. $2,600  a month  guarantee.  100  miles  east  1-30  from  Dallas.  Good 
schools,  churches  and  recreation  facilities.  Call  214-637-2922,  4025  or  2261. 
Write  P.O.  Box  477,  Mt.  Vernon,  Texas  75467. 

DESIRE  GP,  SURGEON  OR  EENT.  16,000  population,  rural  area.  In- 
dustry and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
association.  Cleburne.  Texas.  For  additional  information  contact  Ad-36S, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON  willing  to  do  general  family  practice  at  first 
and  limit  later  for  private  group  practice  in  Dallas.  Minimum  $3,000  per 
month  guaranteed.  No  practice  expense.  Not  an  employment  agency.  No 
cost  to  physician.  Sanford  Smith.  Director  of  Physician  Planning.  Hos- 
pital Affiliates,  Inc.,  P.O.  Box  9836,  Houston,  Texas  77015.  713-463-6824. 


PRIVATE  GENERAL  PRACTICES  in  Dallas,  Houston  and  Baytown. 
$3,000  minimum  monthly  collections  guaranteed.  Solo  and  group  situa- 
tions. Nights  and  weekends  covered  by  salaried  physicians  in  emergency 
rooms.  Maximum  leisure  time  with  family.  Beautiful  residential  areas 
with  excellent  schools.  Not  an  employment  agency.  No  cost  to  physician. 
Sanford  Smith,  Director  of  Physician  Planning,  Hospital  Affiliates,  Inc., 
P.O.  Box  9836,  Houston.  Texas  77016.  718-453-6324. 

ATTENTION  PILOT  PHYSICIANS : Combine  emergency  room  work 

with  flying  group,  maintains  bonanza  for  business  and  pleasure.  Please 
reply  to  Ad-365,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas 
78701. 

PRIVATE  ORTHOPEDIC  SURGERY  PRACTICE  in  Baytown,  Texas, 

in  association  with  another  young  orthopedist,  $2,000  minimum  monthly 
guaranteed.  Large  concentration  of  general  practitioners.  Not  an  employ- 
ment agency.  No  cost  to  physician.  Sanford  Smith,  Director  of  Physician 
Planning,  Hospital  Affiliates,  Inc.,  P.O.  Box  9836,  Houston,  Texas  77015. 
713-468-6324. 

WANTED— GENERAL  RADIOLOGIST  for  diagnostic  x-ray  and  cobalt 
therapy  in  pleasant  North  Texas  community  on  Lake  Texhoma,  76  miles 
north  of  Dallas.  Attractive  starting  salary  leading  to  early  partnership. 
Join  a professional  association  with  excellent  fringe  benefits.  Contact 
Ad-364,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 

San  Angelo  Center.  This  is  an  institution  for  the  moderately  mentally 
retarded  of  the  state.  Salaries  are  quite  competitive  with  other  state  and 
federal  institutions.  40  hour  work  week,  ample  vacation  time,  and  other 
fringe  benefits.  Excellent  community  to  live  near  San  Angelo,  Texas. 
Contact  Medical  Director,  San  Angelo  Center,  Carlsbad,  Texas  76934. 

PHYSICIANS  WANTED — Due  to  expansion  of  existing  clinics  and  the 

addition  of  new  services  to  this  700  bed  hospital,  we  are  actively  re- 
cruiting for  board  certified  physicians.  Urologist,  orthopedist,  internist, 
pulmonary  disease,  otolaryngologist,  and  either  a hoard  certified  or  board 
eligible  physician  for  enlarged  outpatient  clinic.  Salary  range  $25,683  to 
$33,260  depending  on  qualifications.  All  federal  fringe  benefits.  Equal 
employment  opportunity  agency.  Apply  Director,  Veterans  Administration 

Center,  Temple,  Texas. 

CARDIOLOGIST:  Opening  for  diligent  well  qualified  board  eligible  or 
board  certified  cardiologist.  Primarily  clinical  responsibilities.  Choice  fi- 
nancial contract.  Adequate  time  off.  Austin.  Contact  Ad-372,  Texas 

Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

STAFF  PHYSICIAN  (aerospace  medicine  or  internal  medicine)  with 
the  Kelsey-Seybold  Clinic  at  the  NASA  Manned  Spacecraft  Center,  Hous- 
ton, Texas.  Occupational  health  opportunity  in  addition  to  providing 
medical  support  for  all  manned  testing  and  other  space  related  develop- 
ment programs.  Excellent  starting  salary.  Fringe  benefits  include  paid 
insurance,  professional  travel,  vacation,  and  sick  leave.  Contact  Dr. 
Richard  M.  Fenno,  NASA-MSC  Clinic,  DD2,  Houston,  Texas  77058.  Tele- 
phone 713-483-4222.  An  equal  opportunity  employer. 

PHYSICIANS  NEEDED~Staff  physicians,  general  practitioners  and/ 
or  board  certified  specialists  to  increase  staff  of  Travis  State  School. 
Fringe  benefits  include  40  hour  work  week,  vacation  and  sick  leave. 
Present  and  projected  salary  increases  make  positions  attractive.  Contact 
Superintendent  or  Medical  Director,  Travis  State  School,  P.  O.  Box  430, 

Austin,  Texas  78767.  An  equal  opportunity  employer. 

GENERAL  PRM5tITIONER  SEEKS  ASSOCIATE  to  join  him  ; wishing 
to  limit  practice.  Large  office  space,  fully  equipped,  own  x-ray;  flexible 
arrangements.  A.  J.  Auringer,  M.D.,  221  South  Fielder  Road,  Arlington, 

Texas  76013.  Telephone  817-261-0905.  

WANTED  AN  ASSOCIATE  SURGEON  OR  GENERAL  PRACTI- 
TIONER-SURGEON  by  small  West  Texas  clinic  and  hospital  with  large 
income.  Salary  rapidly  leading  to  partnership  or  possession.  Please  reply 
to  Ad-368.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

DONLEY  COUNTY  HOSPITAL  DISTRICT  is  seeking  two  medical 
doctors,  general  practice,  to  have  office  space  in  newly  constructed  20  bed 
hospital  and  22  bed  nursing  home.  Very  good  small  town  living  with  lots 
of  recreational  facilities.  Contact  Wes  Langham,  Administrator,  Claren- 
don, Texas  79226.  Telephone  806-874-35J13.  

'Excellent  opportunity  IN  MAGNIFICENT  midland  for  gen- 
eral practice,  neurosurgery,  thoracic  and  C-V  surgery,  pediatrics,  inter- 
nal medicine,  cardiology,  Ob/Cyn,  radiology,  plastic  surgery,  to  supple- 
ment high  quality  medical  community.  Beautiful,  high  class  town,  great 
for  children.  Contact  M.  Madsen,  M.D.,  2200  West  Illinois,  Midland, 

TexasJ79701^hone  915-683-3206^ 

WANTED:  PHYSICIANS  to  practice  at  Mexia  State  School,  located  in 
central  Texas  just  30  minutes  east  of  Waco.  Many  fringe  benefits:  re- 
tirement, sick  leave,  vacation,  40-hour  week,  group  insurance.  Salary 
range  $21,500  to  $25,500,  depending  on  qualifications.  An  equal  oppor- 
tunity employer.  Contact  Personnel  Officer,  Mexia  State  School.  Box 

1132.  Mexia,  Texas  76667.  _ 

^CP  ASSOCIATE  NEEDED  DESPERATELY  for  two  man  group  in 
mid-thirties  located  in  Central  Texas.  Ideally  located  for  rural  practice. 
Area  has  AA  school  with  brand  new  building.  Very  progressive  area. 
Salary  to  start  with  and  partnership  in  three  years  as  full  partner. 
Medicare  approved  38-he<l  hospital,  32-bed  ECF,  and  104-bed  rest  home 
with  clinic.  Call  AC  817-683-7985  for  Dr.  H.  B.  Halbert  or  Dr.  J.  S. 
Vardiman,  Rosebud,  Texas.  Must  see  to  appreciate  area. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  SPECIALIST  IN  INTERNAL  MEDICINE  for  private  prac- 
tice. New  professional  complex  adjacent  to  200-bed  hospital  with  ICU/ 
ecu  facilities  and  diagnostic  and  therapeutic  facilities.  A community  of 
12,2,000  on  Gulf  of  Mexico.  For  additional  information  write  to  Box  1648, 
Port  Arthur,  Texas  77640. 

GP  ASSOCIATE  WANTED.  Four  active  practitioners  ages  30-43.  Be- 
gin July  1,  1972.  Replace  associate  residency  bound.  $2,000  monthly  guar- 
antee plus  sharing — 1st  year  potential  $35,000  to  $50,000  net.  500,000 
North  Central  Texas  city.  Consider  if  group  advantages,  above  average 
income  with  desire  of  general — general  practice  with  rotating  calls  nights 
and  weekends.  1-817-534-6616  or  write  Ad-356,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Tex  as  78701. 

GENERAL  PRACTITIONER  OR  INTERNIST  WANTED  (Texas  license 
required)  for  student  health  physician.  Salary  $22,500  with  fringe  bene- 
fits and  pleasant  association  with  three  other  physicians  to  care  for  stu- 
dents. Write  Dr.  E.  K.  Mills.  Director  of  Student  Health,  North  Texas 
State  University,  Denton,  Texas  76203  or  call  788-2333.  We  are  an  equal 
opportunity  employer. 


FAMILY  PHYSICIAN  preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians.  New  50-bed  county  hospital. 
Hill-Burton  standards.  Near  Toledo  Bend  and  Sam  Rayburn  lakes,  hunt- 
ing, fishing,  tall  timber.  Practice  includes  major  surgery  and  obstetrics. 
Fit  in  according  to  interests  and  abilities.  Salary  $2,500  monthly  with 
increases  based  on  earning.  Combination  of  income  and  working  environ- 
ment will  be  difficult  to  beat.  J.  D.  Bussey,  M.D.,  P.O.  Drawer  438, 
Newton,  Texas  75966.  Phone  713-379-8155. 

LAST  OF  THE  GREAT  GP  TOWNS.  Step  into  my  beautiful  practice 
July  1 when  I go  to  residency  or  make  a good  pediatric  or  OB  practice. 
100  deliveries,  80  surgeries,  150  plus  patients  per  w'eek.  Fully  equipped, 
staffed  GP  office.  Be  busy  first  week.  Prosperous  South  Texas  city  of 
20,000.  14  doctors,  mostly  GP's,  100-bed  hospital,  laboratory,  blood  bank, 
anesthesiology,  radiologist.  Coverage  for  time  off.  Cities,  sports,  close  at 
hand.  Please  reply  to  Ad-373.  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

NEWLY  CONSTRUCTED,  MULTI-SPECIALTY,  8-man  clinic  has  open- 
ing for  internist.  New  120-bed  hospital  adjacent  to  clinic.  Located  in 
gi'owing  West  Texas  city  of  180,000.  Remuneration  open  depending  on 
board  certification  and  experience.  Partnership  opportunity  in  two  years. 
Interested  applicants  send  curriculum  vitae  to  Ad-374,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ANESTHESIOLOGISTS — To  serve  as  medical  director  of  inhalation 
therapy  services  company  based  in  Houston,  contracting  to  Gulf  Coast 
area  hospital.  Please  reply  to  Ad-377,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

VA  CAREER  PSYCHIATRIC  RESIDENCY— fully  accredited,  affiliated 
with  University  of  Texas  Southwestern  Medical  School  at  Dallas.  $18,737 
per  annum.  Equal  opportunity  employer.  Write  Chief  of  Staff,  VA  Hos- 
pital, Dallas,  Texas  75216. 

UNIVERSITY  HEALTH  SERVICE  physician  needed  in  our  clinic  and 
hospital  within  next  few  months.  Salary  competitive.  Good  fringe  bene- 
fits. Four  physicians.  Excellent  facilities.  John  E.  Wiedeman,  M.D.. 
Director.  Southern  Methodist  University  Clinic  & Hospital,  SMU  Box 
157,  Dallas,  Texas  75222.  Phone  214-692-2141. 

GENERAL  PRACTICE,  FAMILY  PRACTICE  with  three  other  family 
practitioners.  Clinic,  40-bed  hospital,  44-bed  extended  care,  pharmacy. 
No  capital  outlay,  no  buy-in,  equal  privileges,  guaranteed  Income  until 
established.  Top  opportunity  in  Southwest.  Contact  Gordon  Russell,  Ad- 
ministrator, Hi-Plains  Hospital-Clinic,  203  West  4th,  Hale  Center,  Texas 
79041. 


Situations  Wanted 


For  Sale  or  For  Rent 


MEMORIAL  CITY  MEDICAL  CENTER— HOUSTON,  TEXAS.  Medical 
and  dental  space  available  in  new  120  suite  professional  building  connected 
to  a new  160  bed  general  hospital  in  the  Spring  Branch-Memorial  area  of 
West  Houston,  Texas.  A 60  bed  addition  to  the  hospital  is  planned  for 
1972.  For  information,  contact  Memorial  City  General  Hospital,  920  Frost- 
wood  Drive,  Houston,  Texas  77024,  office  of  the  director.  Telephone  AC 
713  464-1881. 

PRACTICE  FOR  SALE:  Leaving  my  office  and  general  practice  of 
medicine  (without  obstetrics)  January  31,  1972.  Located  in  Abilene,  office 
is  complete  with  lab,  x-ray  and  excMIent  personnel.  Building  is  included 
or  optional.  Excellent  class  A practice  with  95  percent  collections.  Could 
be  continued  intact.  For  further  information  contact  W.  R.  Sibley,  Jr., 
M.D.,  3662  North  6th,  Abilene,  Texas  79603. 

EXCEPTIONAL  OPPORTUNITY  FOR  INDEPENDENT  PRACTICE! 
Efficiently  designed  office  for  sublease  in  established  location  in  a rap- 
idly growing  area  of  suburban  Dallas.  Particularly  good  spot  for  surgeon, 
internist,  GP,  OB-GYN.  O.  L.  Willbanks,  M.D.,  10406  East  Northwest 
Highway,  Dallas,  Texas  76238. 

FOR  RENT — DALLAS  AREA.  2,000  foot  air  conditioned,  carpeted,  fully 
equipped  and  furnished  office  of  busy  GP  who  has  left  office  practice. 
Includes  12  rooms,  plus  two  baths.  Ready  for  immediate  occupancy.  All 
diagnostic  and  examining  equipment  use  included  in  total  monthly  lease ; 
$700  plus  bills.  Downtown  Dallas  15  minutes.  Contact  Allen  Maurice  Fain, 
M.D.,  627  Hustead  & Fain,  Duncanville,  Texas  76116.  Phone  AC  214- 
298-3169. 

EMERGENCY!  OFFICE  SPACE  AVAILABLE  for  a Spanish  speaking 
physician,  adjacent  to  well  established  pharmacy.  Waiting  room,  office 
and  two  treatment  rooms  partially  furnished.  All  utilities  available.  Con- 
tact Mr.  Loya,  714-227-4646  for  additional  information.  Excellent  op- 
portunity. 

FASTEST  GROWING  AREA  OF  HOUSTON  in  need  of  physicians.  New 
professional  building  ready  July  of  ’72,  built  by  M.D.’s  for  M.D.’s.  You 
design  the  suites,  shared  lab  and  x-ray.  Across  street  from  200  bed  gen- 
eral hospital,  one  mile  from  another  200  bed  hospital.  Golden  opportunity 
for  independent  practitioner.  Write  Ad-370,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

CDMPT.FTF,  OFFICE  SET-UP:  FOR  SALE,  615  S.  Summit,  Fort 
Worth,  Texas.  Perfect  location  next  to  hospitals  and  medical  facilities. 
Excellent  established  practice.  Take  over  lease  and  purchase  furniture, 
equipment,  and  books  left  intact  by  deceased  GP.  Patient  parking  at 
front  door,  doctor’s  covered  parking  at  rear  door.  Contact  Dr.  Ernest 
Rogers,  515  South  Summit,  Fort  Worth,  Texas  or  Winfred  G.  Farquhar, 
P.O.  Box  127,  Marion,  Texas  78124.  Phone  612-458-2373. 

PROPERTY  NEAR  HOUSTON — All  types  available  for  every  purpose: 
recreation,  investment,  inflation  hedge,  homes,  etc.  Comfortable  drive 
from  Houston  in  any  direction.  Associates  now  in  25  smaller  towns. 
Chuck  Thompson  and  Associated  Brokers,  Box  65074,  Houston  77065. 
Phone  713-462-1252. 

FAMILY  PHYSICIAN — to  assume  my  well  established  practice  in  asso- 

ciation with  three  other  family  physicians  and  a general  surgeon.  Mod- 
ern facility,  liberal  terms  for  equipment.  City  of  12,000  with  new  64-bed 
hospital  in  the  heart  of  deer  country.  Contact  James  R.  Winn,  M.D., 
1042  Garner  Field  Road,  Uvalde,  ’Fexas  78801. 

GENERAL  PHY’SICIAN  OR  SPECIALIST  for  office  building  directly 
across  street  from  Shannon  West  Texas  Memorial  Hospital.  Established 
loan  with  low  interest.  Recently  remodeled,  new  plumbing,  heating  and 
cooling  system.  Established  location  for  26  years.  Please  reply  to  1434 
Paseo  De  Vaca,  San  Angelo,  Texas  76901. 


BOARD  ELIGIBLE  37  year  old  Ob/Gyn  five  yeai's  in  practice  wishes 
to  relocate  in  Texas  and  associate  with  another  Ob/Gyn  or  group.  Tulane 
University  medical  graduate.  Internship  Confederate  Memorial  Medical 
Center,  Shreveport,  Louisiana.  Residency  Baltimore  City  Hospitals  and 
Scott  and  White  Memorial  Hospital,  Temple.  Texas.  Please  reply  to 
Ad-354,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

MI)  INTERESTET)  IN  LOCUM  TENENS  in  general  (family)  practice 
for  3-4  weeks,  between  April  14  and  June  14.  Available  for  weekend 
coverage  of  practice  or  ER,  starting  April  14,  around  Dallas  area.  Pres- 
ently in  service.  Have  Texas  license.  Please  reply  to  Ad-375,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  ELIGIBLE  IN  ANATOMIC  AND  CLINICAL  PATHOLOGY, 
with  excellent  additional  training  in  cytopathology  and  dermatological 
pathology.  Available  July  1.  Available  immediately  for  personal  inter- 
view. Please  reply  to  Box  378,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


1972  PHYSICIANS’  AND  WIVES’  ART  EXHIBIT 

May  11-13  San  Antonio  Convention  Center 


Show  your  oil  painting,  water  colors, 
sculpture,  drawings  & prints,  photography, 
arts  & crafts — 


For  information  and  applications  write; 

Art  Exhibit 

Texas  Medicai  Association 

1801  North  Lamar  Bivd.,  Austin,  Texas  78701 
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When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning;  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
•Tig  /kg./day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed;  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  altitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Health  care  of  the  poor 
Interventricular  septal  rupture 


MAY  1972 


•i.  C.  SVJ 


U5RARY 


way  26  1972 


©orb^tt,  memorial  Ufospital 

Anil  ®l][0  ©orb^tt  Cltnir 


306  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith.  M.D.,  F.A.C.S. 
D.  R.  Swetland.  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 
Cecil  A.  McRee.  M.D. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 


fUarlin,  oTexas 


ALLERGY 
S.  W.  Hughes.  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvanee,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 


Telephone;  WE  6-3561 


DENTISTRY 

NEUROPSYCHIATRY 
S B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator ; 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 


Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Superintendent  of  Nurses: 
Ruby  Lowrance,  R.N. 


D.  R.  Swetland,  M.D.,  F.A.C.S. 

Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  19G3.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  IVIineral  Water  and 
other  forms  cf  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Dia^osis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterologry 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
♦Ozro  T Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
♦Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
llalcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B. S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O..  Ophthalmology 

♦Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D.,  D.A.B. O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr,,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods.  M.D..  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B. S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatology 
Landon  W.  Stewart,  M.D.,  Internal  Medicine 
William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 
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♦Inactive  status 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  S-mg 
or  Z-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  lO-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  he  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disordeTs  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/ or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
trequency  and/  or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  21/2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose  ® packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


Now 

form  follows 
function 

Only  Candeptin  (candicidin) 

gives  you  this  unique  form. . . 
a soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN®  (candicidin)  VAGELETTES  “ 

Vaginal  Capsules ...  a unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 
the  specific  high  potency  antimonilial  agent, 
candicidin,  in  a soft  gelatin  capsule  — the  shape 
designed  with  your  patient  in  mind.  It  permits  easy 
manual  insertion  without  the  need  for  an  applicator 
or  inserter. . .of  particular  value  for  the  pregnant 
patient.,  .for  intravaginal  use.  By  cutting  off  the  tip 
of  the  narrow  soft  end,  the  contents  can  be  extruded 
through  an  intact  hymen  for  intravaginal  use.  And 
it  is  readily  adaptable  to  topical  application  for 
labial  involvement,  and/or  intravaginal  use  to  treat 
mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief— itching,  burning, 
and  discharge  subside  in  48-72  hours) 

Soothing,  miscible  ointment  permits  complete 
contact  with  affected  tissue. 

Usually  cures  in  a single  14-day  course  of  therapy.^'^'"^ 


Safe 

Exact  dosage  assured"’^ 

No  side  effects,  clinical  reports  of  irritation  or 
sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin-^  Candeptin  Vaginal  Ointment 
and  Tablets  have  a clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!'‘''^In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.^'^ 

Unique 

CANDEPTIN  (candicidin) 

VAGELETTES'“  Vaginal  Capsules 
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Description:  Candeptin  (candicidin) 

Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0.6  mg. 
per  gm.  or  0.06%  Candicidin  activity  in 
U.S.P.  petrolatum.  3 mg.  of  Candicidin  is 
contained  in  5 gm.  ol  ointment  or  one 
applicatorful  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg.  (0  3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vacelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm.  U.S.P  petrolatum. 

Action:  Candeptin  Vaginal  Ointment, 

Vaginal  Tablets,  and  Vacelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vacelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
CANDEPTtN  Vaginal  Ointment,  Vaginal 
Tablets  or  Vacelettes  Vaginal  Capsules 
have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of 
CANDEPTtN  Ointment  or  one  Vaginal  Tablet 
or  one  Vacelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day,  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear. 

Available  Dosage  Forms:  CANDEPTtN 
Vaginal  Ointment  is  supplied  in  75  gm.  tubes 
with  applicator  { 14-day  regimen  requires 
2 lubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28,  in  foil  with 
inserter— enough  for  a full  course  of  treat- 
ment. Candeptin  Vacelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 

Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  1.  Olsen,  J R.  Journal-Lancet 
85:287  (July)  Ibb5.  2.  Giorlando,  S.W,: 

Ob/Gyn  Dig.  /3:32(Sept.)  1971.3.  Decker. 

A, : Case  Reports  on  File.  Medical  Department. 
Julius  Schmid  4.  Giorlando,  S.W, , Torres,  J F. 
and  Muscillo,  G. : Am.  J.  Obst.  & Gynec. 

90:  370  (Oct.  I)  1964,  5.  Lechevalier,  H. : 
Antibiotics  Annual  1959-1960,  New  York. 
Antibiotica  Inc.,  I960,  pp  614-618  6.  Friedel, 

H J : Maryland  M J.,  /5:36(Feb,)  1966. 


p-sj  Julius  Schmid  Pharmaceuticals 

jvJ  423  West  55th  Street 
1T.-I  New  York,  New  York  10019 


CANDEPTIN® 

(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 

and  VACELETTES™ 
Vaginal  Capsules 


“Sorry,  Sire,  but 
'DicarhosW  hasn't 
been  invented  yet." 


DicarbosiL 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


Maniin  X-Rtuf  and 
Hcuiium  QUnlc 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radian 
tion  therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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74  Emergency  Diagnosis 
and  Attempted  Therapy  in 
Post- Infarction  Interventric- 
ular Septal  Rupture 

Dr.  Jack  Schwade  is  a resi- 
dent in  internal  medicine 
at  the  Dallas  VA  Hospital, 
and  recently  was  appointed 
as  VA  trainee  in  cardiology 
beginning  in  July.  His  co- 
authors are  Drs.  Joaquin 
Pombo,  William  Rea,  Al- 
berto Waksman,  and  Wil- 
liam Shapiro,  all  of  whom 
are  associated  with  the 
Departments  of  Internal 
Medicine  and  Surgery,  The 
University  of  Texas  South- 
western Medical  School  at 
Dallas;  or  the  Medical, 
Surgical,  and  Pathology 
Services  of  the  VA  Hospital 
there. 


83  Comprehensive  Com- 
munity Clinics:  Frustrations 
of  Effecting  Change 

Dr.  Louis  S.  Riley  of  Dickin- 
son specializes  in  obstet- 
rics and  gynecology  and 
has  practiced  in  Dickinson 
and  Seabrook.  He  is  a 
member  of  the  Texas  and 
American  Public  Health 
Associations.  Currently,  in 
association  with  NASA  and 
Manned  Space  Flight  phy- 
sicians, Dr.  Riley  is  demon- 
strating the  new  computer 
technology  gained  from  the 
space  program  applied  to 
everyday  use  in  private 
medicine. 

94  Diagnostic  and  Opera- 
tive Applications  of 
Laparoscopy 

Dr.  Alan  D.  Rosen  is  in  the 
private  practice  of  obstet- 
rics and  gynecology  in 
Houston.  A graduate  of  The 
University  of  Texas  Medi- 
cal Branch,  he  interned  in 
the  Medical  Branch  Hos- 
pitals and  took  his  resi- 
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dency  at  Baylor  College  of 
Medicine  Affiliated  Hos- 
pitals. Dr.  Rosen  served 
two  years  with  the  US  Pub- 
lic Health  Service. 

104  Erythroblastosis  Fe- 
talis Secondary  to  Kell 
Immunization 

Dr.  R.  Daniel  Braun,  a dip- 
lomate  of  the  American 
Board  of  Obstetrics  and 
Gynecology,  is  a staff  phy- 
sician at  the  Scott  and 
White  Clinic  in  Temple.  Re- 
cently he  completed  serv- 
ice as  a lieutenant  com- 
mander in  the  US  Navy. 

108  Meningoencephalocele 
with  Associated  Rare 
Anomalies 

Dr.  Mary  Ann  McKinney  is 
a clinical  instructor  at 
Baylor  College  of  Medicine 
in  Houston  and  a fellow 
of  the  American  College  of 
Obstetrics  and  Gynecology. 
Her  coauthor.  Dr.  Manooch- 
ehr  M.  Lari,  is  an  intern- 
ist and  fellow  in  oncology 
at  The  University  of  Texas 
MD  Anderson  Hospital 
and  Tumor  Institute. 

112  Office  Screening  for 
Photosensitivity 

Dr.  Fred  F.  Castrow,  II,  is  a 
clinical  assistant  professor 
of  dermatology  at  Baylor 
College  of  Medicine,  Hous- 
ton, and  also  is  in  private 
practice.  He  is  a diplomate 
of  the  American  Board  of 
Dermatology.  His  coauthor 
is  Dr.  Donald  W.  Owens, 
assistant  professor  of 
dermatology  at  Baylor,  who 
is  associated  with  the 
Kelsey- Seybold  Clinic. 
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Preparing  for  their 
demanding  roles  at  the 
June  meeting  of  the 
American  Medical 
Association  are  the  mem- 
bers of  the  Texas 
Delegation.  For  more 
information  on  these 
physicians  and  how  they 
represent  you  at  the 
national  level,  read  the 
feature  article  beginning 
on  page  116. 
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Articles  scheduled  for 
the  June  issue  will  be  on 
tax  financed  health  care 
programs,  the  new  and 
more  efficient  medical 
school  admissions 
procedures,  factors  in  the 
genesis  of  childhood 
urinary  tract  infections, 
a new  plan  for  special 
education,  and  a pediatric 
grand  rounds  dealing 
with  neurodiagnostic 
procedures. 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SCOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 

Tablets  500  mg 

Mintezol 

(THIABENDAZOLE  I MSD) 


SO  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 

1 tablet/50  lb 

Repeat 

7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 

1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 

1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
ltablet/50lb 

Repeat  for 

2 to  4 

successive 

days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

*Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


Price  commission  ruling 
defines  principal  services 

A recent  ruling  by  the  Price  Commis- 
sion has  defined  “principal  services” 
that  must  be  listed  in  the  schedule  of 
base  prices  charged  by  providers  of 
medical  services. 

An  article  in  the  April  3,  1972,  issue 
of  American  Medical  News  reported  that 
the  commission  defined  principal  ser- 
vices as  “those  which  comprise  90% 
of  the  annual  revenues,  except  any 
price  of  $5  or  less  need  not  be  listed.” 

The  ruling,  which  applies  to  individ- 
ual physicians,  group  practices,  and 
hospitals,  was  made  as  a result  of  a 
hospital’s  request  to  raise  prices.  Hos- 
pital representatives  told  commission 
members  that  they  did  not  know  which 
services  to  list  in  the  schedule  that  is 
required  to  be  made  public. 

The  commission  pointed  out  that 
“all  institutional  providers  are  respon- 
sible for  maintaining  a schedule  of 
base  prices  (and  all  changes  in  such 
prices)  after  posting  a 22  inch  by  28- 
inch  sign  stating  the  availability  and 
location  of  the  schedule.” 

“This  must  be  done,”  added  the 
commission,  “regardless  of  whether  the 
provider  intends  to  increase  any  of  the 
prices.” 

Campaign  urges  horses 
be  vaccinated  for  VEE 

Vaccinate  now  for  VEE”  is  the  theme 
of  a new  campaign  urging  vaccination 
of  horses  for  Venezuelan  equine  en- 
cephalomyelitis. 

The  1972  campaign  calls  for  vaccin- 
ation of  all  equines  not  vaccinated  in 
1971  in  Texas,  other  Gulf  Coast  states, 
and  states  adjoining  Mexico.  These 
states  have  been  designated  “high- 
risk”  areas  for  the  disease. 

According  to  the  Texas  State  Depart- 
ment of  Health,  there  are  four  cate- 
gories of  horses  that  should  be  vac- 
cinated. They  are:  (1)  unvaccinated 
horses  that  have  recently  moved  into 
the  area,  (2)  foals  born  since  last  year’s 
vaccination  drive,  (3)  foals  vaccinated 
too  young  to  develop  lasting  immunity 
(under  six-months-old  when  vaccinat- 
ed), and  (4)  horses  that  were  over- 
looked and  never  vaccinated. 

Scientists  believe  that  VEE  will  break 
out  again,  even  though  the  disease  was 
confined  to  25  Texas  counties  in  1971. 

Approximately  575,000  horses  (some 
92%  of  Texas’  total  horse  population 
of  625,000)  were  vaccinated  in  Texas 
last  year,  with  the  assistance  of  nearly 
800  veterinarians. 


However,  Texas  remains  under  fed- 
eral quarantine  for  VEE.  This  means 
that  horses  must  be  vaccinated  for 
VEE  at  least  14  days  before  being  al- 
lowed to  leave  the  state  for  other  areas. 
For  any  interstate  shipment,  horses 
must  be  accompanied  by  a vaccination 
certificate,  with  individual  animals  iden- 
tified by  tag,  tattoo,  or  other  means. 

AABB  recommends  100% 
voluntary  blood  donations 

The  American  Association  of  Blood 
Banks  has  recommended  that  all  of  its 
member  blood  banks  not  now  obtain- 
ing 100%  voluntary  blood  donations 
“move  as  rapidly  as  possible”  toward 
this  goal  and  achieve  it  no  later  than 
the  end  of  1975. 

In  an  announcement  of  the  policy, 
association  president  Dr.  William  G. 
Battaile  of  Washington,  D.C.,  patholo- 
gist at  Sibley  Memorial  Hospital,  stated 
that,  on  the  basis  of  a recent  national 
survey,  the  AABB  also  reaffirms  the 
need  for  blood  nonreplacement  fees 
and  for  group  and  individual  credit  as 
incentives  for  donating  blood. 

The  association  is  also  urging  formu- 
lation of  a voluntary  commission  on 
blood  banks  and  blood  transfusion  ser- 
vices to  be  composed  of  representa- 
tives of  the  two  major  blood  banking 
organizations,  the  AABB  and  the  Amer- 
ican National  Red  Cross,  as  well  as 
representatives  of  medical,  hospital, 
government,  and  consumer  organiza- 
tions. 

The  purpose  of  the  commission 
would  be  to  “improve  national  coordi- 
nation of  blood  bank  systems  and  pro- 
grams, particularly  relating  to  donor 
recruitment,  public  education,  inventory 
management,  standards,  scientific  ac- 
tivities, and  research.” 

“The  formulation  of  any  practical 
plan  for  a voluntary  blood  donor  pro- 
gram to  meet  total  patient  needs  must 
include  careful  analysis  of  local  re- 
sources and  requirements  and  must 
allow  variations  in  approach,”  com- 
mented Dr.  Battaile.  “Mechanisms  now 
serving  the  public’s  needs  well  must 
not  be  impaired  without  adequate 
consideration  of  the  impact  on  pa- 
tients.” 

Specific  points  of  the  AABB’s  policy 
statement,  which  is  designed  to  “as- 
sure a safe,  adequate,  and  economical 
blood  supply  for  blood  transfusions,” 
included: 

1.  “Reaffirms  the  principle  that  the 
voluntary  blood  donor  provides  blood 
and  blood  components  which  are  safest 
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for  patients,  and  urges  member  blood 
banks  to  move  as  rapidly  as  possible 
toward  a goal  of  total  voluntary  blood 
supply." 

2.  "Recommends  to  its  member 
banks  who  are  not  already  providing 
100%  voluntarily-donated  blood,  the 
following  time  schedule  for  achieving 
this  goal;  For  the  year  ending  Dec.  31, 
1973 — 75%  voluntary;  for  the  year 
ending  Dec.  31,  1974 — 90%  voluntary: 
and  for  the  year  ending  Dec.  31,  1975 
— 100%  voluntary.” 

The  association  acknowledged  that 
the  schedule  was  adopted  with  the  re- 
alization that  "paid  donors  cannot  be 
eliminated  overnight  without  seriously 
jeopardizing  the  blood  supply  in  some 
parts  of  the  country.” 

3.  "Reaffirms  that  the  blood  non- 
replacement fee  (deposit)  concept  in 
effect  today  is  currently  a necessary 
incentive  for  donor  recruitment  for 
many  blood  banks  in  this  country.” 

4.  "Urges  the  formation  of  a volun- 
tary Commission  on  Blood  Banks  and 
Blood  Transfusion  Services  . . .” 

To  assist  blood  banks  in  reaching 
the  100%  voluntary  donor  goal,  the 
AABB  plans  to  engage  in  a nationwide 
public  information  and  donor  recruit- 
ment program. 

The  association  represents  a major- 
ity of  the  nation’s  nonprofit  community 
blood  banks  and  over  1,464  hospital 
blood  banks. 

(For  a report  on  the  new  Texas  blood 
banking  law,  see  the  Medicine  and  the 
Law  column  on  page  128  of  this  issue.) 

BNDD  order  forms  now 
required  for  transactions 

The  Bureau  of  Narcotics  and  Danger- 
ous Drugs,  US  Department  of  Justice, 
announced  recently  that  only  BNDD 
official  order  forms  are  now  valid  for 
transactions  involving  Schedule  I and  II 
controlled  substances. 

This  regulation  became  effective  on 
May  1,  1972. 

Physicians  or  other  practitioners  who 
need  the  new  BNDD  order  forms  should 
requisition  the  forms  by  completing  a 
BND  222D  form.  Bureau  officials  re- 
port that  BND  222D  forms  may  be  ob- 
tained from  the  BNDD  Registration 
Branch,  P.  0.  Box  28083,  Central  Sta- 
tion, Washington,  D.  C.  20005,  or  from 
any  regional  office  of  the  bureau. 

BNDD  officials  add  that  the  old  In- 
ternal Revenue  Service  order  form  re- 
quisition (IRS  Form  679)  will  no  longer 
be  honored  as  a valid  requisition  for 
the  new  BNDD  order  forms. 


Inaccurate  statement  on 
Medicare  form  protested 

Another  protest  against  action  by  the 
US  Department  of  Health,  Education, 
and  Welfare  Vi^as  lodged  on  April  12, 
1972,  in  behalf  of  the  more  than 
11,000  members  of  the  Texas  Medical 
Association. 

In  a letter  to  Thomas  M.  Tierney,  di- 
rector of  HEW’s  Bureau  of  Health  In- 
surance, Social  Security  Administration, 
Dr.  James  H.  Sammons,  then  Associa- 
tion President,  noted  that  a proposed 
revision  of  Form  SSA-1490,  used  in  the 
Medicare  program,  is  inaccurate  and 
deceptive. 

The  proposed  revision  reads:  "I  ac- 
cept assignment  and  will  accept  the 
charge  determination  of  the  Medicare 
carrier  as  the  full  charge.” 

Dr.  Sammons  pointed  out  that  the 
statement  is  not  only  inaccurate,  but 
deceptive  in  that  "it  does  not  reflect 
what  the  physician  actually  is  permit- 
ted to  do  under  the  law.” 

Dr.  Sammons  reminded  that  a physi- 
cian may  bill  Medicare  patients  for  cer- 
tain portions  of  his  charges  which  are 
not  covered  by  the  program — namely, 
the  unpaid  $50  deductible  and  the 
20%  coinsurance. 

The  letter  from  the  Association’s 
Past  President  urged  that  if  the  De- 
partment of  Health,  Education,  and 
Welfare  insists  on  including  such  a 
statement  that  the  wording  should  be 
amended  as  follows  to  present  the  con- 
ditions fairly  and  accurately:  "I  accept 
assignment  and  will  accept  the  charge 
determination  of  the  Medicare  carrier 
as  the  full  charge,  with  the  understand- 
ing that  I may  bill  the  patient  for  those 
costs  for  which  he  or  she  is  responsi- 
ble.” 

Copies  of  the  correspondence  were 
also  forwarded  to  Texas  Senators  and 
Representatives. 

Medical  schools  honored 
for  public  relations  efforts 

Two  Texas  medical  schools  took  top 
honors  in  a recent  contest  sponsored 
by  the  American  College  Public  Rela- 
tions Association,  Southwest  District. 

The  schools.  The  University  of  Texas 
Medical  School  at  San  Antonio  and 
Baylor  College  of  Medicine  in  Houston, 
had  first-place  entries  among  700  in  31 
categories  of  competition. 

A first-place  writing  award  went  to 
UTMSSA's  office  of  medical  and  com- 
munity information  for  a general  news 
story  written  by  Marjorie  Clapp. 


The  story,  which  was  selected  over 
more  than  200  entries  in  the  general 
news  category,  announced  the  estab- 
lishment of  a collaborative  study  by 
seven  medical  centers  using  antihista- 
mine-like  drugs  to  fight  the  ill  effects 
of  glomerulonephritis. 

Baylor  won  a first-place  award  in  the 
internal  publications  category  for  its 
newsletter  Inside  Baylor  Medicine.  The 
newsletter  is  published  monthly  for 
faculty,  staff,  students,  and  alumni  of 
Baylor  by  the  school’s  department  of 
development  and  public  relations.  Edi- 
tor of  Inside  Baylor  Medicine  is  Mrs. 
Linda  Johnson. 

Medical  artifacts  needed 

Restoration  of  "Barrington,”  the  Wash- 
ington-on-the-Brazos  home  of  the  Re- 
public of  Texas’  last  president.  Dr.  An- 
son Jones,  is  currently  underway,  and 
Brenham  physician  Dr.  Charles  South- 
ern has  asked  all  Texas  MDs  to  help 
in  the  project. 

Any  physician  who  has  books,  medi- 
cal instruments,  or  other  medical  arti- 
facts that  were  being  used  from  1800 
to  1850  and  who  is  willing  to  donate 
them  to  the  restoration  effort  is  en- 
couraged to  contact  Dr.  Southern  at 
205  N.  Park,  Brenham  77883. 

Dr.  Southern  recently  served  as  mas- 
ter of  ceremonies  at  an  April  9,  1972, 
program  held  at  Barrington  entitled 
"The  Doctors  of  Texas.” 

Then  Texas  Medical  Association 
President  Dr.  James  H.  Sammons 
addressed  the  crowd  gathered  around 
the  steps  of  the  old  home,  paying  trib- 
ute to  the  frontier  physician. 

Dr.  Sammons  told  how  Dr.  Anson 
Jones  came  to  the  young  republic 
where  “he  found  all  of  the  problems, 
all  the  hardships  one  could  imagine,” 
and  how  the  physician  later  found  him- 
self “embroiled  in  the  struggle  for 
freedom.” 

Several  other  Texas  physicians  also 
attended  the  Barrington  Society-spon- 
sored program. 

AAP  consultation  program 
for  Head  Start  renewed 

The  American  Academy  of  Pediatrics 
has  signed  a $1,134,600  contract  with 
the  Office  of  Child  Development  of  the 
US  Department  of  Health,  Education, 
and  Welfare  renewing  and  expanding 
the  AAP  Head  Start  medical  consulta- 
tion program  that  was  originally  initi- 
ated in  1967.  The  contract  will  extend 
the  program  through  July,  1973. 

The  new  Head  Start  contract  was 
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initiated  and  developed  by  the  acad- 
emy’s department  of  community  ser- 
vices and  features  two  new  provisions. 

One  provision  will  enable  the  acade- 
my to  hire  and  train  12  regional  health 
specialists  to  develop  and  coordinate 
health  services  training  and  technical 
assistance  systems  to  serve  the  needs 
of  local  program  personnel.  The  region- 
al health  specialists  will  participate  in 
general  policy-making  and  program  de- 
velopment with  the  regional  Head  Start 
consultant  and  the  regional  Office  of 
Child  Development. 

Specifically,  they  will  assist  local 
program  personnel  in  obtaining  and 
using  medical  assistance  funds;  train 
personnel  in  the  use  of  planning  and 
budgeting  guides;  and  train  program 
staff  in  self-evaluation  techniques,  pro- 
gram budgeting,  and  planning  of  train- 
ing and  technical  assistance  needs. 

In  addition,  the  regional  health  spe- 
cialist will  monitor  local  Head  Start 
programs  to  ensure  their  smooth  and 
effective  operation. 

The  other  new  provision  calls  for 
individual  self-evaluation  of  Head  Start 
programs  at  the  community  level.  This 
mechanism  will  allow  Head  Start  medi- 
cal consultants  and  program  staff  to 
review  and  critically  assess  the  pro- 
gram’s operation  in  detail. 

It  will  also  enable  Head  Start  con- 
sultants, regional  health  specialists, 
and  program  staff  to  effectively  devel- 
op and  implement  new  techniques  as 
needed  to  ensure  better  quality  child 
health  care. 

These  two  new  provisions  will  give 
consultants  additional  time  to  provide 
extensive  medical  services  to  Head 
Start  children  through  a more  eco- 
nomic and  efficient  overall  program. 

Medical  schools  receive 
AMA-ERF  contributions 

Texas  medical  schools  received  more 
than  $22,000  from  the  American  Medi- 
cal Association  Education  and  Research 
Foundation  from  1971  contributions 
from  physicians,  women’s  auxiliaries, 
medical  societies,  and  other  sources. 

Checks  for  the  unrestricted  funds 
were  forwarded  to  the  deans  of  the 
medical  schools  by  the  Texas  Medical 
Association. 

Two  types  of  grants  make  up  the 
AMA-ERF  contributions.  Undesignated 
gifts  are  divided  among  the  operational 
medical  schools  across  the  nation,  with 
the  amount  based  on  a number  of  fac- 
tors, while  other  funds  are  earmarked 
by  donors  for  specific  schools. 


Amounts  received  by  Texas  medical 
schools  included: 

The  University  of  Texas  Medical  Branch 
at  Galveston,  earmarked  gifts — $3,- 

417.84,  undesignated  grant — $2,- 

478.84,  total — $5,896.68. 

Baylor  College  of  Medicine,  Houston, 
earmarked  gifts — $3,800.52,  undesig- 
nated grant — $2,478.84,  total — $6,- 
279.36. 

The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  earmarked 
gifts — $1,756.48,  undesignated  grant 
—$2,478.84,  total — $4,235.32. 

The  University  of  Texas  Medical  School 
at  San  Antonio,  earmarked  gifts — $1,- 
008.33,  undesignated  grant — $2,- 

478.84,  total— $3,487.17 
The  University  of  Texas  Medical  School 
at  Houston,  earmarked  gifts — $163.33, 
undesignated  grant — $1,239.43,  total 
—$1,402.76. 

Texas  Tech  University  School  of  Medi- 
cine, Lubbock,  earmarked  gifts — 
$853.33,  no  undesignated  grant,  total 
—$853.33. 

Studies  show  4 million 
children  face  hearing  loss 

Almost  four  million  American  children 
are  in  danger  of  losing  their  hearing  if 
they  don’t  receive  medical  attention, 
according  to  a report  of  the  subcom- 
mittee for  hearing  in  children  of  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology. 

The  AAOO  estimate  was  derived  from 
two  studies  sponsored  by  the  subcom- 
mittee and  reported  in  the  March-April 
issue  of  Transactions,  official  journal  of 
the  academy. 

The  first  study  was  a pilot  project 
conducted  among  4,000  Pittsburgh 
school  children.  The  second  was  con- 
ducted on  more  than  7,000  children, 
representing  a national  sample,  by  the 
National  Health  Examination  Survey. 

Data  from  both  studies  were  closely 
in  agreement  that  between  15%  and 
16%  (or  3.8  million)  of  American 
school  children  in  the  United  States 
"can  be  classed  as  otoscopically  ab- 
normal.’’ 

The  two  surveys,  plus  a third  that 
was  conducted  at  Johns  Hopkins  Uni- 
versity on  children  from  birth  through 
8 years  of  age,  indicate  that  the  fol- 
lowing action  must  be  taken  to  safe- 
guard the  hearing  of  these  younger 
Americans: 

1.  Detection  and  identification  of 
ear  diseases  and  hearing  problems  dur- 
ing preschool  and  school  years,  with 
yearly  hearing  and  ear  tests  through 


the  first  four  or  five  grades. 

2.  Special  attention  to  children  with 
higher  risks  to  their  hearing,  such  as 
those  born  to  mothers  who  had  rubella 
while  pregnant  or  children  who  have 
suffered  ear  injuries  or  infections. 

3.  Regular  care  for  children  with 
hearing  problems  by  otologists  or  oto- 
laryngologists and  hearing-and-speech 
specialists. 

Dr.  S.  Richard  Silverman,  a consult- 
ant to  the  committee,  said,  "The  stud- 
ies demonstrated  . . . the  necessity  and 
feasibility  for  more  than  token  col- 
laboration among  public  health  work- 
ers, otolaryngologists,  pediatricians, 
and  audiologists.”  Dr.  Silverman  is  di- 
rector of  the  Central  Institute  for  the 
Deaf  in  St.  Louis,  Mo. 

Ong;inal  burn  research 
at  UTSMS  gets  boost 

Officials  of  the  Schering  Corporation 
recently  presented  a $2,500  check  to 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  as  the  initial 
gift  for  establishing  a fund  for  original 
burn  research.  Dr.  Charles  Baxter,  pro- 
fessor of  surgery  and  director  of  South- 
western’s burn  units,  accepted  the 
funds  from  company  representatives. 

A leading  researcher  in  various  graft 
techniques  in  burn  treatment.  Dr.  Bax- 
ter said  that  the  fund  will  be  used  to 
assist  young  investigators  in  original 
burn  research  projects. 

ACP  announces  names 
of  new  Texas  fellows 

Fellowship  in  the  American  College  of 
Physicians  has  been  granted  to  11 
physicians  in  Texas. 

The  new  fellows  were  among  283 
physicians  in  the  United  States  and 
Canada  meeting  the  standards  for  this 
category  of  ACP  membership.  To  earn 
the  distinction,  new  fellows  must  be 
certified  by  their  specialty  boards,  pre- 
sent evidence  of  published  material, 
and  be  recognized  for  their  scientific 
accomplishments  and  academic  or 
hospital  affiliations. 

Texas  fellows  include: 

Dallas — Drs.  W.  L.  Jack  Edwards  and 
John  H.  Triebwasser  (Lt.  Col.,  MC 
USAF). 

El  Paso — Drs.  Stephen  P.  Glasser 
(Maj.,  MC  USA),  James  L.  Pitcher  (Lt. 
Col.,  MC  USA),  and  W.  J.  Strader,  III, 
(Maj.,  MC  USA). 

Houston — Drs.  Samuel  F.  Bean,  David 
K.  Brooks,  Manuel  Martinez-Maldona- 
do,  Kenneth  B.  McCredie,  and  Naguib 
A.  Samaan. 
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EVER  HAVE 
F THOSE  DAYS 
WHEN  YOU  JUST  DON'T  FEEL 

OPTO  PAR? 


IF  YOU  DO,  THEN  IT  MAY  BE  A GOOD  TIME 
TO  THINK  ABOUT  YOUR  DISABILITY  IN- 
SURANCE. WOULD  THE  BENEFIT  AMOUNT 
YOU  SELECTED  5 OR  1 0 YEARS  AGO  PRO- 
VIDE YOU  WITH  THE  INCOME  YOU  NEED 
TODAY? 

THE  TMA  INSURANCE  PROGRAM  HAS 
LONG  TERM  DISABILITY  AND  OFFICE 
OVERHEAD  EXPENSE  COVERAGES  THAT 
CAN  PROVIDE  YOU  WITH  INCOME  DURING 
A DISABILITY. 

For  Information  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Phone— 512/476-6551 
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Because  you 
practice 

medicine  in  the 

Lone  Star  State... 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
' gastritis  and  duodenitis . . . 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned  source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HCl),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
anticholinergic  action  of  Ouarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
w adjunctive 

Librax<™E^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/ or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur.  ' 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


\ Roche  Laboratories 
ROCHl  y Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 
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NEWS 


AMA  council  plans  study 
of  new  ethical  questions 

The  extraordinarily  rapid  advances  be- 
ing made  in  medical  science  and  biol- 
ogy have,  perhaps  ironically,  resulted 
in  the  appearance  of  new,  troubling 
ethical,  social,  and  legal  dilemmas, 
which  urgently  need  solutions.  And  ac- 
cording to  an  editorial  in  the  April  10, 

1972,  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association,  the  Judicial 
Council  of  the  AMA  is  planning  to  pro- 
vide leadership  in  solving  these  prob- 
lems. 

The  recent  editorial  reports  that  the 
council  has  taken  steps  to  begin  deal- 
ing with  such  thorny  situations  by  in- 
viting recognized  authorities  in  medi- 
cine, theology,  ethics,  and  law  to  serve 
as  council  consultants.  Another  part  of 
the  council’s  effort  to  provide  guidance 
to  physicians  and  the  society  at  large, 
faced  with  ethical  dilemmas  posed  by 
biomedical  advances,  will  be  the  publi- 
cation of  a series  of  in-depth  articles 
by  experts  in  JAMA  during  the  coming 
year. 

The  council  plans  to  focus  attention 
on  six  major  topics  of  concern:  (1) 
abortion,  (2)  the  technology  of  repro- 
duction, (3)  behavior  control,  (4)  ge- 
netic engineering,  (5)  human  experi- 
mentation, and  (6)  euthanasia.  The 
fourth  national  Congress  on  Medical 
Ethics,  to  be  held  in  the  spring  of 

1973,  will  be  devoted  to  these  topics. 

The  JAMA  editorial  emphasized, 

“These  are  not  questions  of  medical 
ethics  to  be  answered  solely  or  exclu- 
sively by  physicians.  They  are  ethical 
issues  of  society  . . . Physicians  advise, 
offering  the  benefit  of  their  expertise, 
their  knowledge,  competence,  and  ex- 
perience.’’ 

“No  hope  is  held  out  at  this  time,” 
the  editorial  concludes,  “that  clear  cut 
answers  will  be  found  to  the  myriad  of 
ethical  issues  that  will  arise  with  the 
continuing  advance  of  medical  science 
and  technology. 

“If,  however,  the  AMA,  its  journal, 
and  its  appropriate  committees  and 
staff  can  . . . develop  and  transmit  in- 
telligence on  and  about  ethical  issues 
generated  by  scientific  advances,  they 
will  have  prepared  physicians  ...  to  as- 
sume leadership  more  positively  as  so- 
ciety becomes  serious  in  its  discussions 
of  these  issues.” 

The  consultants  named  to  the  Judi- 
cial Council’s  advisory  committee  are: 
Drs.  Henry  K.  Beecher,  Henry  Isaiah 
Dorr  professor  of  research  in  anesthe- 
sia, Harvard  Medical  School;  Walter  C. 


Bornemeier,  immediate  Past  President 
of  the  AMA;  Daniel  Callahan  (PhD),  di- 
rector of  the  Institute  of  Society,  Eth- 
ics, and  Life  Sciences,  Hastings-on-the- 
Hudson,  N.Y.;  Bernard  T.  Daniels, 
chairman  of  the  AMA  committee  on 
medicine  and  religion;  Robert  T.  Fran- 
coeur  (PhD),  associate  professor  of  ex- 
perimental embryology  and  social  bi- 
ology, Fairleigh  Dickinson  University, 
Madison,  N.J. 

Drs.  Willard  M.  Gaylin,  president  of 
the  Institute  of  Society,  Ethics,  and  the 
Life  Sciences;  Andre  E.  Hellegers,  direc- 
tor of  the  Kennedy  Institute  for  the 
Study  of  Human  Reproduction  and  Bio- 
ethics, Washington,  D.C.;  Franz  J.  In- 
gelfinger,  editor  of  the  New  England 
Journal  of  Medicine;  Leon  R.  Kass,  ex- 
ecutive secretary  of  the  National  Acad- 
emy of  Sciences;  Irving  Ladimer  (SJD), 
associate  clinical  professor,  department 
of  community  medicine.  Mount  Sinai 
School  of  Medicine,  New  York  City. 

Drs.  Chauncey  D.  Leake  (PhD),  sen- 
ior lecturer,  department  of  history  and 
philosophy  of  the  health  professions. 
University  of  California  Medical  School, 
San  Francisco;  Robert  F.  Murray  Jr., 
associate  professor,  department  of  pe- 
diatrics, Howard  University  College  of 
Medicine;  Thomas  J.  O’Donnell  (SJ), 
former  professor  of  medical  ethics  at 
Georgetown  University  Medical  School 
and  author  of  Morals  in  Medicine;  Sam- 
uel E.  Stumpf  (PhD),  president  of  Cor- 
nell College,  Mount  Vernon,  Iowa;  Ken- 
neth Vaux  (D  Theo),  professor  of  eth- 
ics, The  Institute  of  Religion,  Texas 
Medical  Center,  Houston;  and  Paul 
Ramsey  (PhD),  Harrington  Spear  Paine 
professor,  department  of  religion, 
Princeton  University,  Princeton,  N.J. 

Moody  Foundation  gives 
funds  to  medical  projects 

Temple  Junior  College  has  received 
$135,000  from  the  Moody  Foundation 
of  Galveston  to  develop  a core  curricu- 
lum in  the  allied  health  science  field. 

The  grant  was  one  of  20  awarded 
to  projects  in  16  communities  by  the 
foundation  at  its  first  meeting  of  1972. 

Development  of  a core  curriculum 
will  allow  material  from  several  courses 
to  be  taught  to  all  students  interested 
in  allied  health  careers  at  one  time.  It 
also  permits  team  teaching  so  that  in- 
terdisciplinary faculty  and  facilities  can 
be  used  more  effectively.  In  recent 
years,  colleges  have  developed  courses 
on  an  individual  basis,  resulting  in 
high  administrative  costs. 

Project  Hope  of  Laredo  received 


$75,000  to  continue  its  program  of 
training  paramedical  aides  and  techni- 
cians to  staff  medical  health  facilities 
and  helping  local  agencies  develop 
staff  training  programs. 

A grant  of  $50,000  went  to  the  Gal- 
veston County  Drug  Advisory  and  Co- 
ordinating Committee  to  help  finance 
its  second-year  program  dealing  with 
drug  abuse  and  prevention.  The  Moody 
Foundation  provided  $36,075  to  initi- 
ate the  program  in  1970. 

The  Denton  State  School  received 
$114,887  to  help  finance  the  second 
year  of  a research  project  establishing 
a genetic  counseling  program  to  dis- 
cover new  methods  of  preventing  men- 
tal retardation. 

Overall,  four  educational  projects 
received  $499,270,  six  health  pro- 
grams received  $336,700,  four  hu- 
manities projects  received  $130,500, 
four  community  development  organi- 
zations were  granted  $144,005,  and 
two  science  projects  were  awarded 
$139,887  by  the  foundation. 

Dr.  Brandt  gets  new  post 
at  UT  Medical  Branch 

Recently  named  as  the  first  associate 
dean  of  clinical  affairs  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston was  Dr.  Edward  N.  Brandt,  Jr., 
who  has  been  serving  as  dean  of 
UTMB’s  graduate  school. 

Dr.  Brandt,  who  is  a top  computer 
specialist,  resigned  from  his  position 
as  dean  of  the  graduate  school  to  ac- 
cept the  newly  created  post,  but  he  will 
continue  to  serve  as  dean  until  a re- 
placement is  located. 

The  new  associate  dean  of  clinical 
affairs  will  “coordinate  those  activities 
which  relate  to  the  clinical  curriculum” 
at  UTMB.  “Essentially,”  he  comment- 
ed, “I  look  upon  this  new  function  as 
an  opportunity  to  be  helpful  to  the  clin- 
ical departments. 

“I  will  be  coordinating  the  clinical 
curriculum — working  with  the  clinical 
staff  to  assist  them  in  their  job  of  edu- 
cating medical  students  and  house 
staff,”  he  said. 

The  curriculum  at  the  Medical 
Branch  has  recently  been  changed,  and 
Dr.  Brandt  explained:  “Basically,  the 
core  portion — the  required  part  of  the 
clinical  curriculum — has  been  com- 
pressed into  one  year.  In  the  second 
year,  the  medical  students  have  a vari- 
ety of  options,  or  tracks,  so  that  they 
may  elect  one  of  the  specialties  earlier 
in  their  training  and  thereby  shorten 
their  total  period  of  formal  education.” 
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MD  astronaut  honored  for 
continuing  medical  study 

Dr.  F.  Story  Musgrave  is  the  first  phy- 
sician astronaut  to  receive  the  Ameri- 
can Medical  Association’s  Physician’s 
Recognition  Award  for  continuing  edu- 
cation, according  to  the  AMA  News- 
letter. 

Dr.  Musgrave,  who  also  holds  mas- 
ters degrees  in  biophysics  and  busi- 
ness administration,  entered  the  astro- 
naut program  in  1967.  He  is  stationed 
at  the  NASA  Manned  Spacecraft  Cen- 
ter in  Houston. 

Increase  in  expenses 
of  hospitals  slows  down 

Hospital  expenses  are  still  on  the  in- 
crease, but  1971  marked  a slowdown 
in  the  rate  of  increase,  according  to 
figures  released  by  the  American  Hos- 
pital Association. 

Total  expenses  for  the  nation’s  com- 
munity hospitals  were  $22.5  billion,  or 
an  increase  of  11%  over  1970  figures, 
according  to  data  compiled  from  a 
sample  of  825  hospitals  out  of  5,859 
community  hospitals  registered  by  the 
AHA.  A year  earlier,  total  expenses  had 
increased  17.5%. 

The  1971  figures  contain  nearly  five 
months  of  experience  under  Phase  1 
and  Phase  2 of  the  Nixon  Administra- 
tion’s Economic  Stabilization  Program. 

The  wage-price  freeze  of  Phase  1 
and  the  current  wage-price  controls  of 
Phase  2 are  having  an  impact  on  both 
payroll  expenses  and  non-payroll  ex- 
penses in  the  nation’s  hospitals.  In 
1971,  payroll  expenses  totaled  $13.03 
billion,  an  increase  of  9.1%  over  1970. 
In  the  previous  year,  payroll  expenses 
increased  15.5%.  In  the  non-payroll 
expense  category,  hospitals  reported 
expenditures  of  $9.46  billion  in  1971, 
or  an  increase  of  13.9%.  In  1970, 
these  non-payroll  expenses  increased 
20.4%  from  the  1969  figure. 

Hospitals  also  experienced  a de- 
crease in  the  rate  of  occupancy,  a siz- 
able drop  in  the  number  of  bassinets 
because  of  the  dropoff  in  the  birth  rate, 
and  a slight  decrease  in  the  average 
length  of  stay  for  patients.  On  the 
other  hand,  the  increase  in  outpatient 
visits  continued  strong,  and  more  Med- 
icare-age patients  were  admitted  in 
1971  than  a year  earlier,  but  they  were 
staying  an  average  of  only  12.2  days 
as  compared  to  12.6  days  in  1970. 

The  average  length  of  stay  for  all 
patients  dropped  slightly  from  7.8  days 
to  7.7  days,  and  the  rate  of  occupancy 


decreased  from  77.6%  to  75.9%. 

Births  in  community  hospitals  in 
1971  totaled  3,162,078,  a 7.4%  de- 
crease from  the  figure  of  3,416,260 
reported  a year  ago.  In  an  effort  to  cut 
costs  in  the  maternity  units,  hospitals 
reduced  their  bassinets  by  4.4%  from 
the  1970  total  of  93,375  to  the  present 
89,420. 

Ambulatory  services  have  been  on 
the  increase  in  community  hospitals 
for  more  than  two  decades,  and  the 
1971  figures  are  an  indication  that  this 
type  of  service  will  continue  to  be  an 
increasingly  large  service  in  the  deliv- 
ery of  health  care.  The  hospitals  in  the 
AHA  survey  reported  a total  of  145.8 
million  outpatient  visits,  compared  to 
the  1970  total  of  136.5  million. 

The  full  report  of  the  National  Hos- 
pital Panel  Survey  is  contained  in  the 
March  16,  1972,  issue  of  Hospitals, 
Journal  of  the  American  Hospital  Asso- 
ciation. 

Foundation  director  leaves 
for  UT  education  post 

The  executive  director  of  the  Central 
Texas  Regional  Medical  Education  Foun- 
dation has  resigned  that  post  to  ac- 
cept the  position  of  assistant  dean  and 
associate  professor  at  The  University 
of  Texas  School  of  Allied  Health  Sci- 
ences in  Galveston. 

Dr.  Robert  A.  Plunkett’s  resignation 
was  effective  on  Jan.  1,  1972.  Dr. 
Plunkett  (PhD)  plans  to  remain  as  a 
consultant  to  the  foundation,  however. 

Formerly  the  director  of  manpower 
training  for  the  Regional  Medical  Pro- 
gram of  Texas,  he  was  the  foundation’s 
first  director.  Dr.  Plunkett  has  worked 
with  various  medical  and  educational 
institutions  in  development  of  medical 
and  allied  health  science  training  pro- 
grams and  has  authored  several  grant 
proposals. 

Shades  of  Hippocrates! 

Tiny  seedlings  from  the  plane  tree  of 
Kos,  under  whose  branches  the  great 
Hippocrates  taught  his  students,  have 
come  to  Tyler,  Texas. 

Thanks  to  Dr.  Norman  E.  Halbrooks, 
the  seedlings  have  been  planted  on  the 
grounds  of  Tyler’s  Medical  Center  Hos- 
pital and  Mother  Frances  Hospital. 

Dr.  Halbrooks  presented  the  trees  to 
the  hospitals  and  the  townspeople  on 
behalf  of  the  alumni  of  The  University 
of  Texas  Medical  Branch  at  Galveston. 
An  anesthesiologist  in  Tyler,  Dr.  Hal- 
brooks is  also  president  of  the  UTMB 
alumni  organization. 


Southwestern  to  set  up 
disease  research  center 

The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  will  establish 
a sophisticated  disease  research  center 
in  Parkland  Memorial  Hospital  with  a 
grant  of  $3,073,791  from  the  National 
Institutes  of  Health,  Dean  Charles  C. 
Sprague  announced  early  last  month. 

The  13-bed  General  Clinical  Research 
Center  will  enable  the  medical  school’s 
scientists  to  perform  delicate  and  com- 
plicated studies  of  the  heart,  lungs, 
bones,  kidneys,  blood,  metabolism,  and 
a host  of  other  functions  in  a strictly 
controlled  manner. 

Patients  will  be  volunteers  with  dis- 
ease problems  who  would  stand  to  ben- 
efit from  research  findings.  There  will 
be  no  hospital  bills. 

The  center  will  be  built  in  approxi- 
mately 5,000  square  feet  on  the  sev- 
enth floor  of  Parkland.  In  return  for  the 
space  and  other  utilities,  the  NIH  grant 
will  reimburse  the  hospital  district  on 
a patient-day  basis. 

"This  is  a very  important  resource 
in  man’s  battle  against  disease,’’  noted 
Dr.  Sprague.  “It  will  provide  the  most 
precise  control  possible  in  performance 
of  the  most  complicated  research  proj- 
ects.” 

The  dean  noted  that  Southwestern 
was  one  of  two  schools  in  the  nation 
awarded  a grant  to  fund  a research 
center. 

Principal  investigator  for  the  center 
is  Dr.  Donald  W.  Seldin,  professor  and 
chairman  of  the  department  of  internal 
medicine  at  the  school.  Director  of  the 
facility  will  be  Dr.  John  M.  Dietschy, 
professor  of  internal  medicine,  and  as- 
sistant director  will  be  Dr.  Robert  N. 
McClelland,  professor  of  surgery. 

"This  will  not  be  a diagnostic  cen- 
ter,” noted  Dr.  Dietschy,  adding,  "We’re 
talking  about  patients  with  diseases  al- 
ready known.  We’ll  have  50  to  70  in- 
vestigators who  may  do  research  on 
the  diseases  or  other  problems  in  the 
facility.” 

Highly  trained  personnel  will  assist 
investigators  in  their  clinical  studies 
and  will  also  be  required  to  provide 
patient  care  services. 

"We’ll  have  six  people  whose  func- 
tion will  be  to  prepare  highly  special- 
ized diets  which,  for  instance,  alter  salt 
or  fat  content.  The  nurses  will  be 
trained  to  perform  the  investigative 
procedures,”  Dr.  Dietschy  said. 

The  unit  will  also  have  its  own  lab- 
oratory facilities. 
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Patients  will  be  admitted  to  the  cen- 
ter only  after  a careful  review  of  the 
research  involved  by  both  center  and 
medical  school  research  committees. 

The  grant — from  the  General  Clini- 
cal Research  Centers  Branch  of  the  Di- 
vision of  Research  Resources  of  NIH — ■ 
will  be  funded  at  the  rate  of  more  than 
a half  million  dollars  a year  over  a five- 
year  period. 

PA  program  set  to  begin 
this  fall  at  Southwestern 

The  North  Texas  area’s  first  baccalau- 
reate program  to  train  generalist  physi- 
cians’ assistants  will  begin  this  fall  at 
the  School  of  Allied  Health  Professions 
at  Dallas.  Announcement  of  the  pro- 
gram was  made  recently  by  Dr.  John 
W.  Schermerhorn  (PhD),  dean  of  the 
school,  which  is  a component  of  The 
University  of  Texas  Southwestern  Medi- 
cal School. 

The  program’s  first  class  of  10  stu- 
dents will  register  Aug.  28-30  and  be- 
gin a two-year  academic  course  of 
study  leading  to  a bachelor  of  science 
degree  in  health  care  sciences.  A sec- 
ond class  of  comparable  size  will  be 
accepted  in  January,  1973. 

To  qualify  for  the  limited  number  of 
openings,  applicants  must  have  com- 
pleted 60  semester  hours  of  college 
work  in  arts  and  sciences.  While  not 
an  actual  prerequisite,  previous  civilian 
or  military  medical  training  and  expe- 
rience also  are  "highly  desirable.” 

The  first  year  of  training — equiva- 
lent of  the  college  junior  year — will 
consist  of  classroom  and  laboratory 
instruction  in  the  basic  medical  sci- 
ences, the  dean  explained.  Courses  will 
include  human  anatomy,  physiology, 
human  growth  and  development,  mi- 
crobiology, and  pharmacology. 

The  program’s  second  year  will  con- 
sist entirely  of  clinical  training  under 
physician  preceptors  in  hospitals,  offi- 
ces, and  group  clinics,  he  said. 

Upon  graduation,  the  physicians’  as- 
sistants will  go  to  work  under  super- 
vision of  primary-care  physicians. 
Among  routine  tasks  they  can  perform 
are  the  taking  of  medical  histories,  ap- 
plying and  removing  casts  and  band- 
ages, giving  physical  examinations,  and 
explaining  diagnostic  procedures  to  pa- 
tients. 

The  assistants  also  could  deliver  rou- 
tine services  to  patients  in  homes,  hos- 
pitals, nursing  homes,  and  other  ex- 
tended care  facilities  at  the  direction 
of  their  supervising  physician.  Dr. 
Schermerhorn  said. 


John  C.  Delahunt,  coordinator  of  the 
physicians’  assistant  program,  explain- 
ed that  the  generalist  nature  of  the 
training  should  best  qualify  the  assist- 
ants to  help  provide  basic  medical  serv- 
ices in  areas  where  they  are  needed 
most — rural  sectors  and  heavily  popu- 
lated urban  centers. 

A survey  by  the  Regional  Medical 
Program  of  Texas  found  that  19  Texas 
counties  have  no  practicing  physicians, 
Delahunt  noted.  And  the  state’s  physi- 
cian-to-population  ratio  in  1970  was 
one  to  1,017,  compared  to  a national 
average  of  one  to  700. 

In  several  Texas  counties,  he  added, 
the  ratio  ranges  up  to  one  doctor  for 
every  3,000  to  5,000  population. 

The  School  of  Allied  Health  Pro- 
fessions envisions  annual  expansion 
of  the  physicians’  assistant  program, 
reaching  the  level  of  40  new  students 
per  year  within  four  years. 

Six  students  in  training 
to  be  clinical  associates 

Six  students,  chosen  from  more  than 
60  applicants,  are  now  studying  to  be- 
come physician’s  assistants  at  The  Uni- 
versity of  Texas  Medical  Branch’s 
School  of  Allied  Health  Sciences  at  Gal- 
veston. 

The  students  began  their  studies 
under  the  clinical  associate  program 
last  September  and  will  pursue  their 
work  for  a total  of  two  years. 

Upon  graduation,  the  student  will  re- 
ceive a bachelor  of  science  degree  and 
a certificate  of  proficiency  in  the  clini- 
cal area  in  which  he  concentrated  dur- 
ing his  senior  year. 

According  to  Dr.  Warren  F.  Dodge, 
chairman  of  the  school’s  department  of 
health  care  sciences,  the  students  are 
“getting  a condensed  course  in  medi- 
cine so  that  they  will  be  able  to  (1) 
assess  the  patient’s  problem  by  per- 
forming a complete  history  and  physi- 
cal examination,  (2)  properly  organize 
the  data  along  with  laboratory  findings, 
(3)  carry  out  certain  diagnostic  and 
therapeutic  procedures,  and  (4)  coordi- 
nate the  participation  of  other  health 
care  technicians  and  assistants.” 

In  order  to  qualify  for  admission  into 
the  program,  applicants  must  (1)  have 
a minimum  of  60  semester  hours  of 
credit  in  specific  courses  with  a mini- 
mum of  2.0  grade  average  earned  at 
any  accredited  junior  college,  college, 
or  university,  (2)  achieve  acceptable 
scores  on  the  admission  test  battery  of 
the  school’s  department  of  health  care 
sciences,  (3)  complete  a personal  inter- 


view with  members  of  the  admissions 
committee  of  the  department  of  health 
care  sciences,  (4)  present  evidence  of 
good  physical  and  mental  health,  and 
(5)  provide  acceptable  letters  of  ref- 
erence. 

Dr.  Robert  K.  Bing  (EdD),  dean  of 
the  School  of  Allied  Health  Sciences, 
explained,  “The  overall  mission  of  this 
program  is  to  prepare  young  men  and 
women  to  assume  leadership  positions 
in  the  health  care  system  of  Texas.” 

He  added,  “Upon  graduation  a year 
and  one-half  from  now,  our  charter 
group  of  clinical  associates  will  be  the 
first  of  their  kind  in  Texas.  From  what 
we  have  observed  of  these  six  ener- 
getic, budding  professionals,  they  will 
make  a significant  contribution  to  the 
health  and  well-being  of  those  patients 
who  come  under  their  care.  They  also 
will  be  of  great  assistance  to  the  phy- 
sicians who  employ  them.” 

The  first  class  of  clinical  associates 
includes  Sandra  K.  Heard  of  Orange, 
Katheleen  Lester  of  Rockdale,  Lillian 
Stanford  of  Weslaco,  Richard  W.  Hall 
of  Jacksboro,  Byron  Williams  of  Austin, 
and  John  W.  Young,  Jr.,  of  Galveston. 

Texas  coeds  participate 
in  national  AMA  session 

Gathering  information  from  sessions  of 
the  recent  National  Congress  on  the 
Quality  of  Life,  sponsored  by  the  Amer- 
ican Medical  Association,  were  four 
Texas  coeds  who  strongly  believe  that 
improving  the  quality  of  life  is  an  im- 
portant and  interesting  subject. 

In  fact,  reported  the  April  3,  1972, 
issue  of  American  Medical  News,  the 
coeds,  all  of  whom  are  students  at  Sam 
Houston  State  University  in  Huntsville, 
felt  that  the  subject  was  so  important 
and  interesting  that  they  paid  their  own 
expenses  to  attend  the  AMA  session  in 
Chicago,  III. 

According  to  their  professor.  Dr. 
Ruth  Cady  (PhD),  a professor  of  health 
education,  the  students  decided  to  go 
to  the  meeting  and  observe  the  pro- 
ceedings in  hopes  that  the  information 
they  could  gather  would  be  helpful  in 
planning  a quality  of  life  seminar  at 
Sam  Houston  in  the  near  future. 

The  coeds,  either  health  education 
or  physical  education  majors,  were 
among  170  students  whose  registration 
fees  for  the  conference  were  paid  by 
the  AMA. 

Participating  Texas  students  includ- 
ed Pauline  Mladenka,  a junior;  Marsha 
Strauss,  a senior;  Pam  Pinson,  a sopho- 
more; and  Marilon  Morgan,  a junior. 
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Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  1 1 5 mg 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  Bn 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


0 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains: 

Vitannin  C (Ascorbic  Acid) 

600  mg. 

Vitannin  Bi2  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  EfcZ-AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 

Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 

Sulfosuccinate  U.S.P. 

50  mg. 

Dosage;  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions:  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  B12  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestatioris  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 


Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 

Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effects  of  iron. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  1 0965  421-1 
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Board  of  Health  okays 
Hill-Burton  allocations 

The  Texas  State  Board  of  Health  has 
approved  several  million  dollars  worth 
of  Hill-Burton  loan  and  grant  alloca- 
tions since  the  beginning  of  this  year. 

Facilities  given  loans  of  federal  mon- 
ies under  the  Hill-Burton  program  for 
various  projects  include  the  following: 
Texas  Medical  Center  Laundry,  Hous- 
ton, project  cost — $3,008,117,  loan — 
$2,667,306. 

Scott  and  White  Memorial  Hospital, 
Temple,  project  cost — $4,100,000,  loan 
—$2,500,000. 

Henderson  Memorial  Hospital,  Hender- 
son, project  cost — $2,835,000,  loan — 
$1,500,000. 

Eastland  Memorial  Hospital,  Eastland, 
project  cost — $1,790,345,  loan — $1,- 

625.000. 

Freestone  County  Hospital,  Fairfield, 
project  cost — $1,560,000,  loan — $520,- 
000. 

Heart  of  Texas  Memorial  Hospital, 
Brady,  project  cost — $1,814,500,  loan 
— $902,250. 

Decatur  Hospital  Authority,  Decatur, 
project  cost — $1,600,900,  loan — $1,- 

300.000. 

Bailey  County  Hospital  District,  Mule- 
shoe,  project  cost — $1,875,000,  loan — 
$1,587,500. 

Red  River  County  Hospital,  Clarksville, 
project  cost — $2,852,000,  loan — $2,- 

500.000. 

Marshall  Memorial  Hospital,  Marshall, 
project  cost — $4,655,000,  loan — $3,- 
000,000. 

Nocona  Hospital  Authority,  Nocona, 
project  cost — $1,002,000,  loan — $400,- 
000. 

King’s  Daughters  Hospital,  Temple, 
project  cost — $4,214,814,  loan — $3,- 
021,064. 

Richards  Memorial  Hospital,  Rockdale, 
project  cost — $1,448,000,  loan — $1,- 

269.000. 

St.  Anthony’s  Hospital,  Amarillo,  proj- 
ect cost — $1,200,000,  loan — $1,080,- 
000. 

Mercy  Hospital,  Laredo,  project  cost — 
$1,930,000,  loan — $1,737,000. 
Lutheran  General  Hospital,  San  An- 
tonio, project  cost — $6,716,000,  loan 
— $5,000,000. 

Santa  Rosa  Hospital,  San  Antonio,  proj- 
ect cost — $898,800,  loan — $800,000. 
Southwest  Texas  Methodist  Hospital, 
San  Antonio,  project  cost — $1,246,500, 
loan — $872,550. 

South  Randall  County  Hospital,  Can- 
yon, project  cost — $1,600,000,  loan — 


$1,100,000. 

All  Saints  Hospital,  Fort  Worth,  project 
cost — $3,151,000,  loan — $2,800,000. 
John  Peter  Smith  Hospital,  Fort  Worth, 
project  cost — $8,945,105,  loan — $5,- 
000,000. 

Methodist  Hospital,  Lubbock,  project 
cost — $13,309,458,  loan — $5,000,000. 
Presbyterian  Hospital,  Dallas,  project 
cost — $5,153,000,  loan — $2,500,000. 
St.  Joseph  Hospital,  Paris,  project  cost 
—$1,000,000,  loan — $900,000. 

Jewish  Home  for  the  Aged,  Houston, 
project  cost — $5,491,335,  loan — $2,- 

500,000. 

Brownwood  Community  Hospital, 
Brownwood,  project  cost — $1,987,100, 
loan — $953,000. 

Grants  of  Hill-Burton  federal  monies 
likewise  totaled  several  million  dollars 
for  Texas  medical  facilities.  Those  re- 
ceiving grants  were: 

Eastside  Neighborhood  Health  Clinic, 
San  Antonio,  project  cost — $125,000, 
grant — $12,500. 

Southwest  Branch  Public  Health  Cen- 
ter, San  Antonio,  project  cost — $930,- 
000,  grant — $93,000. 

Riverside  Neighborhood  Health  Center, 
Houston,  project  cost — $800,000,  grant 
$80,000. 

Govalle  Community  Health  Center,  Aus- 
tin, project  cost — $300,000,  grant — 
$30,000. 

Mercy  Hospital,  Jourdanton,  project 
cost — $500,000,  grant — $200,000. 
Hermann  Hospital,  Houston,  project 
cost — $2,490,000,  grant — $1,000,000. 
Lubbock  County  Hospital  District, 
Teaching  Hospital,  Lubbock,  project 
cost— $17,441,910,  grant — $1,000,- 

000. 

Johns  Community  Hospital,  Taylor, 
project  cost — $2,561,000,  grant — $1,- 
000,000. 

Eagle  Lake  Community  Hospital,  Eagle 
Lake,  project  cost — $1,200,000,  grant 
— $600,000. 

Spohn  Hospital,  Corpus  Christi,  project 
cost— $500,000,  grant— $250,000. 
Henderson  County  Memorial  Hospital, 
Athens,  project  cost — $2,521,000, 
grant — $900,000. 

Karnes  County  Hospital  District,  Karnes 
City,  project  cost — $1,760,000,  grant 
—$606,000. 

Eastland  Memorial  Hospital,  Eastland, 
project  cost — $1,790,345,  grant — 
$160,000. 

M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute, Houston,  project  cost — $14,- 

774,000,  grant — $1,000,000. 

Moody  House,  Galveston,  project  cost 


—$1,058,800,  grant— $529,400. 

Dallas  Society  for  Crippled  Children, 
Dallas,  project  cost — $1,068,525,  grant 
—$534,263. 

The  Texas  State  Board  of  Health 
also  set  aside  other  grant  funds  for 
possible  future  allocation  to  medical 
facilities  for  12  additional  projects: 
Starr  County  Memorial  Hospital,  Rio 
Grande  City,  project  cost — $1,500,000, 
possible  grant — $360,000. 

Starr  County  Memorial  Hospital,  Rio 
Grande  City,  project  cost — $1,500,000, 
possible  grant — $675,000. 

Starr  County  Memorial  Hospital,  Rio 
Grande  City,  project  cost — $1,500,000, 
possible  grant — $315,000. 

Poteet  Community  Hospital,  Poteet, 
project  cost — $38,000,  possible  grant 
—$19,000. 

Henderson  County  Memorial  Hospital, 

Athens,  project  cost — $300,000,  possi- 
ble grant — $100,000. 

Radiation  Center,  Fort  Worth,  project 
cost — $350,000,  possible  grant — 
$175,000. 

El  Paso  Radiation  Foundation,  El  Paso, 
project  cost — $944,900,  possible  grant 
—$472,450. 

Riverside  Neighborhood  Health  Center, 

Houston,  project  cost — $800,000,  pos- 
sible grant — $320,000. 

San  Jose  Clinic,  Houston,  project  cost 
— $250,000,  possible  grant — $125,- 
000. 

Govalle  Community  Health  Center,  Aus- 
tin, project  cost — $300,000,  possible 
grant — $120,000. 

Eastside  Neighborhood  Health  Clinic, 
San  Antonio,  project  cost — $125,000, 
possible  grant — $50,000. 

Southwest  Branch  Public  Health  Cen- 
ter, San  Antonio,  project  cost — $930,- 
000,  possible  grant — $372,000. 

Plea  made  for  rational 
use  of  hexachlorophene 

Hexachlorophene  has  an  unequalled 
record  of  safety  and  effectiveness  and 
is  urgently  needed  in  health  care,  ac- 
cording to  an  editorial  in  a recent  issue 
of  the  Journal  of  the  American  Medical 
Association. 

Dr.  Naomi  M.  Kanof,  author  of  the 
editorial  and  chairman  of  the  AMA’s 
committee  on  cutaneous  health  and 
cosmetics,  urged  the  Food  and  Drug 
Administration  to  reconsider  its  pro- 
posed new  regulations,  which  will  re- 
strict the  use  of  hexachlorophene,  “in 
view  of  the  absence  of  a comparably 
effective  and  safe  substitute.” 

Some  question  has  been  raised  as  to 
the  safety  of  the  pvopular  antibacterial 
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and  preservative  substance,  which  is 
currently  found  in  untold  numbers  and 
kinds  of  consumer  goods,  because  cer- 
tain studies  have  implicated  hexachlor- 
ophene  in  the  destruction  of  brain 
cells  when  absorbed  through  damaged 
or  infant  skin  in  large  amounts. 

The  editorial  pointed  out  that  "hexa- 
chlorophene  fills  a health  need  with 
scientifically  documented  effective- 
ness.” It  has  nearly  eliminated  diar- 
rheal deaths  in  newborn  infants,  re- 
ported Dr.  Kanof,  and  has  significantly 
reduced  hospital  staphylococcus  infec- 
tions. 

There  is  no  need  to  wash  normal 
newborn  infants  with  the  antibacterial 
agent.  Dr.  Kanof  advised.  Contamina- 
tion in  hospital  nurseries  can  be  con- 
trolled, she  said,  by  using  hexachloro- 
phene  on  the  sources  of  infection. 

The  JAMA  editorial  also  criticized 
the  FDA  for  taking  insufficient  notice 
of  the  intended  use  of  products  con- 
taining hexachlorophene  and  for  failing 
to  propose  compulsory  labeling  for  the 
protection  of  the  consumer.  It  conclud- 
ed by  urging  the  FDA  to  be  “mindful 
of  the  need  to  protect  the  allergically 
sensitized  consumer — with  suitable  in- 
gredient disclosure.” 

The  AMA  committee  on  cutaneous 
health  and  cosmetics  held  a special 
consumers  session  on  April  22  in  New 
York  City  to  discuss  the  health  aspects 
of  cosmetics  and  their  ingredients,  in- 
cluding hexachlorophene. 

Magazine  describes  hectic 
pace  set  by  Roma  GP 

The  hectic  hours  in  a day  in  the  life  of 
Roma  general  practitioner  Dr.  Mario 
Ramirez  are  outlined  in  the  March, 
1972,  issue  of  Alcalde,  the  magazine 
for  alumni  of  The  University  of  Texas 
at  Austin. 

Author  Roger  C.  Williams  vividly  de- 
scribes the  myriad  jobs  that  Dr.  Rami- 
rez attends  to  each  day.  Dr.  Ramirez, 
who  has  been  an  active  member  of  the 
Texas  Medical  Association  for  many 
years,  also  serves  as  Starr  County 
judge,  member  of  the  American  Medi- 
cal Association’s  committee  on  health 
care  of  the  poor,  and  member  of  an 
ad  hoc  committee  on  the  professions 
of  the  US  Department  of  Health,  Edu- 
cation, and  Welfare. 

The  Roma  family  physician  has  also 
been  president  of  the  Roma  Chamber 
of  Commerce,  the  Hidalgo-Starr  County 
Medical  Society,  and  the  Valley  Chap- 
ter of  the  Texas  Academy  of  Family 
Physicians.  A past  member  of  the  Gov- 


ernor’s Committee  on  Mental  Retarda- 
tion and  Tuberculosis,  Dr.  Ramirez  has 
received  a special  citation  from  the 
Surgeon  General  for  his  leadership  in 
providing  care  for  the  18,000  refugees 
in  Roma  and  Rio  Grande  City  during 
Hurricane  Beulah.  He  is  also  owner/ 
operator  of  Ramirez  Memorial  Hospital. 

The  article  notes  that  "although 
Roma  has  maintained  a population  of 
approximately  1,000  for  decades,  the 
doctor  now  has  active  records  on  about 
10,000  patients,  and  for  years  has 
found  it  necessary  to  work  sixteen  and 
eighteen  hour  days  just  to  stay  even.” 

Williams  concludes  on  this  note: 
“Too  many  of  the  young  people,  he 
feels,  have  used  their  education  to  es- 
cape and  not  enough  have  come  back 
to  Roma  and  Rosita  and  Rio  Grande 
City  and  Garciasville.  Mario  Ramirez  is 
one  who  did  not  escape;  and  if  many 
more  like  him  come  back  with  the  same 
kind  of  skills  and  the  same  kind  of 
dedication,  Roma,  with  its  200-year-old 
church  square,  will  be  a good  place 
for  a family  to  invest  a few  more  gen- 
erations.” 

Review  session  scheduled 
for  rheumatology  exams 

The  American  Rheumatism  Association 
Section  of  The  Arthritis  Foundation  is 
offering  a review  session  in  rheumatol- 
ogy to  physicians  who  wish  to  take  the 
subspecialty  examinations  for  certifica- 
tion in  rheumatology  being  given  for 
the  first  time  this  year  by  the  American 
Board  of  Internal  Medicine  on  Oct.  17, 
1972. 

The  review  session,  which  will  be 
open  to  all  interested  in  furthering  their 
knowledge  of  rheumatic  diseases,  will 
be  held  Saturday,  June  10,  1972,  at 
the  Fairmont  Hotel  in  Dallas,  in  con- 


junction with  the  annual  meeting  of 
the  American  Rheumatism  Association. 

Registration  fee  for  the  session  is 
$50  (including  luncheon).  Send  reser- 
vations to:  Executive  Secretary,  Ameri- 
can Rheumatism  Association  Section, 
The  Arthritis  Foundation,  1212  Avenue 
of  the  Americas,  New  York,  N.Y.  10036, 
no  later  than  May  25,  1972. 

Maternal  death  study 
proceedings  'privileged’ 

Information  on  maternal  deaths  provid- 
ed by  physicians  to  the  Texas  Medical 
Association’s  Committee  on  Maternal 
Health  is  not  considered  “privileged,” 
but  “such  studies  shall  not  subject  the 
organizations  or  individuals  participat- 
ing to  legal  liability  for  damages,”  re- 
ports TMA  assistant  legal  counsel  Sam 
V.  Stone,  Jr. 

In  response  to  several  questions  on 
the  matter,  Mr.  Stone  explained  that 
section  3 of  Article  4447d,  Revised 
Civil  Statutes  of  Texas,  which  was 
passed  in  1969,  protects  from  liability 
“any  person,  hospital,  medical  society, 
or  other  agency,  person,  or  group  who 
furnish  data  relating  to  the  condition 
and  treatment  of  patients  to  the  Health 
Department,  medical  organizations, 
hospitals,  and  hospital  committees  to 
be  used  in  the  study  of  morbidity  and 
mortality.” 

In  addition,  section  3 of  this  article 
states  specifically  that  the  records  or 
proceedings  of  such  committees  con- 
cerned with  study  of  mortality  and  mor- 
bidity shall  be  used  only  in  the  proper 
functions  of  the  committee  and  shall 
not  be  a matter  of  public  record.  The 
section  adds  that  no  physician  or  hos- 
pital who  furnishes  information  to  such 
committees  can  be  held  liable  for  dam- 
ages, reported  Mr.  Stone. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 


comparison  purposes  only.  Most  daily 

newspapers 

list  up-to-the- 

minute  values 

on  mutual  funds.) 

Original 

Net  asset 

price 

, value 

per  share n 

Investment  media 

9-30-68 

3-30-72 

3-30-72=" 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$12.62 

$12.62 

Loomis-Sayles  Capital  Development  Fund 

14.20 

13.54 

15.68 

T.  Rowe  Price  Growth  Stock  Fund 

25.93 

31.93 

35.48 

Loomis-Sayles  Mutual  Fund 

16.82 

15.54 

19.41 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

23.23 

29.50 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

11.16 

11.16 

“"Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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The  crucial  experiment:  conve  rsion 
of  6-aminopenicillanic  acid 
(6-APA)  into  benzylpenicilHn  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescribe  the  discoverer’s  brands: 

Totacillin*  ampicillin  trihydrate  - 
Pyopeif  disodium  carbenicillin 
Bactociir  sodium  oxacillin 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol, Tennessee  37620 


□Totacillin  (ampicillin  trihyclrate)  capsules  equivalent  to  2 50  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin.  OPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  DBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 


When  the 

G.I.  bug  hitsTexas... 
these  Texans  are  here 


Gary  Herber 


Kent  Orysdale 


Dick  Seidler 


Jin  Oevine 


Ray  Jones 


Charlie  Quick 


Don  Preston 


Jim  Polian 


Hank  Bostick 


BobLakinX  LeS  Scarbrough 


For  quick  relief  of 

G.I.  cramping  and  diarrhea 


■ pleasant-tasting  creamy-white  suspension 

■ contains  paregoric  (equivalent) 


■ controls  diarrhea  and  colicky  cramps 

■ effective  for  all  ages  down  to 
one  year 


Supplied  in  bottles  of  4 and  8 fluid  ounces. 
Contains  opium  (14  grain)  1 5 mg.  per  fluid  ounce. 

Warning:  May  be  habit  forming. 

Each  fluid  ounce  contains:  Paregoric  (equivalent) 
(1  fl.  dram)  3.7  ml.;  Pectin  (21/2  grains)  162  mg.; 
Kaolin  (85  grains)  5.5  g.; (Alcohol  0.69%). 

Your  Rorer  representative  will  call  on  you 
soon  with  an  ample  supply  of  Parepectolin® 
samples  to  meet  your  needs. 


WILLIAM  H.  RORER,  lINC. 

Fort  Washington,  Pa.  19034 


R 

O 

RORER 

E 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  qonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male'"' 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ® 1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo- 
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Irobkin' 

sterile  spectinomycin  dihydrochloride 
pentahydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


Note;  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  beclosely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  ^^Diognosis  was  confirmed  by  cultural  identitication  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 

follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  s 


globin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Mo/e  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Female  — single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder  — for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Put  the  bite  on 
Uncle  Sam  for  a change. 

Sell  your  equipment  to  us,  and  we  ll  lease  it  back  to  you.  Or,  if  you  want  new  equip- 
ment, we  ll  buy  what  you  specify  and  lease  that  to  you. 

Your  lease  payments  will  be  100%  deductible  on  your  income  tax.  Which  is  how 
you  put  the  bite  on  Uncle  Sam. 

Not  only  that,  you’ll  get  cash  for  the  equipment  you  sell  us.  And  increase  your  future 
cash  availability  for  investments,  since  lease  payments  usually  are  lower  than  loan 
payments.  You  won’t  have  to  pay  insurance  premiums  on  your  equipment.  Or  ad 
valorem  taxes.  Or  worry  about  disposing  of  old  equipment.  Those  expenses  and 
worries  will  be  ours. 

Leasing  requires  no  down  payment,  so  a young  doctor  can  establish  his  practice 
with  minimum  capital.  And  the  established  doctor  can  maintain  modern  and 
sophisticated  equipment  with  ease.  For  details,  call  817/336-2938. 


fy  DSI  LEASING,  INC. 

1 527  Fort  Worth  National  Building  Fort  Worth,  Texas  76102  81  7/336-2938 
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TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  RED  RIVER 
CHAPTER;  GRAYSON  COUNTY  MEDICAL  SOCIETY 

Holiday  Inn  in  Sherman  will  host  the  June  11  joint  meeting 
of  the  Ked  River  Chapter,  Texas  Academy  of  Family  Physicians 
and  the  Grayson  County  Medical  Society.  Guest  speakers  will 
be  Dr.  Cecil  B.  Jacobson,  assistant  professor,  department  of 
obstetrics  and  gynecology,  George  Washington  University 
School  of  Medicine,  Washington,  DC;  Dr.  Perry  Scott  Mac  Neal, 
Pennsylvania  Hospital  and  Benjamin  Franklin  Clinic,  Philadel- 
phia; and  Dr.  Edward  Stainbrook,  professor  and  chairman,  de- 
partment of  human  behavior.  University  of  Southern  California 
School  of  Medicine,  Los  Angeles.  Topics  of  their  presentations 
are  environmental  influences  on  future  generations,  obstetrical 
and  gynecological  problems  related  to  our  current  environment, 
the  morale  of  medicine,  primum  non  nocere,  psychological  as- 
pects of  the  physician  as  he  relates  to  other  doctors,  and  the 
physician’s  emotional  responses  in  relating  to  patients. 
Contact:  Dr.  M.  Young  Stokes,  III,  331  W.  Morton  St.,  Denison 
75020,  program  committee  chairman. 

AMERICAN  MEDICAL  ASSOCIATION 

Highlights  of  the  scientific  program  during  the  AMA’s  121st 
annual  convention  in  San  Francisco,  June  18-22,  include:  A. 
panel  discussion  on  carcinoma  of  the  breast  to  study  the  merits 
of  limited  surgical  procedures  in  breast  cancer;  a symposium  on 
antibiotics  in  perspective,  cosponsored  by  the  Section  on  Clinical 
Pharmacology  and  the  US  Food  and  Drug  Administration;  a 
symposium  on  shoulder-arm  pain ; a program  on  venereal  disease 
treatment,  featuring  presentations  on  the  use  of  spectinomycin 
for  treating  acute  gonorrhea  and  the  management  of  five  epi- 
demic anogenital  dermatoses  of  young  people;  discussions  on 
topics  of  premarital  counseling  and  examination,  the  confused 
child  and  the  problem  parent,  and  patients  with  marital  prob- 
lems during  the  program  of  the  Section  on  Family  and  General 
Practice;  a symposium  on  prescribing  for  children  and  pregnant 
women,  covering  drug  therapy  for  the  neonate;  and  a session 
covering  the  pharmacologic,  law  enforcement,  legislative,  and 
treatment  strategies  for  coping  with  drug  abuse.  Postgraduate 
courses,  which  will  be  offered  this  year  for  the  first  time,  include 
“Primary  Treatment  of  Injuries  of  the  Hand,”  “Antibiotics  in 
Clinical  Practice,”  “Advances  in  Diagnosis  and  Treatment  of 
Liver  Disease,”  “Management  of  Acute  Respiratory  Failure,” 
“Demonstration  and  Discussion  of  Experiential  Learning  in- 
cluding Sensitivity  Training,”  “Dermatology  for  Non-Derma- 
tologists,” and  “Office  and  Hospital  Management  of  Anorectal 
Disease.” 

Contact:  AMA,  535  N.  Dearborn  St.,  Chicago  60610. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


AMERICAN  COLLEGE  OF  SURGEONS, 
NORTH  TEXAS  CHAPTER,  is  scheduled 
to  meet  May  20  at  the  Chaparral  Club  in 
Dallas,  Guest  speakers  will  be  Dr,  William 
A,  Altemeier,  Department  of  Surgery,  Uni- 
versity of  Cincinnati  College  of  Medicine; 
and  Dr.  Edwin  W.  Gerrish,  Assistant  Di- 
rector of  Assembly,  American  College  of 
Surgeons,  Chicago,  A panel  session  on  Sur- 
gical Infections  is  scheduled,  in  addition  to 
presentations  on  “Neonatal  Gastric  Perfor- 
ation and  Necrosis:  Ninety-five  Percent,” 
“Recent  Developments  in  the  Diagnosis  and 
Surgical  Management  of  Hyperparathyroid- 
ism,” “Effects  of  Various  Suture  Materials 
on  the  Production  of  Peritoneal  Adhesions 
— An  Experimental  Study,”  “Jejunal  Re- 
versals for  Dumping  and  Vagotomy  Diar- 
rhea,” “Current  Diagnostic  Methods  in 
Suspected  Bronchogenic  Carcinoma,”  “Vil- 
lous Tumors  of  the  Colon,”  and  “The  Role 
of  Surgery  in  Fever  of  Unknown  Origin,” 
Contact:  Dr,  Ronald  C,  Jones,  Department 
of  Surgery,  UT  Southwestern  Medical 
School  at  Dallas,  5323  Harry  Hines  Blvd,, 
Dallas  75235,  program  chairman, 

DIGESTIVE  DISEASE  WEEK,  May  21-27, 
will  provide  a week-long  opportunity  of 
varied  postgraduate  education  in  gastro- 
enterology. Continuous  scientific  programs 
of  the  American  Gastroenterological  Asso- 
ciation, American  Society  of  Gastrointes- 
tinal Endoscopy,  American  Association  for 
the  Study  of  Liver  Diseases,  and  Gastro- 
enterology Research  Group  are  scheduled 
at  the  Fairmont  Hotel  in  Dallas,  Included 
in  the  educational  programs  are  a course 
on  the  pancreas:  a symposium  on  the 
mechanisms  of  trans-membrane  movement 
in  the  intestine;  research  forums  on  ab- 
sorption, liver,  secretion,  biliary  tract  and 
bile  salts,  and  motility:  and  clinical  sym- 
I)Osia  on  peptic  ulcer  surgery,  biliary 
tract  diagnostic  procedures,  immunoglobu- 
lins and  the  gut,  and  supplemental  alimen- 
tation, Contact:  Dr.  N.  C.  Hightower,  Scott 
and  White  Clinic,  Temple  76601,  President, 
American  Gastroenterological  Association. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses  on  p.  39. 
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HARRIS  COUNTY  MEDICAL  SOCIETY 
and  American  Medical  Association  will  pre- 
sent the  First  National  Symposium  on 
Community  Emergrency  Medical  Services. 
May  26-27,  at  the  Astroworld  Hotel  in 
Houston.  The  ^oals  of  the  symposium  are 
to  explore  how  a community  can  develop  a 
comprehensive  emergency  medical  program, 
to  review  the  role  of  local,  state  and  na- 
tional medical  organizations  in  the  devel- 
opment of  these  programs,  and  to  assess 
the  resources  available  to  accomplish  the 
goals.  How  to  reach  the  community,  the 
role  of  local  and  state  health  departments, 
the  role  of  the  Department  of  Health, 
Education  and  Welfare,  development  and 
design  of  the  emergency  center,  the  devel- 
opment and  future  of  emergency  room  phy- 
sicians, and  communications  systems  are 
among  subjects  to  be  covered.  Contact: 
Harris  County  Medical  Society,  400  Jesse 
H.  Jones  Library  Bldg.,  Texas  Medical 
Center,  Houston  77026. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  CANCER  SOCIETY,  INC., 
will  present  a National  Conference  on 
Cancer  Chemotherapy  at  the  Biltmore  Ho- 
tel, New  York  City,  June  1-3.  The  con- 
ference is  cosponsored  by  the  National 
Cancer  Institute,  and  is  designed  to  pre- 
sent to  the  medical  and  related  profes- 
sions the  most  recent  advances  in  the 
clinical  application  of  chemotherapeutic 
agents  in  the  management  of  cancer. 
Contact:  Dr.  Sidney  L.  Arje,  219  E.  42nd 
St.,  New  York  10017,  coordinator. 


AMERICAN  CANCER  SOCIETY,  INC., 
announces  its  National  Conference  on  Hu- 
man Values  and  Cancer,  June  22-24,  at 
the  Regency  Hyatt  House  in  Atlanta.  The 


conference  will  be  divided  into  sessions 
on  “The  Adult  with  Cancer,”  “Adapta- 
tion to  Cancer — The  Return  to  Society,” 
“The  Child  with  Cancer,”  “The  Patient 
and  the  American  Cancer  Society,”  and 
“Auxiliary  Service  Programs.”  Contact: 
Dr.  William  M.  Markel,  219  E.  42nd  St., 
New  York  10017. 


AMERICAN  PHYSICAL  THERAPY  AS- 
SOCIATION has  scheduled  its  49th  an- 
nual conference  in  Las  Vegas,  June  9-15. 
Special  interest  papers,  original  investi- 
gative studies,  and  instructional  courses 
will  be  presented.  Presentations  will  in- 
clude “Shortwave,  Microwave,  Ultrasound: 
New  Concepts  in  Therapeutic  Applica- 
tion,” “Upper  Extremity  Evaluation  and 
Treatment,”  “Management  of  Patients 
with  Myelomeningocele,”  “Sensory  Inte- 
gration Disorders,”  and  “The  Effect  of 
Stress  on  Soft  Tissue  of  the  Feet— 
Physiology  and  Evaluation.”  Also  sched- 
uled is  a Proprioceptive  Neuromuscular 
Facilitation  Workshop.  Contact:  Royce  P. 
Noland,  1156  15th  St.,  NW,  Washington, 
DC  20005,  executive  director. 


AMERICAN  PROCTOLOGIC  SOCIETY 
announces  its  71st  annual  meeting  at  the 
Waldorf-Astoria  Hotel  in  New  York  City, 
June  11-14.  Presentations  during  the  sci- 
entific sessions  will  be:  “Review  of  Epi- 
demiological Findings  in  Cancer  of  the 
Colon  and  Rectum,”  "Squamous  Cell  Car- 
cinoma of  the  Anal  Canal,”  “The  Surgi- 
cal Management  of  Large  Villous  Tumors 
of  the  Rectum,”  “Carcinoma  of  the  Colon,” 
“Ovarian  Metastases  from  Colorectal  Car- 
cinoma,” “Subcutaneous  Emphysema  of 
Gastrointestinal  Origin,”  “Fiberoptic  Co- 
lonoscopy,” “Newer  Technique  in  Radio- 
logic  Examination  of  the  Colon,”  “Post- 
partum Hemorrhoidectomy,”  and  “Colon 
and  Rectal  Complications  of  Kidney  Trans- 
plantations.” Symposia  will  cover  immu- 
nology and  colon  cancer,  newer  diagnos- 


tic techniques,  and  diverse  methods  of 
managing  hemorrhoids.  Contact:  Harriette 
Gibson,  320  W.  Lafayette,  Detroit  48226, 
administrative  secretary. 


AMERICAN  THORACIC  SOCIETY,  meet- 
ing concurrently  with  National  Tubercu- 
losis and  Respiratory  Disease  Association, 
May  21-24  in  Kansas  City,  Mo.,  has  sched- 
uled panel  discussions  on  immunologic 
respiratory  defenses,  pharmacodynamics  of 
antituberculosis  drugs,  newer  develop- 
ments in  mechanics  of  respiration,  adult 
respiratory  distress  syndrome,  and  role  of 
anaerobic  bacteria  in  pleuropulmonary  in- 
fections. Subjects  to  be  explored  in  scien- 
tific assemblies  are  tuberculosis,  pediatric 
respiratory  disease,  microbiology  and  im- 
munology, and  respiratory  structure  and 
function:  general  physiology,  experimen- 
tal models,  metabolism,  ultrastructure,  and 
mechanics.  Also  planned  is  a symposium 
on  “Pediatric  Origins  of  Adults’  Respira- 
tory Diseases.”  Contact:  Robert  G.  Wey- 
mueller,  1740  Broadway,  New  York  10019, 
executive  secretary. 


NATIONAL  TUBERCULOSIS  AND  RES- 
PIRATORY DISEASE  ASSOCIATION, 
meeting  in  Kansas  City,  Mo.,  May  21-24, 
will  offer  scientific  sessions,  public  health 
sessions,  and  a session  on  nursing.  Trans- 
portation and  the  environment,  the  smok- 
ing dilemma,  tuberculosis  control  pro- 
grams: evaluation  and  planning  in  the 
1970’s,  and  air  conservation  will  be  studied 
during  the  public  health  session.  Topics  for 
the  scientific  sessions  are  respiratory  struc- 
ture and  function,  microbiology  and  im- 
munology, clinical  problems  in  respiratory 
disease,  pediatrics,  and  tuberculosis.  The 
emphasis  of  the  nursing  session  will  be  on 
the  clinical  role  of  the  nurse,  with  partic- 
ular consideration  of  the  communication 
and  teaching  aspects.  Contact:  Dr.  Robert 
J.  Anderson,  1740  Broadway,  New  York 
10019,  managing  director. 
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TEXAS  MEDICINE 


rheumatoid  arthritic  blowup ... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
LyelTs  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  compiete  detaiis,  inciuding  dosage,  p/ease  see 
fuii  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA.8356 -9 


Though  Talwin®  can  be  compared 
to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
for  prolonged  periods  face  fewer  of 
the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Tsdwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information. ) 


- ® 


brand  of 


(as  hydrochloride) 


a new  outlook  in 
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Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used'with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


^ pain 

of  moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established.  i 

Adverse  Reactions:  Reactions  reported  after  oral  administration! 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently] 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea.! 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi-  I 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  with  i 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in  I 
this  age  group  is  not  recommended.  j 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwini 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


1^/Mrop  Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 


50  mg.  Tablets 


Talwin' 

brand  of  ^ 

pentazocine 

the  long-range  analgesic 


(as  hydrochloride) 


MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  MAY 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC, 
May  21-26,  1972.  Dr.  C.  D.  Cook,  333  Cedar  St,,  New 
Haven,  Conn.  06514,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Caribbean,  May  20-27,  1972.  Dallas  F. 
Whaley.  29  E.  Madison,  Suite  812,  Chicago  60602,  Exec. 
Dir. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  Wash- 
ington, DC,  May  22-25,  1972.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 


JUNE 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  Chicago, 
June  12-14,  1972.  Dr.  Samuel  A.  Trufant,  Cincinnati 
General  Hospital,  Cincinnati  45229,  Exec.  Sec. 

■ AMERICAN  RHEUMATISM  ASSOCIATION,  Dallas, 
June  7-10.  1972.  Lynn  Bonfiglio,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION,  San  Diego,  June 
11-15,  1972.  Helen  Brown  Schmidt,  919  N.  Michigan 

Ave.,  Chicago  60611,  Exec.  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  21-22,  1972.  F.  C.  Schmidt,  1764  Gilpin,  Denver 
80212,  Exec.  V-Pres. 

SOCIETY  OF  NUCLEAR  MEDICINE,  Boston,  July  11-14, 
1972.  Margaret  Glos,  211  E.  43rd  St.,  New  York  10017, 
Admin.  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Ft. 
Worth,  July  23-26,  1972.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 


AUGUST 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Aspen,  August,  1972.  Dr.  Eric  G.  Comstock,  PO  Box  2666, 
Houston  77001,  Exec.  Dir. 


AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Denver,  Aug.  19-22,  1972. 

Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Officer. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, DC,  Aug.  27-Sept.  2,  1972.  Lois  J.  James,  30  N. 
Michigan  Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE. Denver,  Aug.  23-25,  1972.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Officer. 

AMERICAN  HEALTH  CONGRESS,  Chicago,  Aug.  7-10, 
1972.  Daniel  S.  Schechter,  840  N.  Lake  Shore  Dr..  Chi- 
cago 60611,  Prog.  Chrmn. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  Georgia, 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd..  Lake  Bluff,  111.  60044,  Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  York  City,  Sept.  25-28,  1972.  Roger  Tusken,  Box 
8155,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sept.  25-29,  1972.  Dr.  C. 

M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  55901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS. 
Atlanta,  Sept.  6-10,  1972.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  CANCER  SOCIETY,  INC.,  Seventh  National 
Cancer  Conference.  Los  Angeles,  Sept.  27-29.  1972.  Dr. 
Sidney  L.  Arje,  219  E.  42nd  St.,  New  York  10017,  Coord. 

D AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFIL- 
IATE, INC.,  Houston,  Sept.  21-24,  1972.  Dudley  H.  Haf- 
ner,  PO  Box  9928,  Austin  78757,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Congress  on  Oc- 
cupational Health,  Chicago,  Sept.  11-12,  1972.  AMA,  535 

N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4,  1972.  John  W.  Andes,  515  Busse 
Highway,  Park  Ridge,  111.  60068,  Exec.  Sec. 

a BLACKFORD  MEMORIAL  LECTURES.  Denison. 
Sept.  9,  1972.  Dr.  John  D.  Gleckler,  211  N.  Fannin, 
Denison  75020,  Chrmn. 
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INTERNATIONAL  CONGRESS  OF  INTERNAL  MEDI- 
CINE. Boston,  Sept.  5-9,  1972.  Dr.  Thomas  A.  Warthin, 
4200  Pine  St.,  Philadelphia  19104,  Gen.  Chrmn. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Sept.  28,  1972.  Carlie  Umphres,  PO  Box  3276,  Ama- 
rillo 79106,  Exec.  Sec. 

a TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept. 
22-24,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  28-30, 
1972.  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Sec. 

WORLD  MEDICAL  ASSOCIATION.  INC.,  Amsterdam. 
Sept.  18-21,  1972.  Miss  M.  L.  Natwick,  10  Columbus  Cir- 
cle, New  York  10019,  Exec.  Sec. 


OCTOBER 


AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE.  St.  Louis.  Oct.  16-20,  1972.  Joseph  J. 
Garvey,  PO  Box  10,  Joliet,  111.  60484,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Phoenix,  Oct.  17-21,  1972.  Dene  R.  Murray,  One 
E.  Wacker  Dr.,  Chicago  60601,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Den- 
ver, Oct.  22-26,  1972.  Dr.  Alfred  Soffer,  112  E.  Chestnut, 
Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Canada.  Oct.  15-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS.  San  Francisco. 
Oct,  2-6.  1972.  C.  Rollins  Hanlon,  55  E.  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION.  San  Francisco, 
Oct.  29-Nov,  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans, 
Oct.  9-13,  1972.  Ruth  Yakel,  620  North  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

■ AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Houston.  Oct.  12-14,  1972.  Margaret  H.  Henry, 
36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio  44094, 
Exec.  Sec. 

AMERICAN  FRACTURE  ASSOCIATION.  San  Francisco, 
Oct.  7-11,  1972.  Dr.  H.  W.  Wellmerling,  610  Grieshiem 
Bldg.,  Bloomington,  111.  61701,  Exec.  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs,  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Air  Pollution 
Medical  Research  Conference.  Chicago,  Oct.  2-3,  1972; 
Environmental  Quality  and  Food  Supply,  Washington, 
DC.  Oct.  18-20,  1972.  AMA,  635  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans,  Oct.  15-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS.  Las  Vegas,  Oct.  19-23,  1972. 
Dallas  F.  Whaley,  29  E.  Madison,  Suite  812,  Chicago 
60602,  Exec.  Dir. 

■ ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Ft,  Worth,  October,  1972.  Frank  K. 
Woolley,  2111  Enco  Dr.,  Oak  Brook,  111.  60621,  Kxec.  Dir. 


ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA.  New  Orleans,  Oct.  16-18,  1972. 
Dr.  A.  E.  Brown,  601  Boylston  St.,  Boston  02117,  Exec. 
Sec. 


B EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Ft.  Worth,  October, 
19.2  W.  E.  Russell,  4429  N.  Central  Expressway,  Dallas 
75205,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City.  Oct.  23-25,  1972.  Alma  O’Donnell,  601  Norwest 
Expressway,  Oklahoma  City  73118,  Exec.  Officer. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  New  Or- 
leans, Oct.  1-3,  1972.  Annette  S.  Boutwell,  PO  Box  10387, 
Raleigh,  NC  27605,  Exec.  Officer. 

B TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Gal- 
veston, Oct.  15-19,  1972.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

B TEXAS  SURGICAL  SOCIETY,  San  Antonio,  October, 
1972.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400, 
Dallas  75204,  Sec. 


NOVEMBER 

B AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov.  16- 
20,  1972.  Dr.  James  M.  Hundley,  44  East  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  clinical  conven- 
tion. Cincinnati,  Nov.  26-29,  1972.  AMA,  536  N.  Dear- 
born St.,  Chicago  60610. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION.  Atlan- 
tic City.  Niiv.  12-17.  1972.  Dr.  James  R.  Kimmey,  1740 
Hiiiaihvay.  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  New  Orleans, 
Nov.  1-4,  1972.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr., 
Philadelphia  19119,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Miami,  Nov.  2-6.  1972.  Dr.  John  A.  D.  Cooper,  One  Du- 
pont Circle,  Washington,  DC  20036,  Pres. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Guad- 
alajara. Ntjvtmber.  1972.  Virginia  E.  Bryant,  333  W. 
Ihomas  Rd.,  No.  207,  Phoenix  86013. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1.  1972.  Adele  Swenson,  713  E. 
Genesee  St.,  Syracuse,  NY  13210,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov.  13-16.  1972.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour. Fla.,  Dec.  2-7,  1972.  Dorothy  P.  Compton,  2260 
NW  Flanders  St.,  Portland,  Ore.  97210,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Las  Vegas,  Dec.  3-6,  1972.  Winfield  Singletary, 
3564  9th  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

B ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  San  Antonio,  Dec.  10-14,  1972.  RADM 
Walter  Welham,  MC  USN  Ret.,  8602  Connecticut  Ave., 
Chevy  Chase,  Md.  20016,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  4-6,  1972.  Dr,  David  C,  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC  27706,  Sec. 

B TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dal- 
las, Dec.  7-8,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec. 
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TEXAS  MEDICINE 


When  the  college  you  went  to  writes  you  for 
money,  write  back.  Preferably  on  a check. 

That  degree  means  about  a quarter  million 
dollars  more  in  lifetime  earnings  than  no  degree  at  all. 

And  the  tuition  you  paid  to  get  it  probably  only 
covered  about  a third  of  what  it  took  to  educate  you. 

Today  tuition  takes  care  of  even  less.  The  rest 
has  to  come  from  people  like  you. 

Write  back  to  the  college  that  writes  you.  Give 
a little  back  to  the  college  that  helped  you. 

Give  to  the  college  of  your  choice.  Now. 


Advertising  contributed  for  the  public  good. 
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are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furacin^Otic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0.375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bacferial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact. 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active  against 
a variety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  against  Candida  (Monilia)  albicans. 


Precoutions:  Sensitization  may  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reactions  (o)  limit  applicotion  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  15  cc.  with  dropper. 


®0riginators  and  Developers  of  The  Nitrofurans 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEW  YORK  13815 
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CONTINUING  EDUCATION  COURSES 


NUCLEAR  MEDICINE:  Southwestern 
Nuclear  Medicine  Consultants  announc- 
es its  Third  Annual  Symposium  in  Nu- 
clear Medicine  for  the  Clinician,  May 
20,  in  El  Paso.  The  program  will  con- 
sist of  lectures  on  recent  diagnostic  ad- 
vances in  the  evaluation  of  neurologic 
disorders  and  how  they  can  help  the 
busy  clinician,  evaluation  of  liver  func- 
tion and  diagnosis  of  diffuse  or  focal 
liver  disease,  diagnostic  and  prognostic 
value  of  nuclear  medicine  procedures 
in  malignant  disease,  new  diagnostic 
vistas  for  old  diseases — the  usefulness 
of  radioimmunowaves,  diagnosis  and 
treatment  of  common  thyroid  disease, 
diagnosis  of  pulmonary  embolism  and 
other  ventilation-perfusion  abnormali- 
ties, and  a practical  approach  to  the 
evaluation  of  anemia  and  other  hema- 
tologic disorders.  Dr.  Donald  L.  Holm- 
quest,  NASA,  Houston,  will  be  guest 
speaker. 

Registration  for  physicians  is  $15. 
For  additional  information  contact  Dr. 
Wilbur  J.  Strader,  2101  N.  Oregon  St., 
El  Paso  79902. 


CARDIOLOGY:  "Horizons  in  Cardiology” 
is  the  title  of  a course  to  be  presented 
by  the  Texas  Heart  Institute,  June  1-3, 
in  Houston.  Faculty  will  include  staff 
of  the  Texas  Heart  Institute,  and  of  the 
Cardiology  Service  of  Texas  Childrens’ 
and  St.  Luke’s  Episcopal  Hospitals. 
Current  developments  in  cardiology — 
adult,  pediatric,  and  surgical — will  be 
emphasized.  Presentation  topics  will  be 
“Trends  in  Cardiovascular  Surgery — 
Past,  Present  and  Future,”  “Temporary 
Extracorporal  Circulation  to  Long  Term 
Cardiopulmonary  Support,”  "Develop- 
ment of  an  Atomic  Powered  Artificial 
Heart,”  “Development  and  Future  of 
Non-Invasive  Techniques  in  Cardiol- 
ogy,” and  “Electrocardiography — Old 
Ideas,  New  Techniques,  Future  Con- 
cepts.” Guest  faculty  will  be  Dr.  Nor- 
man E.  Shumway,  professor  of  surgery 
and  head,  division  of  cardiovascular 
surgery,  Stanford  University  Medical 
School,  Palo  Alto,  Calif.  Contact:  Dr. 


Robert  J.  Hall,  Medical  Director,  Texas 
Heart  Institute,  PO  Box  20269,  Hous- 
ton 77025. 


PEDIATRICS:  Children’s  Medical  Cen- 
ter and  the  department  of  pediatrics 
at  UT  Southwestern  Medical  School  at 
Dallas  will  present  the  Sixth  Annual 
Postgraduate  Pediatrics  Seminar,  June 
9-10,  at  the  Children’s  Medical  Center. 
Guest  faculty  will  be  Drs.  James  J. 
Corrigan,  Jr.,  University  of  Arizona 
College  of  Medicine,  Tucson;  Frank  A. 
Oski,  University  of  Pennsylvania  School 
of  Medicine,  Philadelphia;  Howard  A. 
Pearson,  Yale  University  School  of 
Medicine,  New  Haven,  Conn.;  and 
Joseph  V.  Simone,  St.  Jude  Children’s 
Research  Hospital,  Memphis.  “Care  of 
the  Bleeding  Newborn,”  “Total  Thera- 
py of  Acute  Leukemia,”  “Management 
of  Hemophilia,”  “Management  of  Bone 
Marrow  Failure,”  “Neonatal  Anemias — 
Diagnosis  and  Treatment,”  and  “Man- 
agement of  Common  Solid  Tumors” 
will  be  presented. 

Registration  fee  for  the  seminar  is 
$15.  The  program  is  acceptable  for 
10  prescribed  hours  by  the  AAFP.  Con- 
tact: Dr.  Kenneth  C.  Haltalin,  Depart- 
ment of  Pediatrics,  UT  Southwestern 
Medical  School,  5323  Harry  Hines 
Blvd.,  Dallas  75235. 


GENERAL  PRACTICE  REVIEW:  Univer- 
sity of  Colorado  School  of  Medicine 
announces  its  General  Practice  Review 
at  the  YMCA  Conference  Center  in 
Estes  Park,  Colo.,  June  12-17.  The 
course  provides  broad  reviews  and 
discussions  of  new  developments  in 
dominant  fields  of  the  general  practice 
of  medicine.  One  day  will  be  devoted 
to  each  of  the  six  major  fields  of  prac- 
tice: medicine,  pediatrics,  dermatology, 
surgery  and  trauma,  obstetrics  and 
gynecology,  and  psychiatry.  Registra- 
tion fee  for  the  six-day  course  is  $120. 
For  detailed  programs  and  further  in- 
formation, write  to:  The  Office  of  Post- 
graduate Medical  Education,  Univer- 


sity of  Colorado  School  of  Medicine, 
4200  East  Ninth  Ave.,  Denver  80220. 


OVARIAN  CANCER:  Panel  discussions 
and  lectures  on  current  concepts  of 
ovarian  cancer  will  be  conducted  at 
UT  Medical  School  at  San  Antonio, 
June  10,  from  9 am  to  3:30  pm. 
Enrollment  is  open,  with  a maximum 
number  of  100  permitted.  This  course 
is  acceptable  for  5^/2  prescribed  hours 
by  the  AAFP  and  there  is  no  fee.  Con- 
tact the  director  of  the  course.  Dr. 
Paul  C.  Weinberg,  Associate  Professor, 
Department  of  Obstetrics  and  Gyne- 
cology, UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229. 


CANCER:  Cancer  of  the  Digestive  Tract 
is  the  subject  of  a course  sponsored 
by  the  American  Gastroenterological 
Association.  Emphasis  will  be  on  ad- 
vances in  the  basic  understanding  of 
cancer  in  general,  with  particular  em- 
phasis on  cancer  of  the  digestive  tract. 
The  practical  aspects  of  the  diagnosis 
and  management  of  common  gastro- 
intestinal cancers  will  be  studied  by  a 
panel  of  experts.  The  course  is  sched- 
uled for  July  20-22  at  the  Aspen  Insti- 
tute for  Humanistic  Studies.  Registra- 
tion fee  is  $80  for  members  of  AGA; 
$100  for  nonmembers.  Contact:  Fran- 
ces T.  Chalmers,  Box  190,  McLean, 
Va.  22101. 


OBSTETRICS  AND  GYNECOLOGY:  The 
Eighteenth  Annual  Southern  Obstetric 
and  Gynecologic  Seminar  will  be  held 
at  Grove  Park  Inn,  Asheville,  NC,  July 
23-28.  Faculty  will  include  Drs.  Bayard 
Carter,  Roy  Parker,  and  Ed  Bishop,  all 
of  North  Carolina;  Dr.  Robert  Greenblatt, 
Georgia;  Dr.  Abe  Mickal,  Louisiana; 
and  Dr.  Don  McEwen,  Canada.  Broad 
aspects  of  obstetrics  and  gynecology 
will  be  covered.  Contact:  Dr.  George 
T.  Schneider,  1514  Jefferson  Highway, 
New  Orleans  70121. 
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Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


WICHITA  FALLS  CLINIC-HOSPITAL 


GENERAL  SURGERY 
W.  E.  Cnimp,  M.D.,  F.A.C.S. 

Junes  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxficld,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson.  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

GeorRe  W.  SlauRhter,  III,  M.D.,  F.A.A.P. 

Jose^  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  RadioloRy 
Joe  D,  Steed,  M.D.,  D.A.B.R.,  Radiolosy 
David  D.  Salmon,  M.D.,  D.A.B.R.,  RadioloRy 

MEDICINE 

R.  F.  Knox.  M.D.,  EndocrinoloRy 

P.  K.  Smith,  M.D.,  F.A.C.P.,  DiaRnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  DiaRnosis  & Internal  Medicine 
Julian  H.  Acker.  M.D.,  DiaRnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  DiaRnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  CardioloRy 

GENERAL  PRACTICE 

J.  B.  Hatbom,  Jr.,  M.D. 

Melvin  Horany  M.D. 

John  E.  Worthen.  Jr.,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  BerR,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  l^ble.  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


Starlite  Village  Clinic 


Center  Point,  Texas 


Ph.:  ME  4-2426 


— A specialized  clinic  dedicated  to  the 


physical,  mental,  and  spiritual  treatment 


of  men  and  women  suffering  from 


alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 


• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  GV2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  in- 
fections, (primariiy  cystitis,  pyeiitis,  pyelonephritis)  due 
to  susceptible  organisms  (usually  £.  coti,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  rnirabilis, 
and  less  frequently,  Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE;  In  vitro  sulfonamide  sensitivity  tests 
are  not  always  reliable.  The  test  must  be  carefully  coordi- 
nated with  bacteriologic  and  clinical  response.  When  the 
patient  is  already  taking  sulfonamides,  follow-up  cultures 
should  have  aminobenzoic  acid  added  to  the  culture  media. 
Currently,  the  increasing  frequency  of  resistant  organisms 
is  a limitation  of  the  usefulness  of  antibaGterial  agents  in- 
cluding. the  sulfonamides,  especially  in  the  treatment  of 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa- 
tients receiving  sulfonamides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg/ 
100  ml  should  be  maximum  total  sulfonamide  level,  as 
adverse  reactions  occur  more  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfonamides,  in- 
fants less  than  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis),  pregnancy 
at  termi,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  I has  not 
been  established.  Sulfonamides  will  not  eradicate  group 
A streptococci.  Deaths  associated  with  sulfonamide  ad- 
ministration have  been  reported  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  Complete  blood  counts  and 
urinalyses  with  careful  microscopic  examination  should 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  or 
hepatic  function,  severe  allergy  or  bronchial  asthma  is 
present.  In  glucose-6-phosphate  dehydrogenase-deficient 
individuals,  hemolysis  (frequently  a dose-related  reac- 
tion) may  occur.  Maintain  adequate  fluid  intake  to  pre- 
vent crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombinemia,  methemo- 
globinemia. A//erg/c  reactions:  Erythema  multiforme  (Ste- 
vens-Johnson  syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbi- 
tal edema,  conjunctival  and  scleral  injection,  photosensi- 
tization,  arthralgia,  allergic  myocarditis.  Gastrointestinal 
reactions:  Nausea,  emesis,  abdominai  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  reac- 
tions: Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia. Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred  with  sulfonamide 
therapy.  Sulfonamides  bear  certain  chemical  similarities 
to  some  goitrogens,  diuretics  and  oral  hypoglycemic 
agents.  Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sulfonamides. 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  containing  0.5  Cm  sulfisoxazole. 


’■  \ ROCHE  LABORATORIES 

ROCHE  >Division  of  Hoffmann-La  Roche  Inc. 
, / Nutley,  N.J.  07110 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


THREE  OTHER 

BUHT-IN 
BENEFITS  CF 
GANTRISCSr 

sulflscKazole/Roche' 


3. 

High  solubility  at  average  urinary  pH 

Gantrisin's  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms,)) 
it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so  ^ 
there  is  no  need  for  prophylactic  alkali  therapy. 

4 

Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 
[Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 

5. 

Rapid  renal  clearance 

Gantrisin's  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 


ther  susceptible  organisms 
begin  with 

lantrisinn  T 

fisoxazole/Roche*  M 

Usual  adult  dosage:  JS\ 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


Gantrisin 

sulfisoxazole 


Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg  or  450  mg.  ampicillin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3^/^,  phenacetin  gr.  IV2, 
caffeine  gr.  V2. 


U^en  you  select  this  Ikniliar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1.8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increasedffor  more  serious  infections 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 


In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25“-30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 


Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 
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infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

*Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


'■‘Contains  also;  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in'infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OE  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAE  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimonihal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  ,8-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  f/e/nopo/etic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reflcr/o/is'— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  Tinnitus  and  vertigo  have 

been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED;  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 


MED  B-6-S  (KZL-7)  JA71-I631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


IJpjohn 


MOVE-OUT  STICKY  MUCUS. 


In  asthma;  bronchitis 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (...preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 


lODO- NIACIN* 


Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 

please  see  next  page  for  prescribing  information  — 


COLE 


Promote  Productive  Cough - 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  information: 

INDICATIONS:  The  primary  Indication  tor  lodo-Niacin  is  in  any  clinical 
condition  where  Iodide  therapy  is  desired.  All  ot  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIOSCLEROSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

OPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  and  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DOSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  In  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NOC  55-6458. 


lODO- NIACIN 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  jj  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 


COLE 


PHARMACAL  CO.  INC. 

St  Louis,  Mo.  63108 


Just  about  the  first  thing 
the  patient  on  Sporostacin 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation,  and  malodor  follows 
soon  after. 


If  that  was  all  Sporostacin 
did,  she'd  still  be  happy. 
But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases,  often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications:  None  known.  Precautions:  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage:  One  appli- 
catorful intravaginally  twice  daily  for  a period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostacin  cream 

(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN,  NEW  JERSEY  08869 
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Now  ovaikibleia  total  system 
for  obtaining  a 

patient’s  medical  background 


The  Rocom 
Health  History  System 

saves  time,  compiles  comprehensive  data,  aids  evaluation 


Two  new  components  now  make  it  possible  to  tailor  the  ROCOM  Health 
History  System  to  your  precise  needs.  Each  item  is  designed  to  speed  both  the 
collection  and  review  of  the  complex  data  you  need  to  make  Informed  decisions. 

Patient  Data  Base  System  is  recommended  whenever  you  schedule  a 
periodic  health  check-up,  or  a physical  exam  for  a new  patient.  The  patient 
completes  the  comprehensive  Health  History  Questionnaire  section  before  his 
appointment. . .your  aide  enters  the  results  of  routine  physical  measurements 
and  diagnostic  tests. . .and  you  record  the  results  of  your  examination  quickly  and 
easily  on  the  18-category  physical  examination  section.  Space  for  a summary 
of  problems  and  treatment  plans  is  also  provided  in  this  single  compact  folder, 
which  then  becomes  part  of  your  permanent  records. 

Branching  Health  History  Questionnaires  explore  in  detail  (100-250 
questions  each)  the  specific  body  system  in  question -Cardiovascular, 
Gastrointestinal,  Respiratory  or  Ob/Gyn.  Each  positive  answer  is  automatically 
transferred  to  your  summary  sheet.  You  begin  your  review  with  a complete 
outline  to  assist  you  in  determining  your  diagnosis.  Each  branching  questionnaire 
contains  an  abbreviated  general  background  section  so  that  it  may  be  used 
alone  or  as  an  adjunct  to  any  other  component  in  the  system. 

These  new  elements,  together  with  the  original  components,  provide  you  with 
an  optional  system  for  simplified  data  collection. 

H©olth  History  Qu©stionnoir6can  be  used  instead  of  the  Patient  Data 
Base  System  when  a physical  exam  has  not  been  scheduled.  All  pertinent 
information  is  covered:  family  history,  past  and  present  illnesses,  hospitalizations, 
immunizations,  current  medications  and  known  allergies.  Current  health  status 
is  reviewed  by  129  carefully  chosen  questions. 

Health  History  Questionnair©  (Spanish}  proves  invaluable  when  the 
patienfs  knowledge  of  English  is  limited.  The  questions  are  in  Spanish. . . 
your  summary  sheet  is  in  English.  The  form  does  the  "translating"  for  you. 

•Created  and  developed  by  Patient  Care  Systems.  Inc 


The  patient  does  the  time- 
consuming  work  before  you  see  him. 
The  questionnaire  may  be  mailed 
to  his  home  or  filled  out  in  your  office 
prior  to  his  appointment. 


You  get  a complete  summary 
at  a glance.  Only  positive  answers 
are  transferred,  by  special  pressure- 
sensitive  paper,  to  your  summary 
sheet.  The  form  speeds  review,  aids 
diagrx5sis,  files  easily. 


Physician-patient  rapport 
is  strengthened  since 
you  quickly  pinpoint 
problem  areas  tor  further 
exploration. 


ROCOM 


Division  of  Hoffmann-La  Roche  Inc. 
Box  169,  Fairview,  New  Jersey  07022 


Gentlemen:  I'd  like  to  know  more  about  the  Flealth  Flistory  System 
and  the  other  components  of  the  ROCOM  Medical  Management 
System:  Medical  Record  System,  Patient  Flealth  Guides,  Telephone 
System  and  Appointment  System. 


Name 
Street 
City 


Specialty 


State 


Zip 


THE  U.S.P  DESCRIBES  ONLY 
ONE  STANDARD  FOR 
CONJUGATED  ESTROGENS... 


THE  PREMARIN*  STANDARD 

(CONJUGATED 
ESTROGENS  TABLETS.  U.S.P) 


In  the  latest  edition  of  the  United  States 
Pharmacopeia— an  “official  compendium’’ 
of  drug  potency,  quality,  and  purity— there 
is  now  a clear  distinction  made  between 
conjugated  estrogens  and  other  estro- 
gens. And  of  the  leading  estrogen  prep- 
arations available  today,  PREMARIN  is 
the  only  one  whose  composition  meets  all 
of  the  U.S.P.  specifications  for  conjugated 
estrogens. 

We're  of  course  gratified  that  the  United 
States  Pharmacopeia  has  included  con- 
jugated estrogens  in  the  U.S.P.  XVIII,  and 
that  PREMARIN  meets  the  U.S.P.  standard 

BRIEF  SUMMARY 

(For  lull  prescribing  inlormation,  see  package  circular.) 
PREMARIN®  (Conjugated  Estrogens  Tablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replacement 
therapy  in  the  management  of  estrogen  deficiency  states, 
notably  in  the  menopause  and  postmenopause. 
Precautions:  In  the  lemale:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected 
recurrence  is  an  indication  tor  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods 
of  time  may  produce  gynecomastia,  loss  of  libido,  and 
testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  rec- 
ommended (3  weeks  of  daily  estrogen  therapy  and  1 week 
off). 

If  patient  has  not  menstruated  within  last  two  months 
or  more,  cyclic  administration  is  started  arbitrarily.  If  pa- 
tient is  menstruating,  cyclic  administration  is  started  on 
day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting 
during  estrogen  therapy),  increase  estrogen  dosage  as 
needed  to  stop  bleeding.  In  the  following  cycle,  the  dos- 
age level  which  was  employed  for  hemostasis  should  be 
used  for  daily  administration.  In  subsequent  cycles,  the 
estrogen  dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See  Pre- 
cautions.) 


for  conjugated  estrogens.  But,  above  and 
beyond  meeting  all  of  the  U.S.P.  specifica- 
tions, PREMARIN  continues  to  be  manufac- 
tured with  natural  estrogens  exclusively  and 
contains  no  synthetic  supplement. 

For  more  than  28  years  it  has  been  man- 
ufactured under  the  strictest  quality  control 
to  assure  consistency  in  product  potency, 
activity  and  stability.  For  more  than  28  years 
it  has  been  the  research  standard  in  its 
field.  For  more  than  28  years  it  has  been  the 
most  widely  prescribed  agent  of  its  kind. 

PREMARIN.  Assurance  of  quality  for  you 
and  your  patients. 

Menopause  (natural  or  artificial)— PREMARIN  1.25  mg. 
daily,  cyclically.  Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of  the  pa- 
tient. For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  con- 
tinuing cyclic  estrogen  replacement  therapy  throughout 
the  postmenopause  as  a protective  influence  against  ac- 
celerated degenerative  changes  at  the  cellular  level. 

Postmenopause— {\r  uterus  is  intact  the  patient  is  con- 
sidered postmenopausal  from  one  year  after  cessation 
of  menstruation  to  end  of  life  span.)  If  the  presenting 
symptoms  are  those  of  the  menopause,  see  above  for 
dosage.  As  a protective  measure  against  premature  de- 
generative changes  in  bone  and  cellular  metabolism  (e.g. 
atrophic  vaginitis,  osteoporosis),  give  PREMARIN  daily 
and  cyclically.  Adjust  dosage  to  lowest  effective  but  sub- 
bleeding level. 

Estrogen  Deticient  Atrophic  Vaginitis,  Kraurosis  Vulvae, 
and  Pruritus  Vulvae— 1.25  mg.  to  3.75  mg.  daily,  or  more, 
cyclically— depending  on  the  tissue  response  of  the  in- 
dividual patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tab- 
lets, U.S.P.).  No.  865-Each  purple  tablet  contains  2.5  mg. 
No.  866— Each  yellow  tablet  contains  1.25  mg.  No.  867— 
Each  red  tablet  contains  0.625  mg.  No.  868-Each  green 
tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also 
available  in  unit  dose  package  of  100. 

AYERST  LABORATORIES 
7149  New  York,  N.  Y.  1 001 7 


Ayerst 


PREMARlN*(Conjusated  Estrogens 
Tablets,  U.S.P)  continues  as  the  standard 
for  conjugated  estrogen  therapy 


INTRODUCING 

Aleilrol-50 

the  new  USV  brand  of 
phenformin  HCI 

Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

also  Meltrol-100™ 

(100  mg.  timed-disintegration  capsules) 
Meitrol-25™{25  mg.  tablets) 


USV  PHARMACEUTICAL  CORP.Juckahoe,N.Y.  10707 


Excessive  ear  wax  is  a problem  for  all  seasons,  but 
especially  summer.  In  addition  to  causing  hearing 
loss,  wax  can  trap  water  inside  ear  passages.  This 
adds  to  the  problems  of  wax  alone.  Swimmers  are 
particularly  subject  to  this,  but  it  can  also  happen 
in  the  shower.  Either  way,  water  and  wax  don’t  mix. 

Recommend  E.R.O.  Ear  Drops  to  ease  the  problems 
of  excessive  wax.  Ideal  for  treatment  room  or 
home  medicine  chest,  E.R.O.  contains: 

• Benzocaine 

• Antipyrine 

• Glycerine 

This  formula  softens  and  facilitates  removal  of 
excessive  ear  wax. 

A clear  otic  solution.  E.R.O.  will  not  impede  visual 
examination  of  the  ear.  And  patients  appreciate  the 
low  cost  and  convenient  availability.  Plastic 
dropper  is  safe  and  easy  to  use. 


So  make  the  good  old  summertime  better. 
Recommend  E.R.O.  Ear  Drops.  Prescribed  by 
physicians  for  more  than  25  years,  E.R.O.  is  safe 
and  effective  for  children  and  adults. 

DIRECTIONS: 

Warm  and  put 
three  to  five 
drops  in  ear, 
then  soak  a small 
plug  of  cotton 
with  drops  and 
swab  out  ear.  or 
syringe  the  ear 
with  warm  water. 

Repeat  treatment 
if  needed. 

for  literature  and  samples  write 

cm 

First  Texas  Pharmaceuticals,  Inc.  Daiiasjexas  75222 

the  Concern  for  Care 


WAIERANDWAX 
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BEAUMONT  NEUROLOGICAL  CENTER 

3250  Fannin,  Beaumont,  Texas  77701  AC  713  835-4921 


Psychiatry 


Winston  Cochran,  M.D. 
C.  F.  Adkins,  Jr.,  M.D. 
P.  W.  Bailey,  Jr.,  M.D. 
E.  P.  Kalbaugh,  M.D. 


Robert  Ryan,  M.D. 

Charles  F.  H.  Colby,  M.D. 
C.  J.  Ruilmann,  M.D. 
David  H.  Beyer,  M.D. 


Psychology 

Byrnes  Belk,  Ph.D. 

Lyle  H.  Wharton,  Ph.D. 
Education 

Miss  Ruth  Johnston,  M.A. 


A modern  76-bed  hospital  specializing  in  diagnosis  and  treatment  of  psychiatric  and  neurological  disorders.  Facilities 
include  EEG,  x-ray,  laboratory,  and  psycho-educational  evaluation.  All  treatment  modalities  available. 

The  Adolescent  Program  includes  classroom  work  in  our  school,  which  is  accredited  by  the  Texas  Education  Agency. 

A Blue  Cross  member  hospital.  Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 
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TEXAS  MEDICINE 


FROM  A TO  Z 

IT’S  HERE  AT 

SCHERER  is  the  house  that  has  it. ..here 
and  now... the  items,  more  sizes,  more 
complete  lines.  We  are  your  largest 
single  source  for  the  best  in  Medical 
and  Scientific  supply. 

SCHERER  is  long  on  speed, 
service,  stock.  Be  sure. 

Call  SCHERER. 


ARIZONA 

PHOENIX  • 1841  No.  23rd  Ave. 

85005 . Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue 
95926  - Telephone:  (916)  342-5612  j 

LOS  ANGELES  • 291  Coral  Circle 
El  Segundo,  California  • 90245  : 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Rd. 
North  Highlands,  California  • 95660 
Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road 
92110-Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  E.  Harris  Ave. 
South  San  Francisco,  Calif.  • 94080 
Telephone:  (415)  871-9543 

COLORADO 

COLORADO  SPRINGS  • 3626  N.  El  Paso 
80907 -Telephone:  (303) 471-7370 

DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  ♦ 80211 
Telephone:  (303)  255-1491 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  • 07066 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassalo  St. 
97213- Telephone;  (503)  282-2295 

TEXAS 

HOUSTON  - 115  Hyde  Park  Blvd. 

77001 -Telephone:  (713)  526-2011 

SAN  ANTONIO  - 138  W.  Rhapsody 
78216 -Telephone:  (512)  344-8303 

UTAH 

SALT  LAKE  CITY  - P O.  Box  2396 
84110 -Telephone:  (801)  487-1381 

WASHINGTON 
SEATTLE  - P.O.  Box  88884 
Tukwila,  Washington  - 98188 
Telephone:  (206)  242-4850 


TEXAS 

HOUSTON 

115  Hyde  Park  Blvd.  • 77001 

(713)  526-2011 

SAN  ANTONIO 

138  W.  Rhapsody  - 78216 

(512)  344-8303 


Scherer  Company 

MEDICAL  AND  SCIENTIFIC  SUPPLIES 


A BERGEN  BRUNSWIG  COMPANY 


I May. 
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T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

Ta  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

Ts  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 

0.7-2.5 

nanograms  % 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-11  meg  % 

Gilpose 
the  Stnooth 

^2^ 


TWO  GOOD  REASONS  I 
WHY  THE  ROAD  TO  | 
NORMALIZED 
THYROID  STATUS  IS  ^ 
SO  SMOOTH  FOR  THE  : 
SYNTHROID  PATIENT,  t 

•j. 

(1)  The  onset  of  action  of  T4  is  | 

gradual.  It  has  a long  in  vivo  | 
“half-life”  of  over  six  days.  | 

(Occasional  missed  doses  or  I 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’;  ^ 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic  j 
surges  traceable  to  more  potent  ^ 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


...to  t/fyroid  replacemeiit  ttiprapy' 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
I THYROXINE  ALONE. 


Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

; T3  is  also  produced,  in  smaller 
! amounts,  and  is  active  at  the 
! cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling*. 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.;  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  {T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Synthroid 

Mium  levotipodnEi) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

FACTS: 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


“1 

OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 

Address 

City 

State 

Zip 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  'xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired. The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  FBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection;  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 
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Lac#* 

he  got  three  newclients^ 
four  rush  orders, 
and  constipation* 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natural  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures. 
Fleet®  ENEMA  can  help  “bring  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
far  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  burning  they  can  cause.  More  physiological  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  disturb  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  your  constipation-prone  patients. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence. 

Take  only  when  needed  or  when  prescribed  by  a physician.  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  directed  by  a physician. 

The  professional  aid  to  constipation  relief 


C.  B.  FLEET  CO.,  INC.,  Lynchburg,  Va.  24505 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
confllet 
reported 


UtSODIlAir 


SOXSUPRINE  HC 

the  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism/ 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several  investigators’"'^  have  reported  favorably  on  the  effects 
of  isoxsuprine.  Effects  have  been  demonstrated  both  by  objective  measurement’’^  and  observation  of  clinical  improvement.  ^ 

Indications t Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger  s disease), 
Raynaud’s  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  d^iabetic,  throm- 
botic). Composition:  VasodTlan  tablets,  isoxsuprine  HCl  10  mg.  and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of 
arterial  bleeding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details  available 
in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana 
Med.  Ass.  5^:1021-1023  (July)  1961.  (2)  Clarkson,  I.  S.,  and  LePere,  D.  M. : Angiology  77:190-192  (June)  1960. 

(3)  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr. : Angiology  75:70-74  (Feb.)  1964.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.; 

Curr.Ther.  Res.  ■7:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology  75:82-87  (Feb.)  1964.  laboratories 
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One  of 
the  familiar 
line  of 
Cordran" 


flurandrenolide 

products 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 
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TEXAS  MEDICINE 


Editorials 

WE  CAN  FIND  WAYS  TO  CARE  FOR  INDIGENTS 


Some  people  cannot  or,  for  other 
reasons,  do  not  make  use  of 
established  public  health  precau- 
tions, adequate  preventive  medicine 
or  adequate  treatment  for  acute 
illnesses.  They  are  found  in 
most  parts  of  the  nation,  some- 
times in  pockets  but  frequently  in 
the  midst  of  affluence.  They  exist 
as  a result  of  choice,  heredity, 
custom,  ignorance,  circumstance, 
environment,  or  fate.  Individual 
classification  is  sometimes  difficult 
but  it  is  important  since  some 
can  be  helped  \while  others  discour- 
age contact.  For  purposes  of  dis- 
cussion, I have  chosen  to  refer  to 
them  collectively  as  ‘‘the  indi- 
gent.” 

The  present  method  of  health 
delivery  through  the  private 
doctor’s  office  sometimes  discour- 
ages the  indigent  unless  he  has 
established  rapport  with  the  physi- 
cian. This,  some  persons  are  unable 
to  do.  Consider  the  following 
statements  and  their  relevance  to 
the  doctor’s  office: 

1.  The  office  nurse  tends  to  in- 
sulate the  doctor  from  certain 
people,  rich  or  poor. 

2.  Office  overhead  has  rapidly 
kept  pace  with  other  increasing 
costs  and  is  currently  running 
50%  in  many  offices.  The  recep- 
tionist, whose  job  depends  on  your 
income,  presses  most  patients 

to  pay  their  bills. 


3.  Distinguishing  total  indi- 
gents, medical  indigents,  irresponsi- 
bles  and  financially  capable  pa- 
tients frequently  is  difficult. 

4.  The  delivery  of  certain  types 
of  time-consuming  doctor-pa- 
tient care  to  indigent  patients,  fre- 
quently ignorant,  is  not  always 
possible  or  practical. 

5.  Follow-up  care  is  difficult  be- 
cause of  some  patients’  work 
schedules,  transportation  problems, 
superstitions,  or  lack  of  com- 
prehension. 

6.  Flippie  types  who  freely 
choose  to  be  indigent  as  well  as  in- 
voluntary indigents  discourage  the 
paying  patient  from  the  waiting 
room. 

7.  It  is  felt  that  a charity  clinic 
type  practice  and  a private 
practice  cannot  be  mixed  without 
the  fringe  private-practice  pa- 
tients joining  the  nonpayers. 

The  United  States  government 
has  long  recognized  some  of 
these  problems.  It  has  entered  the 
field  as  a result  of  recent  stim- 
ulation by  those  who  are  truly  in- 
terested in  the  indigent  as  well 
as  by  those  who  are  interested  in 
the  health  aspect  only  as  far  as 
it  inflates  their  own  image.  Unfor- 
tunately most  of  us  fail  to  realize 
that  when  this  government 
(which  is  really  an  uncontrollable 
abstraction)  enters  any  field  it  does 
so  as  an  irresistible  force.  This 
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is  because  of  the  tremendous  pressures  in  the 
form  of  money,  personnel  and  time,  that  it 
is  able  to  exploit.  Given  a well-defined,  nar- 
rowly oriented,  but  diverse  group  such  as  the 
medical  profession,  the  government  is  ca- 
pable of  almost  instantaneous  inundation. 

It  is  a great  puzzle  how  we  have  escaped  this 
long. 

Recently  the  government  has  stepped  out 
of  character  and  asked  the  medical  profes- 
sion to  formulate  a plan  of  health  delivery  for 
the  “large”  indigent  group  which  is  currently 
outside  of  the  mainstream  of  medical  care. 

In  the  process  of  studying  these  requests,  ag- 
onizing questions  have  forced  us  to  examine 
the  fact  that  one-third  of  the  physicians  in 
the  country  do  not  belong  to  the  American 
Medical  Association,  some  because  of  inel- 
igibility and  some  because  of  their  types  of 
practice.  Those  who  are  critical  of  the  AMA 
take  this  rather  notorious  statistic  out  of  con- 
text to  show  that  “the  AMA  is  not  relevant” 
even  to  the  average  practicing  physician. 

The  statement  may  or  may  not  be  true.  Moves 
are  under  way  in  many  states  to  eliminate 
AMA  membership  as  a requirement  for  state 
medical  society  membership.  This  may  be  a 
sign  that  the  young  physicians  and  many 
others  no  longer  feel  that  organized  medicine 
is  needed  to  represent  them,  despite  the  fact 
that  this  is  a day  when  it  is  essential  to  have 
a lobby.  New  physicians  frequently  use  our  ap- 
parent neglect  of  the  indigent  population  in 
their  criticisms,  not  realizing  the  value  of 
the  AMA  nor  appreciating  its  real  efforts  to- 
ward solving  today’s  complex  problems.  These 
newcomers’  notorious  lack  of  experience  is 
reflected  in  their  “pie  in  the  sky  by  and  by” 
attitude. 

The  other  side  of  the  organized  medicine  coin 
is  being  polished  by  an  organized  group 
that  has  sprung  up  to  maintain  the  status  quo. 

I would  guess  that  they  feel  comfortable  in 
the  present  system  and  prefer  not  to  see  it 
altered.  They  may  be  the  real  villains  in  the 
whole  set-up. 


Meanwhile  the  indigent  population  or  their 
self-appointed  spokesmen  are  demanding 
something  different.  The  politicians  respond  by 
offering  programs  all  the  way  from  total  so- 
cialized medicine  to  feasible  cooperative  ven- 
tures between  the  private  practitioner  and 
society.  Something  will  come  about  and  its 
form  depends  largely  upon  our  attitudes. 

It  is  my  thought  that  anything  that  is  de- 
veloped must  be  on  the  county  society  level 
with  help  from  above.  The  philosophical 
discussions  being  held  at  AMA  Headquarters 
are  of  little  practical  use  to  us  in  the  local 
society. 

Provincially,  the  demand  has  been  centered 
around  the  establishment  of  general  medi- 
cine clinics  which,  to  the  casual  onlooker,  seems 
to  be  a new  concept  generated  by  pressure 
groups  and  recent  exposes.  Six  years  ago, 
the  Hidalgo-Starr  County  Medical  Society  initiat- 
ed studies  to  examine  the  needs  and  meth- 
ods of  delivery  that  were  best  suited  for  our 
locale.  Unfortunately,  we  went  about  these 
studies  in  the  slow  prodigious  manner  in 
which  medicine  goes  about  any  such  departure 
from  the  norm.  The  investigations  were  made 
in  our  spare  time  and  by  busy  practitioners 
without  full-time  administrative  assistance. 

Rather  suddenly  we  were  overtaken  by  gov- 
ernment groups.  Concerned  organizations  who 
found  a lively  horse  to  ride  became  interest- 
ed and  joined  the  race. 

Unfortunately,  we  have  now  been  cast  into 
the  role  of  playing  catch  up  and  have  been 
characterized  as  “only  reacting  to  pres- 
sure.” This  is  true  to  a certain  extent,  but  most 
of  our  uninitiated  critics  forget  that  it  is  in 
general  medicine  clinics  that  the  medical  stu- 
dent and  house  doctor  learn  the  art  of 
medicine.  Clinics  are  nothing  new.  This  very 
fact  is  a two-edged  sword:  my  effort  to  re- 
cruit physicians  for  clinic  work  have  been  met 
with,  “I’ve  already  done  all  of  that  for  years.” 

My  counter-argument  is  that  we  should  con- 
tinue to  do  so  for  as  long  as  we  call  ourselves 
physicians. 
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In  any  event,  the  government  has  stepped 
forward  with  its  money  and  planners  and  has 
begun  to  set  up  general  medicine  clinics. 
Those  of  us  in  the  local  medical  society  who 
have  been  interested  in  these  activities  have 
learned  a great  deal  from  their  mistakes.  Some 
we  predicted  and  some  we  did  not.  Some  are 
as  great  a surprise  to  us  as  I hope  they 
have  been  to  the  local  organizers. 

We  have  found  that  recruiting  physicians  for 
general  medicine  clinics  is  not  simple.  The  phy- 
sician who  applies  often  is  beset  with  per- 
sonal problems  or  is  just  someone  who  can't 
quite  find  his  niche.  On  the  other  hand — but 
infrequently — the  “pioneer  spirit”  appears 
seeking  a challenge.  He  finds  it,  but  in  due 
time  he  departs  for  other  worlds  to  conquer, 
or  his  metamorphosis  reaches  a new  stage 
and  he  settles  down  to  a productive  life  in  local 
medicine. 

We  have  also  been  exposed  to  those  who 
prefer  to  study  us  for  a time  and  then  re- 
turn to  the  publishers  with  their  reams  of 
articles.  We  have  been  studied  beyond  endur- 
ance with  resultant  interpretations  of  statis- 
tics designed  to  prove  whatever  is  desired. 

Even  the  government,  which  usually  is  delight- 
ed with  studies,  recently  declined  another. 

Government  agencies  and  their  local  repre- 
sentatives have  prepared  contracts  for  medi- 
cal personnel  without  consulting  local 
medical  people.  They  have  ignored  some  of  our 
members  who  have  offered  help.  The  plan- 
ners have  failed  to  realize  that  the  phy- 
sician has  an  ethical  and  a medicolegal  re- 
sponsibility for  the  patient’s  continued  care 
during  the  illness.  The  solo,  40-hour-a-week 
physician  cannot  undertake  the  care  of  a clinic 
practice  in  Localtown,  USA,  without  back-up 
support,  just  as  the  private  physician  is  unable 
to  practice  24  hours  a day  seven  days  a 
week.  Ordinarily  a new  physician  in  town  will 
align  himself  with  others  and  trade  off  night 
and  weekend  calls.  The  lack  of  history,  pre- 
vious therapy  data,  or  the  identity  of  generic 
drugs  being  used  tends  to  put  the  private 


physician  at  a great  disadvantage  when  sud- 
denly a clinic  patient  is  thrust  upon  him  after 
the  clinic  is  closed. 

Welfare  cards  which  entitle  the  bearer  to  un- 
limited medical  care  can  be  abused.  Pa- 
tients with  chronic  diseases  fill  the  waiting 
room  in  their  constant  search  for  the  elusive 
cure  when  none  is  available.  The  added 
charge  for  the  late  night  call  no  longer  en- 
courages the  use  of  daytime  office  hours.  Re- 
cently a consumers  meeting  I attended 
wrestled  with  this  problem,  and  came  up  with 
a limit  to  the  number  of  free  monthly  visits 
per  person.  This  is  an  example  of  the  sort 
of  thing  for  which  a consumers  board  would 
be  invaluable. 

The  fact  that  a person  has  the  misfortune 
of  being  poor  doesn’t  necessarily  mean  he  is 
the  one  best  suited  for  developing  a solution 
to  his  health  needs.  Likewise,  it  is  not  nec- 
essary to  have  experienced  poverty  to  be  able 
to  have  compassion  for  those  who  are  poor. 
Large  boards  of  20  or  30  members,  each  rep- 
resenting some  identifiable  group,  are  not 
necessary  to  administer  programs — especially 
when  these  representatives  do  not  have 
enough  leisure  time  to  acquaint  themselves 
with  the  problem  or  carefully  develop  a so- 
lution. This  is  also  true,  to  a certain  degree, 
of  us  of  the  medical  profession. 

It  is  difficult  enough  to  sit  in  on  committees 
of  carefully  selected  people — indigent  or  not 
— who  are  well-versed  in  the  subject  at 
hand  and  attempt  to  reach  goals.  Selecting 
board  members  to  solve  medical  problems 
merely  because  they  are  indigent  is  not  al- 
ways practical.  For  example,  in  another  meeting 
I attended,  accolades  were  awarded  a phy- 
sician by  a well-meaning  lady  who  was  hold- 
ing the  man  up  as  an  example  to  all  of  us. 

She  did  not  know  that  he  had  been  censored 
by  his  peers  for  less  than  acceptable  med- 
ical practice,  and  would  have  been  our  last 
choice  as  a local  Marcus  Welby,  MD. 

We  believe  that  advisory  committees  con- 
cerned with  means  tests,  transportation 
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problems,  hours  of  operation  and  such  are  de- 
sirable. However,  locations  of  clinics,  methods 
of  operation,  and  other  medical  activities  must 
be  under  physicians’  supervision  and  are 
not  negotiable.  Priorities  as  to  certain  treat- 
ments and  operations,  selection  of  patients 
for  specific  therapies,  criteria  for  hospitalization 
and  length  of  stay,  etc,  must  be  left  in  the 
hands  of  us  whose  profession  it  is  to  know 
about  such  things. 

For  many  years,  the  Hidalgo  County  Health 
Unit  has  been  establishing  clinics  until  now 
they  hold  310  free  clinics  a month.  Only 
a few  physicians  support  these  clinics.  Some 
say  they  are  too  busy,  some  are  apathetic, 
and  some  say  they  will  see  indigents  in  their 
offices,  a discouraging  commentary. 

Recently  the  local  society  has,  in  spite  of 
lively  opposition,  initiated  the  move  to  es- 
tablish general  medicine  clinics  and  addition- 
al specialty  clinics.  The  work  was  slow  and 
frustrating,  being  accomplished  by  the  part- 
time  efforts  of  a few  busy  practitioners. 

The  first  step  was  to  initiate  three  diabetes 
clinics  working  through  the  county  health 
unit  and  their  professionals.  Diabetes  was 
selected  because  it  is  a pleomorphic  dis- 
ease that  lends  itself  to  paramedical  supervi- 
sion. In  our  instructional  classes  and  in  sub- 
sequent critiques,  we  found  the  nurses  to  be 
reluctant  to  go  as  far  as  we  had  instructed 
them  to  go  in  the  diagnosis  and  treatment  of 
the  disease.  We  thought  that  this  was  a 
healthy  approach  since  the  unreserved  para- 
medic might  well  be  dangerous. 

In  the  first  month,  300  patients  used  the 
clinic;  many  of  them  were  under  no  care 
for  their  disease.  Considering  the  huge  void 
that  this  one  type  of  clinic  has  defined,  we 
wonder  what  would  be  the  result  of  estab- 
lishing cardiovascular  or  arthritis  clinics. 

With  the  society’s  present  lack  of  administra- 
tive help  or  total  involvement  on  our  part, 
we  could  scarcely  justify  their  opening. 

If  I had  to  name  a magic  catalyst  that  would 
spark  the  whole  program,  I might  suggest 


that  the  government  supply  the  local  medi- 
cal society  (through  the  county  health  unit) 
administrative  personnel  and  funds  to  plan  and 
execute  a clinic  program.  I am  realistic 
enough  to  know  that  it  would  be  difficult  to 
amalgamate  the  county  society,  but  1 think 
it  could  be  done  with  enough  of  the  members 
to  make  us  effective.  There  have  been  some 
local  studies  made  toward  establishing  a 
foundation  for  the  purpose  of  health  care  de- 
livery, but  I am  afraid  we  would  need  a 
tremendous  shove  to  get  such  a project  into 
operation. 

Some  physicians’  major  objections  concern- 
ing free  clinics  is  the  lack  of  a means  test. 

It  is  the  view  of  some,  both  within  and 
without  the  medical  profession,  that  not  all  mi- 
grants are  indigent  nor  do  all  migrants  mi- 
grate because  they  are  forced  to.  Some  sociol- 
ogists claim  that  migration  is  a way  of  life 
not  unlike  the  gypsy  migration  of  central  Eu- 
rope. Whether  this  is  true  or  not  is  beside 
the  point.  The  fact  remains  that  free  medical 
care  should  be  offered  to  any  that  qualify  as 
the  poor,  migrating  or  not.  The  present  funding 
excludes  the  nonmigrant  poor  from  the  gen- 
eral clinics. 

Our  major  concern  is  no  more  the  migrant 
than  the  hard-core  indigent  who  is  unable 
to  migrate.  He  is  difficult  to  define  and  thus 
impossible  for  the  government  to  categorize 
neatly. 

1 once  asked  a medical  missionary  to  Africa 
how  he  took  care  of  the  medical  problem 
and  he  said,  “I  don’t.  I work  8 or  10  hours 
a day  and  quit,  because  there  is  just  too  much 
to  get  around  to  it  all.”  I believe  that  with 
the  proper  paramedical  support,  personnel, 
and  training  we  could  begin  to  get  around  to 
it  all.  The  first  step  would  be  to  establish 
an  administrative  section  in  our  society. 

One  solution  to  the  problem  is; 

1.  The  county  medical  society  should  take 
the  lead  in  all  medical  and  paramedical  health 
planning.  Its  members  should  become  activists 
and  demand  admission  to  all  boards,  coun- 
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cils  and  committees  that  are  in  the  least 
way  associated  with  health  matters.  Repre- 
sentatives should  be  carefully  selected  and  well 
versed  in  all  phases  of  the  government- 
medical  society  and  health  care  delivery  pro- 
grams. They  should  be  directed  competently 
and  their  actions  carefully  coordinated  at 
the  local  level  by  strong  leaders.  We  have 
long  recognized  the  need  for  local  full-time 
public  relations  people  to  handle  our  part  in 
the  development  process.  We  in  medicine 
who  have  taken  the  lead  do  so  by  donating 
a few  hours  a week  to  a few  meetings.  Our 
opposites  in  government  and  elsewhere  are 
full-time  salaried  negotiators. 

2.  The  attitude  of  medicine  should  be  con- 
cerned, practical  and  above  all  else  coopera- 
tive. In  many  government  programs  general 
attitudes  are  formed  by  health  workers  and 
physicians  who  have  never  practiced  medi- 
cine or  been  involved  in  the  health  field  before. 

3.  Health  clinics  for  delivery  of  charity 
care  should  be  established  in  all  population 
centers  under  the  direct  supervision  of  organ- 
ized medicine.  The  careful  training  of  para- 
medical personnel  by  branches  of  organized 
medicine  in  matters  of  sorting,  patient  educa- 
tion, explanation  of  orders,  home  care,  simple 
office  procedures  and  numerous  other  ac- 
tivities that  have  been  previously  reserved  for 
the  physician  can  and  should  be  ac- 
complished. Certain  patient  education  ac- 
tivities can  be  performed  by  paramedical  people 
much  more  efficiently  than  by  a harassed 
physician.  If  we  are  to  care  for  an  additional 
20%  of  the  population,  we  can  accomplish  it 

in  no  other  way.  It  has  been  suggested  that 
local  society  membership  or  hospital  privileges 
be  predicated  on  acceptance  of  scheduled 
clinic  assignments. 

4.  Funding  is  currently  administered  by  nu- 
merous government  agencies.  These  monies 
should  be  coordinated  through  a locally  or- 
ganized and  managed,  nonprofit,  government- 
chartered  corporation.  Such  a corporation 

is  being  attempted  in  Hidalgo  County  now. 


5.  The  employment  of  primary  health  care 
delivery  physicians  for  populated  areas  to 

be  backed  up  by  local  physicians  is  practi- 
cal. Rural  areas  or  small  communities  may  find 
it  difficult  to  hire  a physician,  but  bussing 
is  an  alternative.  The  establishment  and  hiring 
of  personnel  for  such  clinics  should  be  su- 
pervised by  physicians.  Furnishing  and  sup- 
plying such  clinics  is  an  art  in  itself  if  it  is  to 
be  efficiently  operated.  Specialty  clinics  for 
many  of  the  chronic  diseases  can  be  es- 
tablished in  more  populated  areas  and 
manned  by  local  specialists. 

6.  The  5 to  7%  of  the  clinic  patients  who 
will  require  hospitalization  must  be  consid- 
ered. The  local  hospital  cannot  be  asked 

to  shoulder  the  added  costs  nor  should  the  lo- 
cal paying  hospital  patient  be  penalized  by 
higher  hospital  costs.  Government  has  not 
made  health  funds  available  for  inpatient 
care;  thus  local  hospital  districts  or  some 
similar  funding  program  may  be  necessary. 

Peer  review  and  priority  systems  must  be  es- 
tablished as  well  as  a strong  utilization 
program. 

7.  The  mechanics  of  the  program  will 
vary  with  the  location.  Transportation  to  the 
clinic,  hours  of  operation,  referral  clinics,  spe- 
cial clinics  where  referral  directly  to  a physi- 
cian’s office  is  less  expensive,  pharmacy, 
laboratory,  x-ray,  dental  hygiene,  availability  of 
records  at  night,  peer  review  for  surgery,  and 
obstetrical  clinics  with  supervised  nurse 
midwives  for  uncomplicated  cases  are  but  a 
few  of  the  considerations. 

8.  Pay  scales  for  employed  physicians  and 
paramedical  personnel  must  be  studied.  Sal- 
aries for  volunteer  physicians  are  another 
issue  since  some  doctors  demand  payment 
(even  if  only  a token)  while  others  observe 
that  the  physician  should  donate  his  time  to 
the  care  of  the  poor  and  the  needy.  The 
cynical  observer  points  out  that  a volunteer 
can,  with  some  degree  of  impunity,  raise  a lot 
more  hell  than  an  employee. 

Charles  R.  Queen,  MD,  Edinburg. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HQ  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  m^illary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25^,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Qeocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered  ® 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity  , 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances, 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci 

Cleocin  Hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  t'act,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  (3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  ot  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsules— Bottles  of  16’s  and  lOO's.  75  mg  Capsules— 
Bottles  of  16's  and  lOO’s.  Sensitivity  Disks-2  fig.  Sensitivity  Powder-Vials. 

For  additional  product  information,  see  your  Up/ohn  representative  or 


consult  package  insert.  MED  8-4-S  (LNU-3)  JA7I-1565 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Unity-A  Challenge  for  the  Future 


Through  this  page  I will  be  communi- 
cating with  you  during  this  year 
that  I represent  you  in  the  TMA.  It 
will  be  my  prerogative  to  keep  you 
abreast  of  TMA  actions  and  other 
events  influencing  the  practice  of 
medicine.  By  the  same  token,  it  is 
your  privilege  and  responsibility  as  a 
member  of  our  organization  to  voice 
your  opinions  and  be  represented  in 
your  organization. 

As  always,  as  we  begin  this  new 
year,  there  are  many  problems  facing 
the  medical  profession.  If  there  were 
not,  we  could  all  devote  our  full  time 
and  energies  in  practicing  our  pro- 
fession; but  physicians  must  become 
more  and  more  involved  in  the  battle 
to  prevent  encroachment  of  third 
parties  into  medical  territory.  They 
must  be  heard  in  the  political  arena, 
must  unite  and  pull  together. 

We  must  rededicate  ourselves  to  the 
ideal  that  democracy  is  the  best 
foiTu  of  government  which  has  been 
practiced  on  this  earth.  We  must_ 
give  adequate  support  to  those  indi- 
viduals in  public  life  who  are  at- 
tempting to  promote  the  ideals  of 
democracy  and  must  curb  those  who 
picture  our  nation  merely  as  the 
most  advanced  materialistic  nation  in 
the  history  of  the  world. 

This  will  not  be  an  easy  task.  It  will 
require  perseverance,  watchfulness, 
and  opposition  to  all  forms  of  creeping 
governmental  control  of  our  individual 
freedom.  We  must  continue  to  safe- 
guard the  freedom  of  the  individual, 
the  initiative  which  makes  a culture 
great — and  must  continue  to  oppose 
vigorously  those  influences  which 
would  destroy  the  dignity  of  the  indi- 
vidual. We  cannot  champion  human 
freedom  and  dignity  throughout  the 
world  if  we  do  not  have  it  at  home. 


In  this  election  year,  let  us  resolve 
to  do  all  in  our  power  to  preserve 
the  freedoms  handed  down  by  our 
Founding  Fathers.  Physicians  have 
throughout  the  history  of  our  nation 
taken  an  active  lead  in  the  pursuit 
of  freedom.  If  government  control 
flourishes  it  is  because  good  people 
allow  their  differences  to  divide  them 
rather  than  let  the  things  on  which 
they  agree  unite  them.  It  is  not  ivho 
is  right  but  what  is  right  that  is  of 
greatest  importance. 

The  puiqjose  of  our  unity  is  to  pro- 
vide the  best  health  care  possible 
for  our  patients.  Certainly  this  is  the 
prime  purpose  of  each  individual 
physician.  Yet  only  through  organized 
medicine  can  we  gain  strength  to 
be  heard. 

May  I encourage  each  of  you  to 
utilize  the  experience  and  abilities  of 
the  excellent  TMA  staff  and  the 
resources  of  our  headquarters  and 
lend  your  strength  to  ours. 

Braswell  Locker,  MD,  President, 

Texas  Medical  Association. 
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The  hi^  cost 
of  living. 

There’s  no  place  in  a hospital 
that’s  as  expensive  as  intensive  care. 
You’re  surrounded  by  thousands  of 
dollars  worth  of  equipment,  machines, 
and  highly  dedicated  people. 

All  working  to  save  your  life. 

Blue  Cross  and  Blue  Shield 
is  concerned  about  the  high  cost  of 
living.  We  feel  you  shouldn’t  have  to 
think  twice  about  it. 

True,  your  cost  of  living  might 
be  high  in  intensive  care. 

But  Blue  Cross  and  Blue  Shield 
can  help  you  afford  it.  Because  no  one 
wants  the  alternative. 


BLUE  CROSS' 


BLUE  SHIELD*^ 


People  helping  people. 


® American  Hospital  Association 
^National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


Emergency  diagnosis 
and  attempted  therapy 
in  post- infarction 
interventricular  septal  rupture 


Emergency  diagnostic  catheterization  utilizing  a 
new  flow-directed  balloon-tipped  catheter  was  car- 
ried out  at  the  bedside  in  a patient  with  acute 
rupture  of  the  interventricular  septum  and  shock 
complicating  acute  myocardial  infarction.  Surgical 
therapy  failed  because  the  friable,  necrotic  tissue 
surrounding  the  defect  did  not  allow  the  attempt- 
ed repair.  The  clinical  features  and  results  of  med- 
ical and  surgical  therapy  to  date  are  reviewed. 
When  early  surgery  is  indicated,  the  risk  is  much 
higher  than  when  surgery  is  electively  performed 
8 to  12  weeks  or  more  after  the  initial  episode 
of  myocardial  necrosis. 


RUPTURE  OF  THE  VENTRICULAR  septum  has 
been  demonstrated  in  about  2%  of  deaths 
from  myocardial  infarction.^  It  has  been  recog- 
nized at  the  bedside  by  the  sudden  appearance 
of  a loud  pansystolic  murmur  accompanied  by 
a thrill  and  evidence  of  progressive,  often  atyp- 
ical, congestive  heart  failure  in  the  postmyo- 
cardial  infarction  period.  The  major  differential 
diagnostic  consideration  may  be  papillary  mus- 
cle dysfunction  or  rupture  with  massive  acute 
mitral  regurgitation.  Surgical  closure  of  the  de- 
fect has  been  advocated  because  less  than 
15%  of  these  patients  are  reported  to  survive 
longer  than  two  months.  A new  flow-directed 
balloon-tip  catheter^  allowed  bedside  confirma- 
tion of  the  diagnosis  in  a critically  ill  patient 
without  the  need  for  fluoroscopy. 

Case  Material:  A 74-year-old  man  was  admitted 
complaining  of  intermittent  substernal  tight- 
ness and  dyspnea  on  exertion  associated  with 
pain  in  both  shoulders  and  across  the  back  for 
one  week.  On  the  day  of  admission,  the  symp- 
toms had  become  more  severe  and  included 
nausea,  vomiting  and  diaphoresis.  There  was 
no  prior  history  of  cardiac  disease.  Physical 
examination  revealed  an  alert  man  appearing 
younger  than  his  chronological  age.  Cuff  blood 
pressure  was  120/60  mm  Hg,  and  pulse  rate 
was  120/minute  and  irregular.  The  jugular 
veins  were  distended  at  30°;  examination  of 
the  lungs  showed  no  abnormalities.  The  heart 
was  not  clinically  enlarged.  At  the  apex.  Si  was 
soft  and  an  atrial  sound  was  audible.  No  mur- 
murs were  present.  The  liver  was  slightly  en- 
larged and  the  remainder  of  the  physical  exam- 
ination results  were  normal.  An  electrocardio- 
gram was  consistent  with  an  acute  diaphrag- 
matic myocardial  infarction.  An  episode  of  ven- 
tricular tachycardia  at  140  beats/minute  was 
successfully  treated  with  Xylocaine  given  intra- 
venously. 
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On  the  second  hospital  day,  the  patient 
developed  a temperature  of  101  F,  abdominal 
distention,  epigastric  pain  and  a recurrence  of 
nausea  and  vomiting.  A roentgenogram  dem- 
onstrated calcified  gallstones  and  nasogastric 
suction  was  begun.  A loud  pericardial  friction 
rub  became  audible  on  the  third  hospital  day 
and  the  patient  complained  of  pleuritic  type 
chest  pain  located  in  the  lower  substernal  area; 
cuff  blood  pressure  was  120/80  mm  Hg  and 
radial  pulse  rate  100/minute  and  regular,  with- 
out pulse  deficit.  Basilar  rales  were  present  bi- 
laterally. A chest  roentgenogram  revealed  the 
heart  size  to  have  increased  to  the  upper  limits 
of  normal.  The  nasogastric  tube  was  removed 
and  digoxin  administration  was  begun.  The  pa- 
tient’s condition  was  relatively  stable  until  the 
fifth  day  when  suddenly  tachycardia,  dyspnea, 
precordial  pain  and  diaphoresis  occurred  at 
4:30  a.m.  Blood  pressure  was  104/70  mm  Hg; 
pulse  rate  120/minute.  A new,  grade  2/6  pan- 
systolic  murmur  was  heard  at  the  lower  left 
sternal  border.  Within  four  hours,  the  blood 
pressure  fell  to  76/60,  but  increased  to  90/60 
mm  Hg  after  an  intravenous  isoproterenol  drip 
was  begun.  The  pansystolic  murmur  became 
louder,  a thrill  became  appreciable  at  the  lower 
left  sternal  border,  and  the  heart  size  increased 
further. 

A right  heart  catheterization  was  performed 
at  the  bedside  utilizing  the  Swan-Ganz  cathe- 
ter,^ a Stathem  SB  37  pressure  transducer  con- 
nected to  an  IR-4  Electronics  for  Medicine,  Inc., 
bedside  pressure  monitor  without  fluoroscopy. 
The  data  presented  in  Fig  1 confirmed  the  clini- 
cal impression  of  rupture  of  tne  interventricular 
septum,  biventricular  failure,  and  passive  pul- 
monary hypertension. 

At  surgery  the  findings  were  confirmed.  The 
patient  was  placed  on  femoral-femoral  bypass 
in  the  Coronary  Care  Unit  and  taken  to  surgery 


Site 

Pressure 

% O2  Saturation* 

Femoral  vein 

19 

Superior  vena  cava 

35 

Right  atrium 

30 

36 

Right  ventricle 

60/25-30 

91 

Pulmonary  artery 

60/35,40 

59 

Pulmonary  capillary  wedge 

30 

Brachial  arteryt 

90/50 

93 

Pulmonary:  systemic  flow  ratio# 

1.6:1 

* Determinations  performed  on  Co-Oximeter,  Instrumentation  Asso- 
ciates, Inc.,  St  Louis. 
tSimultaneous  arterial  cuff  pressure. 

AO-VC 

iEstimated  from  O2  content  differences  in  volumes  %. 

AO-PA 

1.  Circulatory  data  obtained  during  right  heart 
catheterization. 


where,  after  a sternal  splitting  incision,  total 
cardiopulmonary  bypass  was  instituted.  The 
apex  of  the  heart,  including  both  the  right  and 
left  atrium,  was  tissue-paper  thin.  A right  ven- 
triculotomy was  performed,  and  an  attempt  at 
closure  of  the  defect  was  made  using  no.  2-0 
Tycron  sutures  and  Teflon  pledgets.  There  was 
so  much  necrosis  that  no  suture  held  well.  The 
defect  was  reduced  and  an  attempt  at  closure 
was  made.  The  ventriculotomy  tore  with  every 
suture  and  the  patient  died. 

At  necropsy,  the  heart  weighed  520  gm.  The 
atria  were  unremarkable.  An  irregular  perfora- 
tion of  the  postero-inferior  portion  of  the  inter- 
ventricular septum  partially  closed  by  Teflon 
felt  was  approximately  2 cm  in  diameter  (Fig 
2).  The  surrounding  myocardium  was  soft, 
hemorrhagic,  and  friable.  Multiple  sections  of 
the  adjacent  left  ventricle  disclosed  extensive 
transmural  necrosis  located  in  the  posterior 
free  wall  and  interventricular  septum.  The  car- 
diac valves  were  unremarkable.  The  coronary 
arteries  showed  the  following  peculiarities:  the 
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trunk  of  the  left  was  of  normal  caliber,  but  the 
left  anterior  descending  branch  was  minute, 
measuring  a little  over  1 mm  in  total  diame- 
ter, and  revealed  mild  atherosclerosis.  Another 
branch  on  the  anterior  free  wall  of  the  left  ven- 
tricle was  of  good  caliber.  The  left  circumflex 
artery  was  approximately  of  the  same  diminu- 
tive caliber  as  the  anterior  descending  artery 
and  also  revealed  atherosclerosis.  The  right 
coronary  artery  was  of  good  caliber  but  dem- 
onstrated extensive  atherosclerosis,  and  at  the 
junction  of  the  anterior  and  posterior  walls  it 
showed  severe  stenosis  of  the  lumen  by  parietal 
atheroma.  The  remaining  lumen  was  further 
occluded  by  fresh  thrombosis.  Histologic  study 
confirmed  the  gross  findings. 

Discussion;  The  severe  destruction  of  myocar- 
dium in  this  patient  may  be  related  to  the 
extreme  predominance  of  the  right  coronary 
artery  that  was  present.  Those  branches  of  the 
left  coronary  which  normally  contribute  heavily 
to  the  nutrition  of  the  septum  and  posterior 
wall  were  diminutive.  Thus,  occlusion  of  the 
distal  right  coronary  artery  was  not  compen- 
sated by  the  usual  complementary  blood  sup- 
ply nor  by  extensive  collaterals  from  the  large 
left  branch  to  the  anterior  free  wall. 

In  a recent  review.  Campion  and  colleagues^ 
considered  atypical  congestive  heart  failure  to 
be  the  striking  clinical  pattern  presented  by  the 
majority  of  patients  with  this  condition.  Peri- 
pheral edema,  dyspnea,  and  mental  confusion 
in  the  absence  of  pulmonary  edema  and  or- 
thopnea accompanied  cardiac  auscultatory 
findings  typical  of  ventricular  septal  defect.  The 
absence  of  signs  typical  of  pure  left  ventricular 
failure  aid  in  differentiation  from  acute  mitral 
regurgitation  with  an  atypically  located  systolic 
murmur.  Septal  rupture  may  follow  a first  myo- 
cardial infarction  and  occasionally  a “silent” 
infarction.  A pericardial  friction  rub  may  be 


heard,  as  in  our  case,^  but  does  not  aid  in 
diagnosis. 

ECG  features  may  include  an  arrhythmia 
before  or  after  septal  rupture  (40%),  bundle 
branch  block,  and  usually  inferior  wall  myocar- 
dial infarction  (five  of  seven). ^ Right  axis  devia- 
tion and/or  right  ventricular  hypertrophy  may 
develop  with  prolonged  survival.  Roentgeno- 
graphic  findings  include  cardiomegaly,  ventric- 
ular aneurysms  (37,  5%),  pulmonary  plethora 
suggestive  of  a left-to-right  shunt,  occasional 
pleural  effusion  (two  of  seven)^  and  absence  of 
pulmonary  edema. 

Right  heart  catheterization  has  been  safe. 
The  new  balloon-tip  floating  catheter  permits 
immediate  diagnosis  in  the  absence  of  fluoros- 
copy apparatus,  provided  catheter  tip  position 
can  be  monitored  by  observation  of  pressures. 
The  adequacy  of  these  catheters  for  diagnosis 
in  other  conditions  has  been  demonstrated. ^ 
While  the  presence  of  left-to-right  shunts  has 
been  demonstrated  in  bedside  procedures  with 
platinum  electrode  catheters,®  the  presence  of 
the  lumen  in  the  presently  available  apparatus, 
although  small  (no.  5 F),  allowed  for  pressure 
determination  and  blood  analysis.  The  proce- 
dure was  easily  carried  out  without  complica- 
tions despite  the  shock  state  as  described  by 
Swan  and  others. ^ The  pulmonaryrsystemic 
blood  flow  ratio  in  this  case  was  estimated  to 
be  1.6:1.  It  is  likely  that  this  ratio  was  lower 
than  the  2.4:1  to  3.7:1  reported  by  other  au- 
thors^’®  because  of  low  cardiac  output  and 
high  total  pulmonary  resistance.  When  clinical 
circumstances  permit,  a left  heart  catheteriza- 
tion and  angiography  should  be  performed. 
Swithinback^  has  shown  that  40%  of  postmyo- 
cardial  infarction  septal  ruptures  are  multiple 
and  locations  are  variable,  hence  easily  missed 
at  surgery.  The  lower  apical  portion  of  the  sep- 
tum was  the  site  for  66%  of  septal  ruptures. 
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17%  were  posterior  and  13%  occurred  in  the 
midseptum.  The  presence  and  extent  of  an  as- 
sociated aneurysm  may  also  be  demonstrated. 

Medical  management  has  been  associated 
with  a high  mortality.  Kitamura®  reported  24% 
mortality  in  the  first  24  hours  and  65%  within 
two  weeks  following  septal  rupture  with  non- 
surgical  therapy.  Reports  have  indicated  an 
87%  mortality  at  the  end  of  two  months  and 
89-93%  mortality  at  the  end  of  one  year.'’“ 
Surgical  repair  was  first  attempted  in  1957’^ 
and  recently  a total  of  65  operations  were  re- 
viewed.® The  risk  within  the  first  two  months 
has  been  almost  prohibitive  thus  far,  but 
should  be  considered  after  this  period  of  sur- 
vival when  possible.  There  appears  little  choice 
other  than  to  attempt  repair  when  the  patient 
gives  evidence  of  progressive  deterioration. 

The  results  of  surgical  treatment  of  these 
cases  may  be  best  related  to  the  time  period 
between  septal  rupture  and  repair.  Six  cases 
were  operated  upon  one  day  after  rupture,  such 
as  the  case  described  herein,  with  one  sur- 
vival.^® Of  those  operated  upon  within  two 
weeks  after  rupture,  30%  lived  more  than  two 
months,  and  of  those  operated  upon  within  one 
month  after  rupture,  37%  lived  more  than  two 
months.  Overall,  58%  with  surgical  interven- 
tion survived  longer  than  two  months,  while 
only  18.5%  treated  medically  alone  survived 
for  a similar  period.  At  six  months  50%  of  sur- 
gically treated  cases  were  still  alive.  At  one 
year  32%  of  surgically  treated  patients  sur- 
vived compared  to  7-11%  of  cases  treated 
without  surgery.®  Residual  left-to-right  shunts 
after  surgery  have  been  found  in  46%  of  the 
survivors.  Kitamura  suggests  that  this  was  due 
to  difficulty  in  recognizing  the  borders  of  de- 
fects, presence  of  multiple  defects,  and  diffi- 
culty in  placing  sutures.  Survival  has  been  lim- 
ited by  the  usual  presence  of  severe  underlying 


2.  The  ruptured  iuterveutricular  septum  with 
irregular  borders  is  clearly  seen.  The  Teflon  pledgets 
used  in  the  attempted  closure  of  the  defect 
are  also  seen  inferiorly  and  to  the  right  of  the 
ventricular  septal  defect.  The  tissue  surrounding  the 
defect  was  extremely  friable. 
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coronary  heart  disease  resulting  in  subsequent 
myocardial  infarction.  The  value  of  adding 
myocardial  revascularization  has  yet  to  be 
demonstrated  in  this  circumstance,  but  would 
seem  reasonable  in  selected  cases.  Although 
congenital  ventricular  septal  defects  have  been 
repaired  through  the  right  ventricle,  an  ap- 
proach to  a post-myocardial  infarction  septal 
rupture  through  the  left  ventricle  allows  simul- 
taneous aneurysmectomy  when  necessary.®  Be- 
cause the  tissue  often  has  been  found  to  be 
friable,  interrupted  mattress  sutures  over  Tef- 
lon felt  pledgets  (Fig  2)  have  been  considered 
useful. 
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NOVAHISnNElP 


Many  women  still  believe  that  a 
douche  is  a cure-all  for  vaginal 
secretions  and  malodor.  Mother 
tells  daughter  and  the  myth  is 
perpetuated. 

' Other  cosmetic  products  are  not 
much  better.  Though  they  may  be 
effective  in  some  minor  infections, 
they  cannot  touch  the  real  medical 
problem,  which  very  often  is 
trichomonal  vaginitis. 

Medicine’s  most  effective 
cure  for  trichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Hagyl 

/ brand  of  , i ■ i \ 

(metronidazole) 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  riecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  "weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed.  The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  In- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daiiy  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
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I I Manufactured  by  SEARLE  & CO. 

I I San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  O.  Box  5110,  Chicago,  Illinois  60680 
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FRUSTRATIONS  OF  EFFECTING  CHANGE 


LOUIS  S.  RILEY,  MD 


This  article  deals  with  the  frustrations  of  change 
in  the  method  of  delivering  primary  ambulatory 
medical  care  to  the  indigent  population  of  Galves- 
ton County  via  the  structure  of  organized  public 
health.  It  points  up  problems  involved  in  local 
and  state  government  for  funding  and  private  and 
academic  medicine  for  delivery  of  care.  In  addi- 
tion, it  shows  some  of  the  problems  of  the  indi- 
gents in  obtaining  health  services  even  when  these 
are  available. 

MORE  AND  MORE  frequently,  the  shortage  of 
physicians  and  other  professional  medical  man- 
power coupled  with  a demand  for  more  and 
more  medical  services  are  talked  about  and 
written  about.  The  federal  government  has  tried 
in  various  ways  to  help  local  health  delivery 
systems  to  meet  these  needs.  Usually,  however, 
these  efforts  have  taken  the  form  of  programs 
with  narrow  ranges  of  service  or  benefits.  The 
obvious  lack  of  good  medical  care  for  the  dis- 
advantaged population  has  become  more  glar- 
ing and  has  for  the  past  five  years  contributed 
to  open  revolt  against  the  Establishment — that 
is,  you  and  me — or  Organized  Medicine  and 
Organized  Public  Health. 

Recognizing  this,  public  health  has  begun  to 
acknowledge  that  “health  of  the  public’’  is 
what  it’s  all  about. 

Public  health  was  created  to  meet  the  needs 
of  a public  ravaged  by  plagues  and  epidemics. 
It  did  its  job  so  well  that  by  the  1920s  the  need 
for  public  health  departments  had  almost  been 
overcome.  But  jobs  had  been  created  and  pro- 
fessionals argued  that  public  health  and  pre- 
ventive medicine  were  synonymous  and  that 
private  and  institutional  medicine  would  not  do 
this  job.  Private  medicine  allowed  public  health 
to  take  care  of  tuberculosis  and  venereal  dis- 


ease surveillance  immunization  of  those  who 
were  unable  to  pay,  sewage  and  sanitation  sur- 
veillance in  some  areas  and,  for  the  next  25 
years,  this  was  public  health. 

The  social  consciences  of  many  young  phy- 
sicians led  them  to  reappraise  the  role  of  pub- 
lic health  about  ten  years  ago.  Gradually,  at  a 
national  level  the  concept  of  the  public  health 
role  changed  from  preventive  measures  to  ac- 
tual involvement  in  the  public’s  health  needs. 
As  the  majority  of  people  in  the  United  States 
were  capable  of  caring  for  their  own  needs 
via  private  practice  and  did  so,  the  public 
health  service  had  to  concentrate  on  the  poor. 
However,  certain  areas  of  the  country — Texas 
among  them — were  so  reluctant  to  accept  this 
changed  role  that  the  federal  administration 
chose  to  pour  money  into  the  Office  of  Equal 
Opportunity  rather  than  the  public  health  ser- 
vice to  meet  the  supposed  health  crisis  of  the 
poor.  In  truth  there  was  no  crisis:  health  care 
was  just  bad  and  had  been  that  way  for  a cen- 
tury, but  the  black  voice  was  being  heard  as 
the  voice  of  the  poor  in  Washington. 

Predictably,  health  care  delivered  by  the  non- 
professionals of  OEO  did  not  measure  up,  and 
the  protests  continued.  The  Department  of 
HEW  finally  responded  and  began  experiment- 
ing with  delivery  of  care  under  Public  Law  89- 
749,  314  E.  The  responses  were  slow  and  pro- 
bably too  late,  but  HEW  has  funded  about  54 
comprehensive  community  or  neighborhood- 
based  clinics  throughout  the  United  States.  We 
have  one  of  these  in  Galveston  County. 

Following  is  a brief  review  of  the  inception  of 
this  program  and  some  of  its  problems. 

In  early  1966,  The  University  of  Texas  Medi- 
cal Branch  asked  the  Galveston  County  Com- 
missioners Court  to  study  the  funding  of  indi- 
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gent  medical  care.  In  cooperation  with  the  Gal- 
veston County  Medical  Society,  a committee 
was  appointed.  I was  a member  of  the  com- 
mittee. 

After  meeting  regularly  for  more  than  eight 
months,  late  in  December,  this  committee  rec- 
ommended that  the  county  government  as- 
sume the  responsibility  of  the  medical  care  of 
the  “medical  indigents  of  Galveston  County’’ 
as  defined  by  county  welfare,  and  that  the 
court  recommend  a tax  increase  to  cover  the 
cost  estimated  by  the  committee  at  that  time 
to  be  about  $250,000. 

A tax  proposal  for  medical  care  of  the  indi- 
gent was  duly  presented  to  the  citizens  of  Gal- 
veston County,  and  passed  on  March  18,  1967. 

Shortly  after  the  first  of  the  year  in  1967,  a 
second  committee  was  appointed  to  study  how 
such  a program  could  be  implemented.  Re- 
ferred to  simply  as  the  “Indigent  Study  Com- 
mittee,’’ it  was  composed  of  12  members  which 
included  the  Galveston  County  Welfare  Advisory 
Board  and  four  physicians,  representing  vari- 
ous areas  of  the  country  and  selected  by  the 
commissioners,  all  of  whom  were  on  the  origi- 
nal committee.  The  committee  conducted  an 
in-depth  study  of  the  entire  medical  indigent 
health  care  needs  and  the  costs  involved,  again 
meeting  almost  weekly. 

The  Indigent  Study  Committee  found  that 
the  cost  of  care  for  county  indigents  actually 
approached  $1,925,000,  and  that  the  cost 


was  being  reimbursed  only  partially  by:  (1)  a 
$200,000  contribution  to  the  UTMB  from  the 
city  of  Galveston  (for  the  care  of  indigents  liv- 
ing within  the  city  limits),  (2)  $3,000  from  the 
county  welfare  funds,  and  (3)  $812,757  in  pay- 
ments from  private  insurance.  Medicare,  and 
cash  from  patients  accepted  as  “staff’’*  but 
not  totally  financially  indigent.  A yearly  deficit 
of  approximately  $913,940  was  being  absorbed 
by  the  UTMB,  to  the  detriment  of  other  educa- 
tional and  service  activities. 

Concurrent  with  this  study,  the  Indigent 
Study  Committee  learned  that  the  city  planned 
to  withdraw  its  $200,000  contribution  because 
this  amount  would  represent  double  taxation  of 
the  residents  and,  further,  that  the  Board  of 
Regents  of  The  University  of  Texas  ordered  the 
discontinuation  of  services  to  medical  indigents 
of  Galveston  County  unless  such  costs  were 
reimbursed  by  sources  other  than  University 
funds.  The  regents  recommended  that  services 
be  screened  to  accept  only  cases  of  interest  to 
the  teaching  program,  that  these  be  funded  by 
the  teaching  program,  and  that  a quota  be 
established  allowing  Galveston  County  residents 
to  receive  services  on  a pro-rata  basis  with  all 
other  residents  of  the  state,  as  this  is  the  only 
“general’’  hospital  in  The  University  of  Texas 
System  supported  by  University  funds. 

The  Indigent  Study  Committee  and  the  coun- 
ty judge  asked  Galveston  to  continue  its  sup- 
port through  the  fiscal  year  ending  in  Septem- 
ber 1968.  No  new  county  money  could  be 
made  available  prior  to  January  1969.  The  city 
agreed. 

At  this  point,  it  was  obvious  to  the  Indigent 
Study  Committee  that  the  medical  indigent 

•$812,757  is  from  patients  defined  as  “staff”  by  the  UTMB. 
Of  these,  only  a small  number  would  be  classified  as  medical 
indigents  by  county  welfare.  County  welfare  estimates  that 
only  $275,000  of  the  $812,757  could  be  expected  to  be  paid 
by  medically  indigent  patients. 
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faced  numerous  severe  problems  in  obtaining 
health  care,  and  that  the  county  government’s 
revenue  and  programs  fell  far  short  of  what 
was  needed  to  give  adequate  service.  Three 
priority  problems  faced  by  the  disadvantaged 
patient  were  identified;  (1)  inaccessibility  of 
UTIVIB,  (2)  operational  policy  of  the  UTMB  hos- 
pital and  clinics,  and  (3)  lack  of  personal  funds. 

The  committee  reported  to  the  commission- 
ers court  that  county  outpatient  clinics  should 
be  created  on  the  Mainland  and  Galveston 
Island  to  screen  patients  before  referral  to  John 
Sealy  Hospital  and,  in  addition,  should  treat 
minor  illness. 

A resolution  was  then  presented  to  the  court, 
calling  for  the  County  Commissioners  Court  to 
investigate  the  availability  of  federal  matching 
funds  for  the  county  health  department  under 
Public  Law  89-749. 

The  county  judge  then  met  with  the  directors 
of  the  two  health  departments,  the  city  offi- 
cials, and  officials  of  the  UTMB,  and  approved 
the  application  of  a grant  request  to  fulfill  as 
much  of  the  committee’s  recommendations  as 
possible.  I was  delegated  to  do  this. 

I started  putting  together  a comprehensive 
program  designed  to  meet  the  needs  of  all 
three:  the  medical  indigent,  the  UTMB  for 
teaching  and  training  material,  and  the  govern- 
ment agencies  that  would  have  to  pay  for  it. 

The  first  problem  was  that  the  mental  health 
group  wanted  no  part  of  the  program.  This  was 
overcome  by  an  agreement  for  joint  effort  and 
cross  referral.  Next,  organized  medicine  object- 
ed to  bringing  a “federally  funded  program’’ 
into  Galveston  County,  and  only  approved  the 
program  when  they  concluded  that  no  better 
solution  could  be  reached.  (However,  this  was 
the  first  program  of  this  nature  in  Region  VI 
ever  to  obtain  a county  medical  society’s  ap- 
proval.) Next,  organized  public  health  opposed 


the  program.  The  Commissioner  of  Health 
stated  in  the  fall  of  1967  that  public  health 
was  preventive  medicine,  and  was  not  intended 
to  deliver  primary  medical  care.  However,  in 
1969  he  did  endorse  the  program. 

Defining  Needs:  In  September  1969,  the  pro- 
gram was  presented  to  HEW  with  the  needs  for 
this  program  presented  as  follows: 

1.  Galveston  County  presents  an  entire  spec- 
trum of  health  care  problems  and  contains  all 
levels  of  health  care  expertise.  Additionally,  it 
contains  the  problems  of  both  urban  and  rural 
populations,  compounded  by  the  unique  situa- 
tion of  being  an  international  port,  and  further 
compounded  by  a particularly  adverse  geogra- 
phy which  does  not  lend  itself  to  easy  travel. 

Galveston  County,  as  a whole,  is  predomi- 
nantly rural,  containing  15  small,  independent 
communities  only  8 of  which  are  incorporated. 
These  15  are  scattered  over  an  area  of  430 
square  miles. 

There  are  three  different  geographical  re- 
gions: Galveston  Island,  Bolivar  Peninsula,  and 
the  Mainland.  The  largest  and  most  medically 
troublesome  land  area  in  the  county,  approxi- 
mately 300  square  miles,  is  the  Mainland. 

Galveston  Island’s  only  connection  with  the 
Mainland  is  a two-mile  causeway  across  Gal- 
veston Bay:  Bolivar  Peninsula,  located  to  the 
northeast,  is  accessible  only  by  ferry  from  the 
island. 
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In  terms  of  population, + the  county  is  divid- 
ed into  two  components:  the  island  which  is 
predominately  the  City  of  Galveston  with  a pop- 
ulation of  61,000,  and  the  Mainland  (includ- 
ing Bolivar  Peninsula)  with  a population  of 
100,000.  Initial  studies  showed  that  90%  of 
the  disadvantaged  population  on  the  Mainland 
are  concentrated  within  a 3.5-mile  radius  of 
the  county  health  department  building  in  La 
Marque.  The  county  health  building  is  15  miles 
from  the  UTMB  Hospital.  Also,  nearly  90%  of 
the  disadvantaged  on  Galveston  Island  live 
within  a 0.7-mile  radius  of  the  city  health  de- 
partment and  within  1.5  miles  from  the  UTMB. 

Three  of  the  four  largest  industries  in  the 
region  employ  highly  trained  technical  person- 
nel. Tourism  (the  fourth  large  county  industry) 
and  farming  offer  the  disadvantaged  their  pri- 
mary sources  of  employment.  The  two  latter 
categories  are  not  only  seasonal,  but  are  too 
small  to  make  significant  contributions  toward 
the  problem  of  job  opportunities. 

2.  Public  transportation  between  the  cities 
of  the  Mainland,  for  all  practical  purposes,  is 
nonexistent.  For  example,  to  travel  from  Texas 
City  to  La  Marque  (a  distance  of  less  than 
seven  miles)  requires  a taxicab  which  costs 
$2.25  per  person.  To  travel  from  Hitchcock  to 
La  Marque,  a direct  distance  of  about  six 
miles,  requires  flagging  a Greyhound  bus  on 

fPopulation  figures  from  the  Galveston  County  Research 
Council,  April,  1967. 


the  highway  (knowing  its  approximate  sched- 
ule), riding  to  Galveston,  and  returning  to  La 
Marque  on  a different  bus.  In  most  cases,  what 
would  be  a 10-15-minute  automobile  ride  for 
upper  and  middle  class  patients,  turns  into  a 
three-to-four-hour  ordeal  for  the  indigent. 

3.  The  UTMB  is  located  on  the  extreme  east 
end  of  Galveston  Island,  and  is  more  than  15 
miles  from  the  concentration  of  homes  of  the 
disadvantaged  living  on  the  Mainland.  Public 
transportation  by  Greyhound  bus  is  infrequent 
and  available  on  only  one  state  highway.  For 
the  person  who  can  afford  to  travel  to  UTMB, 
the  trip  to  and  from  Galveston  plus  the  long 
wait  at  the  clinic  takes  a full  day  and  costs  a 
total  of  $5  to  $15  per  visit — excluding  any  ex- 
tras such  as  x-ray,  laboratory,  or  prescribed 
treatment  costs  such  as  drugs  or  devices. 

4.  Bedridden  patients  living  on  the  Main- 
land, who  are  admitted  to  attend  the  specialty 
clinics  at  the  UTMB  must  obtain  transportation 
by  private  ambulance  at  a cost  of  $50  per 
round  trip.  For  this  reason  alone,  few  people 
on  the  Mainland  continue  their  necessary  care. 
The  15-  to  30-mile  ride  is  physically  fatiguing, 
the  cost  of  ambulance  service  is  financially  up- 
setting, and  the  traumas  of  a typical  clinic  visit 
produce  an  additional  psychological  stress  situ- 
ation for  the  entire  family. 

5.  At  the  present  time,  the  only  facilities 
available  to  provide  diagnosis  and  treatment 
for  disadvantaged  residents  are  the  offices  of 
private  physicians.  There  are,  however,  five 
general  hospitals  in  the  county:  The  UTMB,  St. 
Mary’s,  the  US  Public  Health  Service  Hospital, 
Danforth,  and  Galveston  County  Memorial.  The 
latter  four  do  not  offer  outpatient  department 
facilities,  nor  do  they  have  sufficient  staff  phy- 
sicians to  perform  the  service;  consequently, 
these  facilities  are  available  to  the  disadvan- 
taged individual  only  in  situations  involving  his 
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life  or  death.  Private  physicians  already  have 
exceedingly  heavy  patient  loads,  and  few  of 
them  could  realistically  be  expected  to  assume 
a greater  number. 

6.  The  operational  policies  of  the  UTMB  are 
determined  by  the  Board  of  Regents  of  The 
University  of  Texas  and,  as  Sealy  Hospital  is 
the  only  state  hospital  in  a general  category, 
it  is  not  recognized  by  the  state  as  a Galveston 
County  community  hospital.  A patient,  to  be 
admitted,  must  be  referred  either  by  a private 
physician,  health  or  welfare  agency,  or  insti- 
tutional health  agency.  The  hospital  has  no 
screening  clinic  and/or  facility  for  treatment  of 
general  medical  illness  other  than  the  hospital 
emergency  room.  In  addition,  each  patient  is 
required  to  pay  a percentage  of  the  cost,  and  a 
vast  number  of  the  disadvantaged  cannot  pay 
the  price.  The  minimum  charge  is  10%  of  the 
visit  cost — for  a family  of  four  with  a maximum 
income  of  $899  per  year.  A patient  at  the  abso- 
lute poverty  level  (income  of  $3,200  per  year 
for  a family  of  four)  must  pay  60%  of  the  cost 
for  all  services.  A family  of  four  whose  income 
is  $3,900-$4,200  per  year  must  pay  90%  of 
all  cost  per  patient,  per  visit,  and  those  with 
incomes  above  $4,200  must  pay  full  charges. 
In  essence,  the  majority  of  disadvantaged  peo- 
ple in  this  county  do  not  and  cannot  avail 
themselves  of  medical  care  services  existing  in 
the  city  or  county. 

Proposed  Program:  The  proposed  program  was 
as  follows: 

To  accomplish  our  goals — to  promote,  im- 
prove, and  maintain  the  health  status  of  the 
indigent  population  of  Galveston  County,  to 
simplify  the  obtaining  of  these  services,  and 
to  pull  together  a loosely  organized  clinic  sys- 
tem— we  believe  that  it  would  be  advantageous 
to  place  all  responsibility  under  one  director. 


who  would  be  in  a position  to  deal  directly  with 
the  multiple  parties  concerned. 

The  proposal  is  to  coordinate  the  existing 
public  health  clinics  under  the  central  adminis- 
tration of  the  county  public  health  director. 

The  responsibilities  for  and  supervision  of 
professional  performance  will  reside  in  the  ad- 
ministration of  the  UTMB. 

The  duties  and  responsibilities  of  personnel 
in  the  dental  clinic  will  be  directed  by  a full- 
time public  health  dentist  who  will  be  stationed 
at  the  Mainland  facility. 

The  fragmented  existing  clinics  in  both  de- 
partments will  be  reorganized  to  provide  more 
comprehensive  and  direct  patient  service  and 
better  coordination.  We  propose  to  establish 
first  the  Coordinated  Community  Clinics  on  the 
Mainland,  and  later  in  the  City  of  Galveston. 
These  will  include: 

A facility  registration  and  special  counseling 
office  for  all  patients,  with  referral  service  to 
correlate  the  needs  of  the  disadvantaged  with 
other  organizations  and  explain  the  medical 
“free  choice”*  concept. 

A family  medicine  type  neighborhood  clinic 
in  both  facilities  to  provide  diagnosis  and  treat- 
ment and  to  serve  as  referral  centers  for  medi- 
cal specialty  care. 

tA  patient  with  "third-party-pay”  will  be  given  a choice  as 
to  where  he  prefers  to  receive  treatment.  If  the  patient  elects 
to  go  through  the  family  medicine  clinic,  he  may  do  so, 
but  will  be  billed  through  the  UTMB.  All  monies  collected 
will  be  credited  to  the  coordinated  community  outpatient 
contract  account. 
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A contract  to  pay  costs  for  medical  specialty 
back-up  for  the  family  medicine  clinics. 

Dental  health  services  for  both  facilities. 

Qualified  personnel  to  initiate  and  carry  on 
a program  of  environmental  health  service  con- 
sultation related  to  the  indigent  population. 

A home  nursing  visitation  program  coordi- 
nated through  and  v\/ith  the  family  medicine 
clinic,  which  will  include  newly  constructed  low- 
income  housing  projects  and  nursing  homes. 

A specialty  clinic  for  pediatric  patients  in  the 
county  facility  similar  to  the  children  and 
youth  program  in  the  city  and  a neighborhood- 
centered  pediatric  program  (planned  for  the 
second  or  third  year). 

A general  laboratory  service  for  the  type  of 
work  most  frequently  needed  by  the  family 
doctor. 

Venereal  disease  control  coordination  and 
treatment. 

Nutritional  consultant  services  for  the  dis- 
advantaged, working  primarily  through  existing 
maternity  clinics,  but  also  with  individual  re- 
ferrals from  the  family  medicine  clinic. 

Attachment  of  the  existing  family  planning 
program  to  the  Coordinated  Community  Clinics 
for  coordination  purposes. 


A patient  transportation  service. 

An  emergency  contractual  ambulance  ser- 
vice for  the  family  medicine  clinic. 

A nursery  service  for  well  children  while 
guardians  (or  other  family  children)  are  receiv- 
ing on-site  service. 

Expanded  health  care  responsibilities  for 
public  health  nurses,  emphasizing  their  primary 
role  in  continuity  of  care  and  providing  a single 
individual  to  whom  patients  can  relate  for  care. 

A direct  referral  activity  with  volunteer  health 
and  rehabilitation  agencies  of  the  county. 

When  these  services  have  been  established, 
Galveston  County  will  have  initiated  a program 
that  has  the  potential  to  offer  truly  high-qual- 
ity, comprehensive  medical  care  for  the  disad- 
vantaged residing  in  the  county,  and  will  have 
set  a pattern  for  the  State  of  Texas  to  follow. 

The  regional  office  of  HEW  approved  the  pro- 
gram in  November  1969,  and  forwarded  it  to 
Washington  with  a top  priority  for  funding. 

This  took  us  into  a new  ball  game — that  of 
getting  funds.  Through  the  offices  of  Sen. 
Ralph  Yarborough  and  Rep.  Jack  Brooks,  we 
were  funded  on  May  1,  1970. 

Attempts  to  implement  the  program  brought 
problems.  The  University  refused  to  supply  the 
professional  staff.  This  was  resolved  by  reori- 
enting the  program  to  employ  doctors  full  time 
in  the  clinics,  and  considering  the  possibility 
of  limiting  referrals  and  consultations  to  private 
practitioners:  the  opening  of  the  Island  Clinic 
nevertheless  was  delayed  a full  year. 

Also,  it  was  difficult  for  some  local  officials 
to  accept  that  in  public  health’s  changing  role, 
sanitation  must  assume  a less  prominent  posi- 
tion in  the  total  organization.  The  resultant 
political  bitterness  finally  resulted  in  my  sever- 
ing all  ties  with  the  program.  The  break  did, 
however,  give  me  the  freedom  to  be  honest 
about  both  the  role  of  public  health  and  the 
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problems  in  Galveston  County. 

Today  the  clinic  on  the  Mainland  is  operat- 
ing and  seeing  more  patients  than  had  been 
anticipated,  delivering  a good  grade  of  primary 
medical  and  dental  care,  and  meeting  most  of 
the  needs  of  the  people  it  serves  in  all  areas 
except  social  counseling  and  mental  health. 

A county-wide  health  district  has  been  cre- 
ated with  a board  of  health,  not  subject  to  po- 
litical patronage,  overseeing  the  public  health 
services  for  all  citizens  of  Galveston  County. 

Qualified  applicants  are  being  screened  for 
the  position  of  the  health  director,  and  it  is 
anticipated  one  will  be  employed  in  the  near 
future. 

At  least  40%  of  the  estimated  cases  of  in- 
fectious syphilis  among  residents  of  the  county 
have  been  treated,  and  a thorough  surveillance 
program  has  been  established.  A countywide 
study  of  the  rodent  problem  will  soon  be  ready 
to  present  to  the  governmental  agencies  for 
action. 

A mass  immunization  program  has  been 
completed  throughout  the  county,  and  Galves- 
ton County  probably  is  the  least  vulnerable 
county  in  Texas  to  the  more  common  commu- 
nicable diseases.  An  effective  working  team  of 
nutritionists  from  all  the  programs  exists.  Most 
of  the  first-year  goals  have  been  reached. 
Conclusion:  A few  generalizations  are  in  order: 

1.  I do  not  know  whether  or  not  the  ap- 
proach to  medical  care  of  the  medical  indigent 
can  be  solved  successfully  by  community-based 
health  facilities  that  coordinate  all  their  health 
needs.  I fear  that  this  is  not  the  solution,  and 
that  with  the  redirection  of  the  federal  dollar 
to  Health  Maintenance  Organizations  these  ex- 
perimental clinics  probably  will  die. 

2.  If  public  health  is  to  serve  the  health  of 
the  public  it  must  be  cognizant  of  its  changed 
role  and  restructure  itself  accordingly. 


3.  Organized  medicine  must  accept  the  fact 
that  the  voice  of  the  indigent  will  be  heard  in 
this  nation,  and  that  indigents  are  demanding 
the  same  quality  medical  care  as  the  private 
patient  receives.  They  are  human  beings  with 
human  feelings  and  must  be  treated  as  such. 
Positive  answers  and  proposals  must  come 
forth  as  solutions  instead  of  last-ditch  stands 
against  government  intervention  into  the  pri- 
vate practice  of  medicine.  Otherwise,  we  will  be 
forced  to  accept  a health  delivery  system  that 
instead  of  upgrading  quality  care  for  the  indi- 
gents will  downgrade  quality  care  for  all. 

4.  The  medical  manpower  shortage  must  be 
overcome  by  all  professionals  with  both  public 
health  and  organized  medicine  realizing  that 
we  are  too  little  and  too  late.  We  must  redirect 
some  of  our  jobs  to  paramedical  or  semi-pro- 
fessional health  workers.  To  do  this,  we  must 
be  willing  to  be  involved  in  innovative  experi- 
ments such  as  the  comprehensive  community 
clinics,  the  Medex  or  Physicians’  Assistant  Pro- 
gram, Nurse-Midwifery,  nurse-pediatric  practi- 
tioner, automated  physical  diagnosis,  and  com- 
puterization of  many  facets  of  medicine. 

Dr.  Riley,  2106  Pine  Drive,  Dickinson,  Texas  77539. 


Volume  68,  May.  1972 


89 


SOUTHWEST  MEOICAL  CENTER 

6565  De  MOSS  DRIVE 


• 100,000  SQUARE-FOOT  PROJECT 
ON  5-ACRE  SITE 

• EXPERTLY  DESIGNED  FOR  ALL 
CONVENIENCES 

• PRIVATE  BATHS 
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• CONFERENCE  ROOM 

• PHARMACY  AND  SNACK  BAR 

• FULL  MAINTENANCE 
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• TOTAL  SECURITY 


• EXCESS  FREE  PARKING 


• NEAR  TO  HOSPITALS  AND 
SUPPORTING  FACILITIES 


• CENTRAL  LOCATION  IN  MAJOR 
GROWTH  AREA 


• ASSET  VALUE  OF  GROUP  IDENTITY 


• FULLY  EQUIPPED  LABORATORY  AND 
X-RAY  FACILITIES 


MODEL  OFFICE  AVAILABLE  FOR  INSPECTION 
LEASE  INFORMATION:  772-3681 


WINDSWEPT  CORPORJIJOU 
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if  sSn  is  infected, 
or  open  to  infection  ••• 

choose  the  topicals 
that  ^ive  >mn*  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— promptclinical  response 

Special  Petrolatum  Base 

Neosporin’  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains;  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

\anishing  Cream  Base 

Neosporin-G  Oeam 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  ; 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g.  1 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  | 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appreciate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


When  irritable  colon  feels  like  this 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 


n belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chcwaljle,  fruit-tlavored,  scorcrl  tal)- 
let  contains:  16  mg.  phenobarbital  (warning:  may  l)e 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sullate;  0.007  mg.  scopolamine  hydrohromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may- 
be habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
bailor  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liciuids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmoclic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


Diagnostic 

and  operative  applications 
of  laparoscopy 

ALAN  D.  ROSEN,  MD 


Laparoscopy  has  achieved  a prominent  role  in 
gynecologic  practice  during  recent  years.  In  many 
instances  laparoscopy  replaces  laparotomy  for 
both  diagnostic  and  operative  proeedures  because 
of  its  simplicity  and  low  complication  rate.  The 
new  fiberoptic  instruments  and  improved  tech- 
nique make  the  procedure  a safe  and  valuable 
aid  to  the  gynecologist. 

HISTORICAL  REVIEW:  The  ability  to  illuminate 
and  visualize  body  cavities  began  in  1878  with 
the  introduction  of  the  cystoscope  by  Max 
Nitze.  inspection  of  the  peritoneal  cavity  was 
first  accomplished  by  Kellingi  in  1901,  and  in 
1910  Jacobaeus^  explored  both  the  thoracic 
and  abdominal  cavities.  Bernheim,^  in  1911, 
used  this  technique  to  visualize  the  stomach, 
liver,  and  gallbladder,  and  in  1912  the  female 
pelvis  was  first  explored.^ 

During  the  1920’s,  Orndoff^  and  Steiner^ 
reported  their  experience  with  laparoscopy  and 
in  1937  Ruddock^  reported  on  500  cases. 
Hope^  reported  the  value  of  laparoscopy  in  the 
diagnosis  of  ectopic  pregnancy  and  Anderson, » 
in  1937,  first  suggested  the  use  of  laparoscopy 
for  tubal  sterilization.  In  1947,  Palmer^o  report- 
ed 250  cases  and  stressed  the  use  of  an  intra- 
uterine patency  cannula  for  improved  visualiza- 
tion. 

In  1965,  Frangenheimii  reported  his  person- 
al experience  with  over  1800  endoscopies.  He 
emphasized  the  importance  of  avoiding  punc- 
ture through  a previous  laparotomy  scar,  and 
the  establishment  of  an  adequate  pneumoperi- 
toneum. In  1965,  Steptoei2  published  the  first 
English  textbook  on  laparoscopy,  and  in  Amer- 
ica further  interest  was  stimulated  by  the  pub- 
lications of  Fear,i3  Cohen, and  Siegler  and 
Berenyi.15  The  first  American  textbook  on  lap- 
aroscopy was  published  by  Cohen^®  in  1970. 


With  the  availability  of  fine  optical  instruments, 
safe  anesthesia,  and  constant  improvement  in 
technique,  laparoscopy  is  rapidly  assuming  a 
prominent  role  in  gynecologic  diagnosis  and 
therapy. 

Materials  and  Methods:  The  author  performed 
pelvic  laparoscopy  on  50  patients  between  May 
1971  and  January  1972.  Tubal  sterilization  was 
performed  in  41  patients  and  the  remainder 
underwent  laparoscopy  for  the  following  indica- 
tions: infertility  3,  pelvic  pain  4,  possible  ec- 
topic pregnancy  1,  and  removal  of  an  intra- 
abdominal intrauterine  device  1. 

Age  distribution  was  19  to  37  years  with 
86%  of  all  patients  being  at  least  25  years  of 
age.  Obesity  was  not  a contraindication  to  the 
procedure.  Three  patients  weighed  over  200 
lb,  the  largest  weighed  238  lb. 

Multiparity  was  the  primary  indication  for  tu- 
bal sterilization,  although  six  of  the  patients 
had  additional  medical  or  obstetrical  contrain- 
dications to  pregnancy  including  severe  vari- 
cose veins,  essential  hypertension,  Rh  incom- 
patibility, and  diabetes.  The  number  of  living 
children  ranged  from  two  to  four  with  95%  of 
the  patients  having  at  least  two  children.  The 
two  patients  who  had  no  children  were  severe- 
ly mentally  retarded;  one  also  had  post-polio- 
myelitis paralysis  of  the  lower  extremities. 

In  six  patients  there  had  been  previous  ab- 
dominal or  pelvic  operations  including  cesarean 
sections,  appendectomy,  ruptured  corpus  lute- 
urn,  ruptured  tubal  pregnancy,  oophorec- 
tomy, and  cholecystectomy.  Two  patients  had 
undergone  two  separate  abdominal  operations. 
Five  of  the  patients  with  previous  surgery  had 
laparoscopic  tubal  sterilization  performed  with- 
out difficulty.  In  one  patient  who  had  a pre- 
vious cesarean  section  for  abruptio  placenta, 
the  pelvis  was  covered  by  adherent  omentum 
and  loops  of  bowel,  and  the  fallopian  tubes 


94 


TEXAS  MEDICINE 


could  not  be  identified  through  the  lap- 
aroscope. 

The  cutting  current  of  the  Bovie  coagulation 
unit  was  used  and  each  tube  was  divided  in 
two  locations.  In  86%  of  the  cases,  bilateral 
tubal  segments  were  excised.  No  failures  have 
occurred  in  this  series  and  no  serious  compli- 
cations have  been  encountered.  In  one  patient 
whose  intrauterine  device  was  removed  at  the 
time  of  sterilization,  a low-grade  fever  and 
signs  of  pelvic  inflammation  developed  on  the 
seventh  postoperative  day.  She  was  readmitted, 
treated  with  antibiotics,  and  recovered. 

Another  patient  developed  a moderate 
amount  of  bleeding  from  the  mesosalpinx  at 
the  time  of  tubal  division.  The  area  was  re- 
cauterized although  slight  oozing  persisted.  She 
was  observed  for  24  hours,  with  serial  hemato- 
crit values  being  determined,  and  no  change 
occurred.  She  was  discharged  36  hours  post- 
operatively  in  good  condition. 

Anesthesia:  Gynecologic  laparoscopy  poses  sev- 
eral problems  that  are  not  usually  encountered 
in  routine  surgery. First,  a nonexplosive  anes- 
thetic agent  must  be  used  because:  (1)  the 
power  supply  and  light  source  for  the  laparo- 
scope are  electrically  hazardous,  and,  (2)  elec- 
trocautery is  frequently  used.  Secondly,  the  in- 
troduction of  a pneumoperitoneum  may  pro- 
duce pain,  respiratory  distress,  and  cardiac  em- 
barrassment. Third,  the  Trendelenburg  position 
may  enhance  cardiac  and  respiratory  distress, 
and  finally  the  carbon  dioxide  absorbed  from 
the  pneumoperitoneum  may  produce  hy- 
percardia, tachycardia,  hypertension,  and  an 
increased  incidence  of  cardiac  arrhythmias. 
Virtually  all  patients  exhibit  a significant  rise  in 
arterial  carbon  dioxide  tension  and  develop  a 
state  of  hypercardia  during  laparoscopy. 

In  order  to  prevent  the  effects  of  hypercar- 


/.  / n.sininicnis  for 
laparoscopy.  Top  to 
bottom:  I'crrcs  needle, 
valved  trocar  for 
initial  puncture,  5 mm 
hiparo.scope,  trocar  for 
.second  puncture, 
Cohen-Eder  blop.sy 
forceps,  graduated 
tnaniptilation  probe. 


2.  Semm  Insufflation  unit  for  CO,  delivery. 


3.  Verres  needle  has  been  inserted  into  the 
peritoneal  cavity  and  a .syringe  is  being  used  to 
te.'t  for  correct  placement. 
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bia,  the  following  steps  have  been  emphasized: 
(1)  controlled  hyperventilation,  (2)  adequate 
premedication,  and  (3)  avoiding  hypoxia^^ 
Therefore,  general  anesthesia  with  endotrache- 
al intubation  and  controlled  hyperventilation  is 
considered  by  most  authors  to  be  the  tech- 
nique of  choice  for  laparoscopy it, is, 21 

Premedication  consisting  of  meperidine,  50- 
100  mg  and  atropine  sulfate,  0.4-0. 6 mg,  is 
given  60  minutes  before  the  operation.  Induc- 
tion of  anesthesia  is  accomplished  with  sodium 
thiopental.  Succinylcholine  is  given  very  slowly, 
intravenously,  to  avoid  muscular  fasciculations 
which  may  later  produce  postoperative  discom- 
fort. Anesthesia  is  then  maintained  with  nitrous 
oxide  and  oxygen  alone,  or  in  combination  with 
fluothane. 

The  combination  of  local  anesthesia  and 
neuroleptanalgesia  has  been  used  for  tubal 
sterilization, although  most  authors  apply  this 
technique  only  to  diagnostic  cases. 

The  gas  most  often  preferred  for  the  pneu- 
moperitoneum is  carbon  dioxide  because  it  is 
nonexplosive,  readily  available,  and  rapidly  ab- 
sorbed. One  of  the  major  advantages  of  carbon 
dioxide  is  that  it  is  rapidly  absorbed  from  the 
blood  stream  in  the  event  of  an  inadvertent 
embolization. 11  The  use  of  nitrous  oxide  for 
the  pneumoperitoneum  is  currently  being  in- 
vestigated in  several  centers. 20-22. 23 
Technique  of  Laparoscopy:  Currently,  instru- 
ments ranging  from  4 through  10  mm  in  di- 
ameter are  available.  The  laparoscope  preferred 
by  the  author  is  the  5 mm  direct  vision  instru- 
ment manufactured  by  the  Richard  Wolf  Com- 
pany of  West  Germany  and  distributed  by  the 
Eder  Instrument  Company,  Chicago.  This  lap- 
aroscope requires  a small  skin  incision  and  pro- 
vides excellent  visualization.  Fig  1 shows  the 
required  instruments. 

Carbon  dioxide  insufflation  is  easily  per- 


formed using  the  Semm  insufflator  (Fig  2), 
which  provides  delivery  of  COo  at  1 liter/min- 
ute. The  average  patient  will  take  3 liters  of  gas 
during  a three-minute  period  delivered  at  15- 
25  mm  Hg.  The  patient  is  placed  in  the  supine 
frog-leg  position  and  the  bladder  is  cath- 
eterized.  A self-retaining  uterine  patency  can- 
nula (Kahn,  Cohen,  or  Semm)  is  then  inserted 
for  both  manipulation  of  the  uterus  during  lap- 
aroscopy as  well  as  for  the  introduction  of  dye 
for  determination  of  tubal  patency. 

The  abdomen  is  prepped  with  Betadine  solu- 
tion and  sterile  drapes  are  applied.  A sharp- 
pointed  no.  11  scalpel  blade  is  then  used  to 
make  a 5 mm  transverse  incision  at  the  lower 
margin  of  the  umbilicus.  Avoid  selecting  an 
area  adjacent  to  a laparotomy  scar  because  of 
possible  damage  to  underlying  bowel  or  omen- 
tum. Instead,  a site  above  and  to  the  left  of 
the  umbilicus  is  selected.  Both  lower  quad- 
rants should  be  avoided  as  the  needle  may 
penetrate  through  the  posterior  peritoneum  and 
into  the  pelvic  vessels. 

The  patient  is  placed  in  the  Trendelenburg 
position  and  the  abdominal  wall  is  grasped  and 
elevated.  The  automatic  Verres  needle  is  then 
inserted  into  the  peritoneal  cavity  at  a 45° 
angle  toward  the  pelvis.  The  surgeon  can  easily 
feel  the  sensation  of  peritoneal  entry. 

After  the  needle  has  been  inserted  into  the 
peritoneal  cavity,  the  following  safety  tests  are 
suggestedi®  (Fig  3):  (1)  Move  the  needle  back 
and  forth  to  make  sure  it  is  in  a free  space. 
(2)  Attach  a syringe,  partially  filled  with  saline, 
for  aspiration  of  possible  intestinal  contents  or 
blood.  (3)  The  saline  is  then  injected;  it  should 
flow  freely  into  the  peritoneal  cavity.  (4)  Inject 
20-40  cc  of  air  as  a final  check:2i  if  the  needle 
is  in  the  abdominal  wall,  subcutaneous  emphy- 
sema may  be  felt.  Only  after  these  tests  are 
completed  may  the  surgeon  proceed  with  the 
pneumoperitoneum. 

The  Semm  insufflator  is  attached  to  the 
Verres  needle  (Fig  4)  and  the  insufflation  is  be- 
gun. The  abdomen  will  become  generally  and 
symmetrically  distended  as  the  pneumoperito- 
neum is  produced  (Fig  5). 

After  approximately  3 liters  of  gas  have  been 
placed  into  the  peritoneal  cavity,  the  Verres 
needle  is  withdrawn  and  the  trocar  and  valved 
sleeve  are  then  inserted  through  the  abdomi- 
nal wall,  also  at  45°  toward  the  pelvic  cavity 
(Fig  6).  As  the  trocar  is  removed,  a sudden 
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4.  CO^  insufflation. 
Gauges  indicate:  left, 
sufficient  pressure  in  the 
CO„  tank;  middle,  1 
liter  of  CO2  has  been 
injected;  right,  insuffla- 
tion pressure  of 
12  mm  Hg. 


5.  Production  of  a generalized,  symmetrical 
pneumoperitoneum. 


6.  The  valved  trocar  is  inserted  through  a 5 mm 
siibumhiticat  incision. 


7.  The  second  puncture  is  made  in  the  lower 
abdomen  under  direct  visualization. 


8.  The  pelvis  is  explored  with  the  aid  of  a probe 
for  manipulation. 
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DIAGNOSTIC 

1.  Acute  pelvic  pain  (ectopic  pregnancy,  salpingitis,  appendicitis, 
ruptured  ovarian  cyst 

2.  Chronic  pelvic  pain  (endometriosis,  chronic  pelvic  inflammatory 
disease) 

3.  Infertility 

4.  Small  uterine  or  ovarian  masses 

5.  Amenorrhea 

6.  Intersex  problems  and  congenital  anomalies 

7.  Ascites 

8.  Certain  gynecologic  malignancies 

9.  Second-look  procedures 

10.  Abdominal  trauma 

THERAPEUTIC 

1.  Tubal  sterilization 

2.  Lysis  of  fine  adhesions 

3.  Cauterization  of  small  endometrial  implants 

4.  Biopsy  (ovary,  liver) 

5.  Aspiration  of  ovarian  cysts 

6.  Removal  of  intra-abdominal  lUD 

9.  Indications  for  laparoscopy. 


1.  Any  contraindication  to  general  anesthesia  (serious  heart  or 
pulmonary  diseases) 

2.  Intestinal  obstruction  or  peritonitis 

3.  Extensive  ventral,  umbilical,  or  inguinal  hernias,  and  especially 
hiatus  hernia  and  diaphragmatic  hernia 

4.  Extensive  abdominal  scarring  from  previous  laparotomies 

5.  Advanced  abdominal  or  pelvic  malignancy 

6.  A history  of  peritonitis  where  extensive  bowel  adhesions  are 
suspected 

7.  When  it  is  impossible  to  establish  a pneumoperitoneum  safely 

8.  Chronic  tuberculous  peritonitis 

9.  Excessive  obesity 

10.  Contraindications  for  laparoscopy. 


rush  of  gas  from  the  peritoneal  cavity  again 
confirms  proper  placement.  The  warmed  lapa- 
roscope may  then  be  introduced  and  its  fiber 
optic  cable  attached  to  a standard  light  source. 
The  pelvic  organs  may  now  be  visualized. 

Various  flexible  arm  supports  to  hold  the  lap- 
aroscope in  position  and  free  the  operator’s 
hands  have  been  described. 

After  insertion  of  the  laparoscope,  the  in- 
strument’s tip  is  directed  anteriorly  to  trans- 
illuminate  the  lower  abdominal  wall.  The  inferior 
epigastric  vessels  are  thereby  avoided  and  a 
small  incision  is  made  in  the  skin.  The  second 
trocar  and  sleeve  are  then  inserted  into  the 
peritoneal  cavity  under  direct  vision  (Fig  7)  to 
avoid  injury  to  the  underlying  structures.  Var- 
ious instruments  may  be  inserted  through  this 
sleeve,  ie,  graduated  probe,  cautery  instru- 
ments, and  biopsy  forceps  (Fig  8). 

At  the  conclusion  of  the  procedure  the  probe 
and  laparoscope  are  removed  and  the  gas  with- 
in the  abdomen  is  allowed  to  escape.  Manual 
depression  of  the  abdominal  wall  will  aid  com- 
plete evacuation. 

Each  incision  is  closed  with  a simple  suture 
and  covered  with  a Band-Aid.  Ambulation  and 
a regular  diet  are  allowed  on  awakening  from 
the  anesthesia,  and  the  patient  may  be  dis- 
charged from  the  hospital  on  the  evening  of 
the  procedure  or  on  the  following  morning. 
Indications  and  Contraindications:  Indications 
and  contraindications  are  listed  in  Figs  9 and 
10.  The  clinical  diagnosis  of  an  unruptured  tu- 
bal pregnancy  presents  significant  diagnostic 
problems,  and  laparoscopy  far  exceeds  other 
diagnostic  methods,  especially  in  the  early 
stages.  It  is  also  a helpful  technique  for  dif- 
ferentiating between  acute  salpingitis  and  oth- 
er causes  of  pelvic  pain.^s  Acute  adnexal  in- 
flammation is  not  a contraindication  to  lapa- 
roscopy, and  observation  allows  the  physician 
to  determine  the  extent  of  the  disease  and  to 
give  an  accurate  prognosis. 

Infertility  is  one  of  the  primary  problems 
which  lends  itself  to  laparoscopic  investigation. 
Laparoscopy  has  been  substituted  for  culdos- 
copy  in  many  clinics,  primarily  because  it  pro- 
vides a superior  view  of  the  entire  pelvis,  in- 
cluding the  anterior  aspect  of  the  broad  liga- 
ment and  the  cul-de-sac. Laparoscopy  can 
be  performed  when  culdoscopy  is  contraindicat- 
ed, as  with  a virginal  introitus,  vaginal  anoma- 
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lies,  previous  vaginal  surgery,  cul-de-sac  mass- 
es, or  vaginitis. 

Previous  laparotomy  is  only  a relative  con- 
traindication, and  in  most  patients  laparos- 
copy can  be  performed  \without  difficulty.  In  oc- 
casional patients,  especially  those  with  pre- 
vious cesarean  sections  or  adnexal  surgery,  the 
presence  of  significant  adhesions  may  produce 
technical  problems.  Special  care  must  be  used 
as  these  are  the  patients  who  run  the  highest 
risk  of  bowel  perforation. 

Ovarian  biopsy  has  been  described-®^^  al- 
though it  is  frequently  impossible  to  obtain  suf- 
ficient ovarian  tissue  for  an  accurate  diagnosis. 
Fine  pelvic  adhesions  can  be  lysed  easily  and 
small  endometrial  implants  can  be  cauterized. 

Several  recent  reports^®'^-  have  demonstrat- 
ed the  value  of  laparoscopy  in  removing  an  in- 
trauterine device  which  has  perforated  into  the 
peritoneal  cavity.  Fig  11  shows  an  intra-abdom- 
inal Lippes  loop  which  the  author  easily  re- 
moved by  laparoscopy. 

Tubal  Sterilization  Procedures:  The  most  useful 
ancillary  technique  with  laparoscopy  is  cauteri- 
zation and  division  of  the  tubes  for  the  purpose 
of  permanent  sterilization.  The  results  of  recent 
series  of  laparoscopic  sterilizations  are  listed  in 
Fig  12.  The  failure  rates  varied  from  0.30% 
to  0.52%  in  these  series.  These  figures  com- 
pare favorably  with  the  failure  rate  of  0.4%  to 
0.5%  usually  quoted  for  routine  postpartum 
tubal  ligation.®^ 

Nonexplosive  general  anesthesia  with  endo- 
tracheal intubation  is  used  and  laparoscopy  is 
performed  in  the  routine  manner.  The  Cohen- 
Eder  biopsy  forceps  is  introduced  into  the  per- 
itoneal cavity  and  the  tube  is  grasped  at 
a point  1 cm  lateral  to  the  uterus  (Figs  13  and 
14).  The  tube  is  tented  away  from  the  adja- 
cent bladder  and  bowel,  and  the  fimbriated  end 
should  be  identified.  A moderate  wave  of  cut- 
ting current  at  30%  intensity  is  applied  and 
the  tube  is  coagulated  for  a distance  of  1 cm 
on  either  side  of  the  tip.  The  sharp  outer  can- 
nula is  then  rotated  downward  to  divide  the 
tube  as  the  biopsy  forceps  is  withdrawn,  often 
producing  a specimen  of  tube  for  histologic 
study.  It  has  been  recommended  that  each  tube 
be  divided  once  near  the  uterus  and  again  2 
cm  laterally  toward  the  fimbriated  end.^® 

Most  authors  emphasize  the  use  of  the  cut- 
ting current  and  excising  a portion  of  the  tube 
rather  than  simply  coagulating  the  tube  and 


11.  Hysterosalpingogram  demonstrates  an 
intrauterine  device  lying  free  in  the  peritoneal 
cavity.  The  device  m’a.v  easily  removed  by  laparoscopy. 


1.  Steptoe  (1970).^“  One  failure  (a  tubal  pregnancy)  in  310  steri- 
lizations; failure  rate,  0.32% 

2.  Cohen  (1970).'”  No  failures  or  complications  in  50  patients 

3.  Liston,  et  al  (1970).””  Four  failures  in  760  sterilizations,  one  of 
these  was  a tubal  pregnancy;  six  patients  required  laparotomy 
for  control  of  bleeding  from  the  area  of  tubal  resection;  failure 
rate,  0.52% 

4.  Wheeless  (1970).”'  No  pregnancies  in  100  sterilizations 

5.  Keith,  et  al  (1970).””  45  postpartum  laparoscopic  sterilizations; 
bilateral  tubal  occlusion  in  all  21  salpingograms  done;  failure 
rate,  0% 

6.  Corson  and  Bolognese  (1971).”“  One  pregnancy  in  252  steriliza- 
tions; one  bowel  injury  occurred  requiring  laparotomy;  failure 
rate,  0.39% 

7.  Thompson  and  Wheeless  (1971).“  Two  pregnancies  (one  intra- 
uterine, one  tubal)  in  666  sterilizations;  two  cases  of  bowel 
injury  and  four  cases  of  bleeding  requiring  laparotomy;  failure 
rate,  0.3% 


12.  Results  of  tubal  sterilization. 
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leaving  it  intact. Tubal  sterilization  utilizing 
simple  tubal  electrocoagulation  without  division 
are  accompanied  by  a slightly  higher  failure 
rate.^^ 

Adequate  coagulation  prior  to  the  actual  cut- 
ting eliminates  acute  bleeding.^o  The  severed 
ends  of  each  tube  and  the  mesosalpinx  must 
be  carefully  visualized  for  bleeding  points.  He- 
mostasis is  achieved  by  additional  coagulation 
if  necessary. 

Patients  are  kept  in  the  recovery  room  until 
they  are  awake  and  are  given  a regular  diet  as 
desired.  Discomfort  is  minimal  and  the  pa- 
tients may  return  to  full  activity  the  next  day. 
Complications:  Complications  from  laparoscopy 
are  relatively  uncommon,  becoming  rare  as  in- 
creased experience  is  achieved.  Except  for  the 
rare  instances  of  bowel  injury  and  bleeding, 
most  complications  of  laparoscopy  occur  dur- 
ing the  induction  of  the  pneumoperitoneum 
(Fig  15). Subcutaneous  emphysema  occurs 
when  the  pneumoperitoneum  needle  is  not  cor- 
rectly placed  into  the  peritoneal  cavity.  This  is 
not  a serious  complication  since  carbon  dioxide 
is  absorbed  rapidly.  Overdistention  of  the  ab- 
domen may  produce  compression  of  the  in- 
ferior vena  cava  with  a decreased  venous  re- 
turn to  the  right  atrium.  Transient  shock  may 
occur,  but  it  is  relieved  by  releasing  gas  from 
the  peritoneal  cavity. 

Air  embolism  is  the  most  serious  complica- 
tion of  laparoscopy.  In  two  cases, the  pneu- 
moperitoneum needle  was  inserted  into  the 
right  side  of  the  abdomen  and  penetrated  an 
enlarged  liver.  Such  a complication  would  be 
avoided  by  introducing  the  needle  just  beneath 
the  umbilicus  and  by  aspirating  prior  to  the  in- 
jection of  the  gas. 

Pneumothorax  during  laparoscopy  has  been 
reported^®  and  may  be  due  to  developmental 
anomalies  with  thin  dehiscences  in  the  dia- 


phragm or  to  increased  intra-abdominal  pres- 
sure plus  pulmonary  emphysema. 

Mediastinal  emphysema  also  has  been  de- 
scribed, as  gas  may  enter  the  mediastinum 
through  the  diaphragmatic  foramina.  It  is  wise 
to  avoid  the  procedure  in  a patient  with  a hia- 
tus hernia  or  diaphragmatic  hernia. 

Hypercardia  and  anoxia  may  produce  car- 
diac arrest,  and  it  is  essential  that  an  adequate 
airway  be  maintained  throughout  the  proce- 
dure. 

Although  mild  blood  pressure  elevation  may 
develop  during  laparoscopy  with  CO2,  the  au- 
thor recently  observed  a severe  hypertensive 
episode  occurring  just  after  the  pneumoperito- 
neum was  produced.  The  gas  was  evacuated 
and  the  patient  returned  to  her  normotensive 
state  in  the  recovery  room.  A thorough  eval- 
uation revealed  no  etiology  for  her  transient 
hypertension  other  than  a response  to  the  ab- 
sorbed CO2. 

Acknowledgment:  The  photography  for  illustra- 
tions was  done  by  Dr.  Joseph  Vanderheyden. 
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J3.  The  isthmus  of  the 
fallopian  tube  is  grasped 
with  the  Cohen-Eder 
biopsy  forceps. 


14.  Under  laparoscopic  visualization,  tubal 
sterilization  is  performed  by  cauterization 
and  division. 


1.  Subcutaneous  emphysema 

2.  Abdominal  wall  hematoma 

3.  Puncture  of  the  intestine  or  stomach 

4.  Omental  emphysema  or  hematoma 

5.  Shock 

6.  Air  emboli 

7.  Pneumothorax 

8.  Mediastinal  emphysema 

9.  Puncture  of  liver  or  iliac  arteries 

10.  Cardiac  arrest 

11.  Hypertension 


15.  Complications  from  the  pneumoperitoneum. 
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discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safely  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tabiet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to  . 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 


WARNER-CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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Erythroblastosis  fetalis 
secondary  to 
Kell  immunization 


R.  DANIEL  BRAUN,  MD 

A case  of  erythroblastosis  fetalis  secondary  to 
Kell  immunization  demonstrates  that  spectropho- 
tometric  analysis  of  amniotic  fluid  accurately  pre- 
dicts the  severity  of  erythroblastosis  due  to  irreg- 
ular antibodies.  Such  cases  may  be  overlooked  if 
the  indirect  Coombs’  test  is  not  used  routinely  for 
screening  all  pregnant  patients.  The  lecithin- 
sphingomyelin  ratio  as  a predictor  of  fetal  matur- 
ity is  helpful  in  managing  erythroblastosis. 


ERYTHROBLASTOSIS  FETALIS  secondary  to 
maternal  Kell  immunization  is  a relatively  rare 
complication  of  pregnancy.  The  following  case 
is  reported  because  management  determined  by 
amniocentesis  with  measurement  of  the  OD 
450  and  the  lecithin-sphingomyelin  ratio  of 
the  amniotic  fluid  resulted  in  a living  infant. 
Case  Report:  A 22-year-old  white,  married,  para 
1-0-3-1  whose  last  menstrual  period  was  Oct 
14,  1970,  was  first  seen  in  the  Department  of 
Obstetrics  on  April  8,  1971,  at  25  weeks’  ges- 
tation. Her  obstetrical  history  included  a nor- 
mal vaginal  delivery  of  an  8 lb  3 oz  female 
infant  in  1965.  Postpartum  hemorrhage  neces- 
sitated three  blood  transfusions.  Three  sponta- 
neous abortions  occurred  during  the  next  five 
years. 

The  physical  findings  were  within  normal  lim- 
its except  that  the  fundus  was  24  cm  above 
the  symphysis.  Fetal  heart  tones  were  present  in 
the  abdominal  right  lower  quadrant.  The  pa- 
tient’s blood  type  was  group  A positive.  An  in- 
direct Coombs’  test  demonstrated  anti-Kell  an- 
tibodies. 

Amniocentesis  was  performed  when  the  pa- 
tient was  observed  at  30  weeks’  gestation.  The 
OD  450  determination  was  0.120;  anti-Kell  an- 
tibodies were  detected  in  the  amniotic  fluid; 


and  the  creatinine  level  was  1.0  mg/100  ml. 
The  lecithin-sphingomyelin  ratio  was  approx- 
imately 1:1  (Fig  1). 

Ten  days  later,  the  fundal  height  was  30  cm 
with  the  fetus  in  the  OLT  presentation.  The  am- 
niocentesis was  repeated  and  dark  yellow  fluid 
obtained.  Laboratory  analysis  of  this  fluid  re- 
vealed: OD  450,  0.148;  creatinine  level,  1.0  mg 
/lOO  ml;  anti-Kell  antibodies,  1:2  dilution;  and 
lecithins,  slightly  more  prevalent  than  sphingo- 
myelins. 

On  May  28,  at  32.5  weeks’  gestation,  the  pa- 
tient reported  an  episode  of  fetal  hyperactivity. 
Assessment  of  the  dark  yellowish-brown  amni- 
otic fluid  showed  OD  450  to  be  0.850,  creati- 
nine level  1.2  mg/100  ml,  anti-Kell  antibody 
dilution  1:8,  and  lecithin-sphingomyelin  ratio 
2:1.  The  patient  was  admitted  to  the  hospital. 
As  soon  as  blood  was  available  for  exchange 
transfusion,  the  patient  was  delivered  of  an  Ap- 
gar  7,  4 lb  10  oz  male  infant  by  low  cervical 
cesarean  section.  The  mother’s  postoperative 
course  was  uncomplicated,  and  she  was  re- 
leased from  the  hospital  on  the  seventh  post- 
operative day. 

Following  delivery,  the  infant  was  pale.  His 
heart  rate  was  160/minute.  The  respiratory  rate 
was  40/minute  with  mild  grunting.  Analysis  of 
the  umbilical  cord  blood  revealed  Group  A Rh 
positive  blood;  hemoglobin,  8.2  gm/100  ml; 
and  bilirubin,  8 mg/100  ml  (Fig  2).  An  indi- 
rect Coombs’  test  was  positive. 

When  the  baby  was  3 hours  old,  a single 
volume  exchange  transfusion  was  accom- 
plished. The  post-exchange  hemoglobin  level 
was  14.8  gm/100  ml,  and  bilirubin  5.6  mg/ 
100  ml.  Phototherapy  was  administered.  At  12 
hours  of  age,  the  bilirubin  level  was  8.8  mg/ 
100  ml,  and  a two-volume  exchange  transfusion 
was  performed.  The  post-exchange  bilirubin  val- 
ue was  4.2  mg/100  ml. 
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1.  Laboratory  analysis  of  aniniotic  fluid. 


Gestation 

(Weeks) 

OD  450 

Indirect 

Coombs' 

Test 

Lecithin- 

Sphingo- 

myelin 

Ratio 

Creatinine 
(mg/ 100  ml) 

30 

0.120 

Positive 

1.0 

1.0 

31.5 

0.148 

1:2 

1.2 

1.0 

32.5 

0.850 

1:8 

2.0 

1.2 

Date 

Hour 

(am) 

Hemoglobin 
(gm/100  ml) 

Bilirubin 
(mg/100  ml) 

May  28 

Cord 

Blood 

8.2 

8.0 

Exchange 

Transfusion 

190  ml 

Whole  Blood 

May  29 

1:00 

14.8 

5.6 

3:00 

6.4 

7:00 

Exchange 

Transfusion 

10.4 

430  ml 

Whole  Blood 

8.8 

10:00 

16.5 

4.2 

May  30 

6:00 

13.4 

12.0 

May  31 

10:00 

12.1 

14.0 

June  1 

10:00 

10.8 

16.0 

June  2 

10:00 

11.0 

14.8 

June  3 

11.4 

13.2 

June  6 

12.2 

6.8 

2.  Laboratory  analysis. 


By  96  hours  of  age,  the  bilirubin  level  had 
risen  to  17  mg/100  ml  and  phototherapy  \was 
reinstituted.  The  bilirubin  value  then  gradually 
decreased,  and  the  baby  did  well.  When  he  was 
discharged  from  the  hospital  on  the  28th  post- 
natal day,  he  weighed  4 lb  14  oz. 

Discussion:  The  Kell  antigen  was  discovered  in 
1946  during  the  first  few  weeks  that  the  indi- 
rect antiglobulin  test  (Coombs’  test)  was  used.^ 
This  red  cell  antigen  was  discovered  when  the 
mother  of  a baby  with  erythroblastosis  fetalis 
had  a positive  indirect  Coombs’  test  which 
could  not  be  explained  on  the  basis  of  Rh  in- 
compatibility. The  father’s  and  an  older  sib- 
ling’s red  cells  were  also  sensitized  by  the 
mother’s  serum. 

Phenotypically,  9%  of  the  populace  has  been 
found  to  have  the  K (Kell)  antigen  and  the  re- 
maining 91%  to  have  the  k (Cellano)  antigen. 


Genotypically,  2%  of  all  of  the  persons  with 
K-f  are  homozygous  for  the  Kell  antigen,  while 
98%  are  heterozygous  and  have  both  the  Kell 
and  Cellano  antigens. ^ 

Anti-Kell  antibodies,  on  rare  occasions,  can 
be  detected  by  the  saline  or  albumin  test;  but 
they  always  can  be  detected  by  the  indirect  an- 
tiglobulin test.  The  stimulus  leading  to  antibody 
production  is  pregnancy  or  transfusion. 

Kell  immunization  is  rather  rare.  In  a study 
of  12,297  pregnancies.  Smith  and  associates^ 
found  17  Kell-immunized  women;  an  incidence 
of  0.13%.  Five  of  these  17  women  delivered 
babies  who  had  positive  Coombs’  test  results, 
but  none  of  the  babies  required  exchange  trans- 
fusion. 

This  case  of  erythroblastosis  fetalis  secon- 
dary to  Kell  immunization  was  detected  only  by 
using  the  indirect  Coombs’  test  for  screening 
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every  pregnant  patient.  When  employed  routine- 
ly, 1%  of  the  tests  will  be  positive  for  irregu- 
lar antibodies.^  This  yield  is  higher  than  that 
of  Papanicolaou’s  smear  test,  and  certainly  can 
lead  to  saving  a baby’s  life. 

Gusdon  and  others^  showed  that  spectro- 
photometric  analysis  of  the  amniotic  fluid  was 
a valid  indication  of  the  status  of  the  fetus  in 
a Kell-immunized  pregnancy.  In  our  case,  spec- 
trophotometric  analysis  was  of  great  benefit  in 
evaluating  the  fetal  condition. 

The  most  vital  piece  of  information  obtained 
from  analyses  of  the  amniotic  fluid  was  the 
lecithin-sphingomyelin  ratio  derived  from  the 
third  amniocentesis.  This  test,  as  reported  by 
Gluck  and  associates,®  showed  that  the  infant 
would  survive  early  delivery.  If  the  test  had  in- 
dicated that  the  infant  would  not  have  survived 
early  delivery,  an  intrauterine  transfusion  may 
have  been  necessary. 
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Meningoencephalocele 
with  associated 
rare  anomalies 

MARY  A.  McKinney,  MD;  manoochehr  m.  lari,  md 


This  article  introduces  a rare  congenital  abnor- 
mality to  the  literature;  no  similar  anomaly  has 
been  described.  The  authors  hope  that  the  docu- 
mentation of  this  case  will  be  useful  to  research- 
ers in  the  future. 

CASE  REPORT:  This  is  a description  of  the 
gross  anatomic  and  microscopic  findings  of  a 
75  day-old  white  female  infant  who  was  born  at 
term  without  any  family  history  of  congenital 
anomaly.  The  infant’s  mother  had  no  infecti- 
ous disease  during  this  pregnancy,  nor  was  she 
given  any  drug  which  has  been  linked  with  fe- 
tal anomalies. 

This  anomaly  was  characterized  by;  (a)  ab- 
sence of  parietal  bones,  with  deformity  of  the 
remaining  cranial  bones;  (b)  atrophy  of  the 
brain  and  a huge  meningoencephalocele  in  the 
left  frontoparietal  area  and  absence  of  the 
aqueduct  of  Sylvius;  (c)  absence  of  the  left  eye, 
with  deformity  of  the  orbit;  and  (d)  syndactyly 
of  index  and  middle  fingers  bilaterally. 

This  infant  was  the  product  of  a 37-week 


7.  Lateral  view  of  meningoencephalocele  and  the 
deformity  of  the  left  side  of  the  skull. 


gestation  in  an  18-year-old  white  woman,  para 
O-O-O-O.  Since  delivery  of  this  child,  the  mother 
has  had  three  other  normal  children.  The  ma- 
ternal Rh  factor  was  positive,  the  serologic  test 
result  for  syphilis  was  negative.  The  prenatal 
course  had  been  without  notable  abnormality, 
and  after  a total  labor  of  three  hours  and  one 
minute,  utilizing  Pitocin  stimulation,  an  infant 
was  delivered  by  left  occipitoanterior  mecha- 
nism, spontaneously,  over  a midline  episiotomy. 
At  birth,  the  infant  was  noted  to  have  marked 
deformity  of  the  head  and  deformity  of  the 
hands  (Figs  1,  2). 

After  six  days  of  private  care,  the  patient  was 
transferred  to  the  Clinic  Pediatric  Service  where 
medical  care  was  maintained  for  69  days.  The 
infant  was  given  adequate  nutrition  and  general 
care,  but  no  specific  therapeutic  measures  were 
indicated.  The  infant  died  quietly  after  75  days 
of  life. 

The  cause  of  death  was  severe  congenital 
deformity,  but  the  definitive  mechanism  of 
death  was  somewhat  obscured.  It  is  thought 
that  increased  mucoid  secretion  within  the  tra- 


2.  Bilateral  syndactyly  and  meningoencephalocele 
with  deformity  of  the  right  side  of  the  skull. 
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cheobronchial  tree  played  a part  in  the  termi- 
nal event. 

The  gross  anatomy  report  on  the  infant  re- 
vealed the  body  of  a female  infant  weighing 
3,940  gm.  The  infant  was  70  cm  in  crown-heel 
length  with  point-of-reference  at  the  apex  of  the 
meningoencephalocele,  and  52  cm  in  crown-heel 
length  with  point-of-reference  at  the  apex  of 
bony  protuberance  of  the  skull.  Crown-rump 
length  was  51  cm  with  point-of-reference  at  the 
apex  of  the  meningoencephalocele,  and  35  cm 
with  reference  to  the  superior  portion  of  the 
bony  part  of  the  cranium.  Fronto-occipital  cir- 
cumference was  22.5  cm,  chest  circumference 
31  cm,  and  abdominal  circumference  25  cm. 

External  examination  showed  complete  syn- 
dactyly of  the  index  and  middle  fingers  of  the 
left  hand  and  syndactyly  of  the  proximal  two 
phalanges  of  the  corresponding  fingers  of  the 
right  hand.  The  distal  phalanx  of  the  right  index 
finger  was  constricted  in  its  proximal  portion. 

Examination  of  the  head  revealed  a huge 
meningoencephalocele  16  cm  in  diameter  aris- 
ing from  the  left  frontoparietal  area.  Multiple 
deformities  of  the  facial  bones  were  present,  ap- 
parently resulting  from  traction  by  this  menin- 
goencephalocele, causing  prolongation  and  an- 
terosuperior  prominence  of  the  maxilla.  The  pos- 
terior nares  were  patent.  The  left  eye  was  ab- 
sent from  the  deformed  left  orbit,  and  was  in- 
terpreted as  representing  a protuberance  of  the 
left  portion  of  the  deformed  forehead  anterome- 
dial to  the  point-of-origin  of  the  meningoen- 
cephalocele. There  was  an  additional  soft  pro- 
tuberance on  the  right  anterior  frontal  portion 
of  the  skull.  No  further  external  abnormalities 
were  noted. 

Internal  examination  showed  the  intrathorac- 
ic  and  intraperitoneal  viscera  to  be  in  normal 
anatomic  positions  and  without  gross  abnor- 
mality. There  was  no  anomaly  of  the  heart  or 


great  vessels.  Incision  of  the  meningoenceph- 
alocele produced  800  cc  of  straw-colored  fluid 
which  did  not  clot.  Located  at  the  base  of 
this  herniation,  there  was  a large  mass  of  what 
was  apparently  deformed  brain  tissue  which 
manifested  a moderate  increase  in  consistency 
(Fig  3).  The  brain  was  examined  and  weighed 
420  gm  together  with  glial  skin,  and  an  esti- 
mated 403  gm  excluding  skin. 

There  was  prominence  of  deformed  cerebral 
cortical  gyri.  Section  revealed  no  aqueduct  of 
Sylvius.  The  brainstem  was  quite  malformed 
with  hardly  any  recognizable  structures  present 
other  than  the  right  third  nerve.  There  was  a 
moderate  degree  of  dilatation  of  the  deformed 
tissue,  which  was  interpreted  as  lateral  ven- 
tricle (Fig  4). 

Microscopic  examination  of  the  cerebral  cor- 
tex showed  irregular  proliferation  of  cerebral 
cortical  neurons.  One  focus  was  present  in 
which  a small  cystic  space  was  lined  by  strat- 
ified squamous  epithelium  and  contained  kera- 
tin debris.  Cystic  spaces  surrounded  by  skin  ad- 
nexal structures  were  lying  within  cerebral  sub- 
stances. The  cerebellum  was  normal.  The  liver 
showed  minimal  dilatation  of  the  central  veins 
and  hepatic  sinusoids.  Extramedullary  hemato- 
poiesis was  present  to  a minimal  extent  in  the 
liver.  Kidney,  within  the  renal  medulla,  showed 
foci  of  calcification  of  tubular  epithelium.  In  the 
lungs,  foci  were  present  in  which  there  was  col- 
lapse of  alveolar  spaces.  This  resulted  in  an 
apparent  increase  of  interstitial  cellular  ele- 
ments with  minimal  interstitial  pneumonitis. 
Heart,  spleen,  pancreas,  adrenal  glands,  and 
thymus  showed  no  histologic  changes. 
Discussion:  Several  different  features  of  this 
anomaly  must  be  considered  separately  and 
discussed:  meningoencephalocele,  absence  of 
the  aqueduct  of  Sylvius,  and  absence  of  the 
left  eye. 
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3.  Deformed  brain  and  the  wall  of 
meningoencephalocele:  1,  2,  3,  deformed  cerebrum; 

4,  deformed  cerebellum;  5,  6,  meninx;  7,  skin. 


4.  Section  of  the  cerebrum-tissue  and  meningoence- 
phalocele: 1,  meninx;  2,  deformed  cerebral 
tissue;  3,  skin. 


McGillicuddy  used  the  term  “meningoenceph- 
alocele” for  all  cerebral  hernias  because  all  con- 
tained some  brain  tissue,  but  Duke  and  Elder 
prefer  the  term  “cephalomeningocele”  in  the 
largest  series  of  cases  of  which  have  been  re- 
ported in  the  literature.  The  anterior  meningo- 
encephalocele constitutes  only  a small  percent. 

Most  cases  of  anterior  meningoencephalo- 
cele which  have  been  reported  occurred  in  the 
frontonasal,  fronto-ethmoidal,  fronto-orbital, 
nasopharyngeal,  and  fronto-ethmoido-orbital 
areas,  but  not  in  the  frontoparietal  area  as  in 
this  case. 

The  size  of  the  meningoencephalocele  is  not 
of  as  much  significance  as  is  the  content  of  the 
sac;  but  sometimes  it  is  important,  especially  in 
those  with  broad  bases  because  the  risk  in  this 
group  is  high. 

The  contents  of  the  cyst  vary  from  case  to 
case,  but  in  the  majority  of  documented  cases 
the  contents  revealed  cerebrospinal  fluid  and 
brain  substance  which  may  or  may  not  contain 
a part  of  the  ventricular  system. 

In  this  case,  the  contents  of  the  cyst  were 
fluid.  The  brain  tissue  was  herniated  into  the 
sac. 

Some  anomalies  may  coexist  with  the  me- 
ningoencephaloceles. These  anomalies  have 
been  reported:  (1)  congenital  dermal  sinus 
in  the  parietal  region  associated  with  an  occip- 
ital meningoencephalocele  (posterior  type);  (2) 
scalp  anomaly,  cranium  bifidum  (congenital  ab- 
sence of  the  skull  may  occur  with  meningoen- 
cephalocele); and  (3)  an  occipital  meningoen- 
cephalocele with  lumbar  meningomyelocele.  Hy- 
drocephalus may  coexist,  but  only  infrequently 
in  association  with  the  anteriorly  situated  le- 
sions. 

In  searching  for  cases  of  congenital  absence 
of  the  aqueduct  of  Sylvius  similar  to  this  one, 
we  failed  to  find  any  documentation  of  sten- 
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osis  or  atresia  of  the  sylvian  aqueduct;  but  it 
has  been  reported  in  the  Arnold-Chiari  malfor- 
mation, spina  bifida  with  meningomyelocele, 
spina  bifida,  hydranencephaly,  absence  of  cor- 
pus callosum  and  the  pyramidal  tracts,  anen- 
cephaly,  and  porencephaly  of  the  right  frontal 
lobe. 

One  additional  point,  well-exemplified  by  this 
case,  is  that  the  accumulation  of  cerebrospinal 
fluid  in  the  cyst  may  result  from  the  absence 
of  the  aqueduct  of  Sylvius  and  would  tend  to 
bear  out  Kernochan’s  observation  that  complete 
occlusion  or  absence  of  the  aqueduct  is  incom- 
patible with  life.  Presumably,  the  moderate  di- 
latation of  the  lateral  ventricles  was  due  to  the 
absence  of  the  aqueduct. 

Anophthalmos,  or  absence  of  the  eyes  where 
no  development  of  the  eyes  has  occurred,  is 
rare  and  is  usually  associated  with  abnormal- 
ities of  the  brain. 

In  many  cases  of  apparent  anophthalmos, 
usually  a small  rudimentary  eye  may  be  found 
microscopically  at  the  apex  of  the  orbit  and 
should  be  classified  as  microphthalmos;  but  in 
this  case  the  microscopic  examination  failed  to 
reveal  any  rudiment  of  the  left  eye. 

Trisomic  anomalies  sometimes  accompany 
absence  of  the  eyes  or  of  one  of  the  eyes.  How- 
ever, the  other  distinguishing  characteristics  of 
the  trisomic  abnormalities — cyclopia,  cardiac 
anomaly,  hemangiomas,  scalp  defect,  ear  and 
intestinal  abnormalities — were  not  present  in 
this  case. 
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Office  screening 
for  photosensitivity 


FRED  F.  CASTROW,  II,  MD;  DONALD  W.  OWENS,  MD 


A scheme  for  office  screening  for  photosensitivity 
is  presented.  Details  of  phototesting  and  photo- 
patch testing  are  given.  A complete  history  and 
physical  examination  accompanied  by  skin  biopsy 
and  appropriate  laboratory  tests  is  an  integral 
part  of  this  scheme.  A day-to-day  protocol  for 
this  evaluation  is  presented. 

PHOTOSENSITIVITY  IS  AN  AREA  of  office  diag 
nosis  which  is,  for  several  reasons,  too  often 
neglected.  First,  the  literature  is  voluminous 
and  quite  often  there  is  confusing  and  conflict- 
ing data.  The  terminology  used  in  photobiology 
research  is  ever-changing,  and  the  reasons  for 
the  change  are  not  always  readily  apparent  to 
the  casual  observer.  Oftentimes,  the  necessary 
equipment  for  testing  for  photosensitivity  is 
thought  to  be  too  time  consuming  to  be  per- 
formed in  the  office.  Even  the  necessity  for 
diagnostic  evaluation  of  a patient  with  a photo- 
sensitive eruption  might  be  questioned. 

This  article  presents  a scheme  for  the  evalu- 
ation of  patients  with  photosensitive  eruptions, 
a method  which  I use  in  my  suburban  office 
practice.  The  procedures  are  easy  to  perform 
with  equipment  which  is  usually  available  in  a 
dermatologist’s  office. 

Classification  of  Photosensitive  Eruptions:  Fig  1 

lists  the  major  categories  of  photosensitive 
eruptions.  The  headings  were  borrowed  from 
the  Photosensitivity  Seminar-in-Depth  by  Dr. 
John  H.  Epstein  at  the  annual  meetings  (1968 
to  present)  of  the  American  Academy  of  Der- 
matology. Appropriate  methods  for  diagnostic 
evaluation  are  listed  in  capital  letters  after  each 
heading  or  subheading.  A complete  history  and 
physical  examination — and  diagnostic  acumen 
— are  considered  an  integral  part  of  any  derma- 
tologic evaluation  and  should  not  be  considered 


unnecessary  because  of  their  absence  from  Fig 
1 or  from  the  following  narrative. 

Source  of  Light:  A Burdick  QA  450N  hot  quartz 
lamp  is  used  at  a distance  of  75  cm  (30  inch- 
es). Other  light  sources  which  may  be  used  are 
natural  sunlight,  100-watt  Wood’s  light,  Kro- 
mayer  lamp,  carbon  arc  lamps,  or  xenon  short- 
arc  lamps.  Limiting  factors  which  have  made 
these  latter  sources  impractical  for  use  in  an 
office  practice  are  time  for  natural  sunlight, 
lack  of  superiority  for  Wood’s  lamp  and  expense 
for  the  more  sophisticated  light  sources. 
Phototesting:  On  the  first  day  (day  1)  a series 
of  simultaneous  exposures  of  10,  15,  20,  30, 
40,  and  50  seconds  emitted  from  the  hot 
quartz  light  source  are  applied  to  the  back  of 
the  patient.  A cardboard  template  is  used  with 
six  ports  measuring  2.4  cm  in  diameter  (the 
size  of  a US  quarter).  The  nonirradiated  sites 
are  protected  from  the  ultraviolet  light  with 
clothing,  sheets,  and/or  cardboard.  At  24  hours 
post-irradiation  (day  2),  the  six  sites  are  exam- 
ined for  erythema.  The  site  with  minimum  per- 
ceptible erythema  is  the  minimum  erythema 
dose  (MED)  site,^  and  the  exposure  given  to 
this  site  is  the  MED.  The  MED  is  the  basis  for 
phototesting  and  photopatch  testing.  The  usual 
MED  for  the  Burdick  hot  quartz  lamp  at  75  cm 
is  15  to  20  seconds. 

The  methods  reported  by  J.  H.  Epstein^  are 
used  for  phototesting.  An  exposure  of  10  MED 
is  applied  on  day  2.  Twenty-four  hours  later 
(day  3),  10  MED  is  applied  to  the  same  site. 
This  site  is  examined  on  day  7,  day  10,  and 
day  17.  If  possible,  the  test  site  should  be  ex- 
amined daily.  Following  irradiation,  the  initial 
erythema  should  fade  within  72  to  96  hours. 
A positive  phototest  is  confirmed  by  the  ap- 
pearance of  erythema  and/or  an  area  which 
mimics  the  clinical  eruption  after  the  initial 
erythema  fades.  Usually  the  test  site  is  posi- 
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tive  at  one  week  in  persons  with  polymorphic 
light  eruption,  but  the  onset  of  a positive  test 
can  be  delayed  for  up  to  two  weeks  after  the 
provocative  insult. 

One  group  of  light  reactors  presents  a para- 
dox: unequivocal  photosensitivity  with  nega- 
tive phototesting.  The  skin  biopsy  in  these  in- 
dividuals is  compatible  with  or  diagnostic  of 
polymorphic  light  eruption,  and  all  other  test- 
ing for  photosensitivity  is  negative  except  for 
the  cutaneous  eruption,  which  clinically  is 
typical  of  polymorphic  light  eruption.  Magnus^ 
has  applied  the  term  “summer  prurigo”  to  this 
group  of  light  reactors.  The  reasons  for  this 
phenomenon  are  not  known. 

Photopatch  Testing:  The  method  of  S.  Ep- 
stein is  used.^  Duplicate  closed  patch  tests 
are  applied  on  day  1 to  the  following  mate- 
rials: bithionol,  carbanilide,  dichlorophene,  hex- 
achlorophene,  polybrominated  salicylanilide, 
tribrominated  salicylanilide,  and  ragweed  (com- 
mercially available  from  Hollister- Stier).  One 
set  of  patch  tests  is  covered  with  opaque  paper 
to  prevent  a “masked”  photopatch  test®  be- 
cause small  amounts  of  light  will  trigger  pho- 
tocontact sensitivity.  The  “blacked  out”  set  of 
patch  tests  will  be  read  as  the  plain  patch 
test  and  will  not  be  irradiated.  On  day  2,  one 
set  of  patch  tests  is  removed.  The  area  is 
cleansed  with  acetone  and  irradiated  with  20 
MED  which  have  been  emitted  by  the  hot 
quartz  light  source  through  window  glass.  The 
window  glass  is  applied  directly  to  the  test 
site,  and  the  surrounding  skin  not  protected  by 
the  window  glass  is  shielded  with  clothing, 
sheets  and/or  cardboard.  The  window  glass 
filters  out  the  majority  of  ultraviolet  wave 
lengths  below  320  nanometers,  which  are  re- 
sponsible for  erythema  and  sunburning.  Five 
minutes  is  the  usual  time  for  20  MED  with  the 
Burdick  hot  quartz  light  source.  The  unirradi- 


A.  Loss  of  photoprotection 

1.  Albinism 

2.  Vitiligo 

3.  Xeroderma  pigmentosum 

B.  Presence  of  photosensitizers 

1.  Contact  photosensitivity:  PHOTOPATCH  TESTING 

a.  Plants;  ragweed  and  furocoumarin  plants  (figs,  limes,  etc) 

b.  Soaps:  containing  halogenated  phenolic  compounds  (bithi- 
onol, carbanilides,  hexachlorophene,  and  salicylanilides) 

c.  Drugs:  sulfas,  tar,  furocoumarin  compounds  (psoralens) 

d.  Cosmetics;  furocoumarin  compounds  (oil  of  lime  and  oil  of 
bergamot) 

e.  Persistent  light  reactors 

2.  Drugs:  sulfas,  sulfonylureas,  thiazides,  phenothiazines,  anti- 
biotics, furocoumarin  compounds,  antihistamines,  heavy  met- 
als, barbiturates,  quinolines,  estrogens,  cancer  drugs,  dyes,  etc 

3.  Metabolic  disease:  porphyria:  PORPHYRIN  TESTING 

4.  Infectious  diseases:  a photolocalization  phenomenon;  vaccinia, 
lymphogranuloma  venereum,  varicella,  herpes  simplex 

C.  No  loss  of  photoprotection,  no  photosensitizers 

1.  Polymorphic  light  eruption;  PHOTOTESTING  AND  BIOPSY 
Types:  plaque  (75%),  papular  (15%),  contact  dermatitis- 
like (7%),  diffuse  erythema  (3%),  bullous  (rare) 

2.  Summer  prurigo:  BIOPSY  AND  NEGATIVE  PHOTOTESTING 

3.  Solar  urticaria:  rare;  PHOTOTESTING 

4 Collagenoses:  LE,  dermatomyositis,  DNA  autosensitivity: 
LABORATORY  TESTING,  BIOPSY  AND  IMMUNOFLUORES- 
CENT  MICROSCOPY 

5.  Photokeratoses:  actinic  keratoses,  Darier's  disease,  dissemin- 
ated superficial  actinic  porokeratosis;  BIOPSY 

6.  Genodermatoses:  Rothmund-Thomson  syndrome.  Bloom's  syn- 
drome, Cockayne's  syndrome,  phenylketonuria:  LABORATORY 
TESTING,  familial  benign  chronic  pemphigus:  BIOPSY,  meta- 
bolic disease;  abnormality  of  tryptophan  metabolism  (pellag- 
ra, Hartnup's  disease,  carcinoid  syndrome) 


I.  Photosensitive  eruptions  with  appropriate  screening 
tests. 
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ated  S8t  of  patch  tests  is  removed  on  day  3. 
All  sites  are  examined  on  day  3,  day  7,  day  10, 
and  day  17  for  the  presence  of  erythema,  ede- 
ma, and/or  vesiculation.  Any  of  these  signs  in- 
dicates allergic  contact  dermatitis  if  present  in 
the  irradiated  sites.  Occasionally,  both  allergic 
contact  sensitivity  and  photocontact  sensitivity 
will  occur  to  one  or  more  substances  in  the 
same  patient. 

Other  Testing:  Skin  biopsy  and  appropriate 
laboratory  tests®  are  obtained  where  indicated. 
Disposable  anion  exchange  columns  are  used 
for  urinary  porphyrin^  and  urinary  porphobilin- 
ogen® testing.  The  Rimington  and  Cripps 
methods®  is  used  for  blood  porphyrins.  Photo- 
hemolysis^®  is  an  alternate  method  of  deter- 
mining erythrohepatic  protoporphyria.  Immuno- 
fluorescent  microscopy  is  now  available  at  sev- 
eral teaching  centers  in  Texas  (Baylor  College 
of  Medicine,  Houston,  and  The  University  of 
Texas  Southwestern  Medical  School,  Dallas), 
Summary:  A scheme  for  office  screening  for 
photosensitivity  is  presented.  Details  of  photo- 
testing and  photopatch  testing  are  given.  A 
complete  history  and  physical  examination  ac- 
companied by  skin  biopsy  and  appropriate  labo- 
ratory tests  is  an  integral  part  of  this  scheme. 
A day  to  day  protocol  for  this  evaluation  is  pre- 
sented in  Fig  2. 

Acknowledgment:  Mrs.  O.  D.  Farris  assisted  with  the 
technical  portions  of  this  work. 
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2.  Daily  protocol  for  office  screening  for 
ph  otosensiti  vity. 


Day  1:  History  and  physical  examination 
Skin  biopsy 
Laboratory  tests 
MED  testing  initiated 
Duplicate  closed  patch  tests  applied 

Day  2:  MED  determined 

Phototesting,  first  portion 
Photopatch  testing,  irradiation 

Day  3:  Phototesting,  second  portion 
Photopatch  tests,  examine 

Day  7 ) Phototest,  examine 

Day  10 1 Photopatch  test. 

Day  I7J  examine 
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Contact  your  local  agent,  or 
Russell  Grace  Insurance 
2304  West  7th  Street  • Ft.  Worth,  Texas  76107 
(817)  332-9269  or 


What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier 
that  won’t  fade 
when  troubi 
comes. 


V- 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with  inno- 
vations and  new  developments  in  this  clouded,  sensitive  area  of  liability 
protection.  And  the  one  that  doesn’t  talk  malpractice  coverage  just  to 
get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Texas  doctors  need  is  Casualty  Indemnity  Exchange,  the  car- 
ierthat  in  1968  pioneered  the  modern  approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY  in  the  market. 


SECUmiY  SINCE  1312 

DASUAITY INDEMNI1Y  EXDHANBE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 
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'California,  here  we  come,' 

'72  chant  of  the  Texas  AMA  delegates 


Guided  by  their  colleagues'  recom- 
mendations, 18  Texas  physicians  will 
take  on  demanding  assignments  next 
month  at  the  meeting  of  the  American 
Medical  Association. 

In  order  to  help  set  sound  policies 
for  the  AMA,  Texas  delegates  have 
been  preparing  intensively  for  the 
meeting,  which  is  scheduled  from  June 
18-22  in  San  Francisco.  In  the  past 
two  weeks,  they  have  heard  their 
charges  from  the  Texas  Medical  Asso- 
ciation House  of  Delegates.  They  also 
have  learned  first-hand  the  grass  roots 
views  of  TMA  members  at  a special 
committee  hearing  on  the  national  or- 
ganization. 

In  San  Francisco,  the  delegation  will 
operate  as  a well-organized  team.  They 
will  be  backed  up  by  many  Texas 
physicians  who  regularly  attend  AMA 
meetings  as  members  of  the  national 
organization’s  committees,  councils, 
and  scientific  sections. 

Each  assignment  undertaken  by  the 
delegation  will  require  political  know- 
how, boundless  energy,  and  above  all, 
dedication  to  the  practice  of  good 
medicine  in  America. 

Here's  where  energy  is  involved! 

Each  morning  before  meetings  of  the 
AMA  House  of  Delegates  and  reference 
committees,  the  group  will  gather  at 
7:30  a.m.  for  breakfast  to  discuss  the 
issues  and  individual  assignments. 

Delegation  chairman  Dr.  Harvey  Renger 
(right)  enjoys  a laugh  with  vice-chair- 
man Dr.  Joe  T.  Nelson  before  serious 
policy-making  begins. 


Each  delegate  will  attend  and  partici- 
pate in  reference  committee  hearings. 
In  addition,  he  will  spend  many  be- 
hind-the-scenes hours  listening  and 
talking  to  delegates  from  other  states 
about  the  problems  facing  medicine 
in  America. 

But  the  Texas  AMA  delegation’s 
work  doesn’t  begin  when  the  conven- 
tion starts;  it  has  been  going  on  for 
many  months  in  advance. 

Working  with  TMA  executive  secre- 
tary C.  Lincoln  Williston  and  assistant 
executive  secretary  Donald  M.  Ander- 
son, the  delegation  chairman  Dr.  Har- 
vey Renger  and  vice-chairman  Dr.  Joe 
T.  Nelson  are  assigning  delegates  and 
alternate  delegates  specific  responsibil- 
ities for  the  upcoming  meeting.  Also 
assisting  the  delegation  are  TMA’s 
legal  counsel  Philip  R.  Overton  and  as- 
sistant legal  counsel  Sam  V.  Stone,  Jr. 

The  Texas  Medical  Association  is 
represented  officially  in  the  AMA  by 
nine  delegates  and  nine  alternate  dele- 
gates. The  AMA  Constitution  and  By- 
laws provide  that  each  state  associa- 
tion shall  have  one  delegate  for  each 
1,000  or  fraction  thereof  of  the  regular 
members  of  the  AMA  from  that  state. 
Records  show  that  as  of  Dec.  31,  1971, 
Texas  had  8,677  dues-paying  and 
dues-exempt  members  of  the  AMA. 

Representing  the  Association  in  San 
Francisco  as  delegates  will  be  Drs. 

Dr.  Sam  Nixon  (left),  alternate  delegate 
from  Floresville,  and  Mr.  Philip  R. 

Overton,  TMA’s  general  counsel,  listen 
to  others'  views. 


Renger  and  Nelson,  Haden  E.  McKay, 
G.  W.  Cleveland,  N.  L.  Barker,  Walter 
Walthall,  James  D.  Murphy,  Charles 
Max  Cole,  and  R.  D.  Moreton.  Alternate 
delegates  are  Drs.  Merle  W.  Delmer, 
J.  E.  Miller,  Stanley  E.  Thompson, 
James  K.  Peden,  J.  L.  Jackson,  III, 
Braswell  Locker,  Mylie  E.  Durham,  Jr., 
G.  V.  Brindley,  Jr.,  and  Sam  A.  Nixon. 
Influence:  a hard-to-measure  thing 
Although  the  actual  influence  of  the 
Texas  delegation  might  be  hard  to 
measure,  there  is  no  doubt  that  it  has 
been  influential  in  helping  to  set  AMA 
policy  in  recent  years. 

TMA  executive  secretary  C.  Lincoln 
Williston  feels  that  through  the  efforts 
of  the  delegation,  Texas  is  far  better 
represented  in  the  AMA  than  ever 
before. 

“In  recent  years,’’  says  Mr.  Willis- 
ton, "we  have  been  fortunate  to  be 
represented  on  the  Board  of  Trustees, 
first  by  Dr.  J.  B.  Copeland  and  now 
by  Dr.  James  H.  Sammons.  Our  efforts 
in  achieving  leadership,  of  course,  were 
culminated  in  the  election  of  Dr.  Mil- 
ford O.  Rouse  as  AMA  President  after 
his  seven  years  of  service  as  Speaker 
and  Vice-Speaker  of  the  AMA  House. 
We  are  achieving  good  representation 
of  Texas  physicians  on  councils  and 
committees  of  the  AMA."  (At  present, 
more  than  50  Texas  physicians  are  on 
AMA  bodies.) 

Joining  forces  in  gathering  ideas  are  two 
past  Presidents  of  the  Association — 

Dr.  G.  V.  Brindley,  Jr.,  (left),  and 
Dr.  Charles  Max  Cole. 
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‘‘The  Texas  delegation,”  Mr.  Willis- 
ton  notes,  ‘‘has  been  highly  successful 
in  expressing  the  views  of  Texas  physi- 
cians through  resolutions  and  commu- 
nications. The  delegation  has  achieved 
a good  ‘batting  average’  on  its  reso- 
lutions.” 

He  feels  that  the  Texas  delegation 
has  been  far  more  effective  in  recent 
years  than  ever  before.  ‘‘It  is  highly 
organized,”  he  said.  ‘‘It  does  a good 
job  of  monitoring  all  reports,  recom- 
mendations, and  resolutions  of  the 
AMA.  This  has  insured  good  represen- 
tation of  grass  roots  views.  The  dele- 
gation also  has  made  a great  effort, 
with  success,  to  solicit  the  participa- 
tion of  county  society  presidents  and 
many  others  who  attend  AMA  meet- 
ings.” 

Texas  delegates  have  influenced 
AMA  policy  and  principles  on  many 
major  areas  affecting  the  practice  of 
medicine.  Perhaps  one  set  of  princi- 
ples proposed  by  the  Texas  delegation 
which  still  has  continuing  significance 
are  those  entitled  ‘‘Principles  Relating 
to  Government-Financed  Programs  of 
Medical  Service.”  This  six-point  state- 
ment stressed  that  the  basic  responsi- 
bility for  medical  care  is  with  the  indi- 
vidual, passing  on  to  his  family,  the 
community,  the  county,  and  then, 
when  necessary,  the  state.  The  state- 
ment declared  that  the  physician  basi- 

Past AMA  President  Dr.  Milford  0.  Rouse 
(left)  discusses  an  issue  with  Dr. 

James  Sammons,  currently  a trustee  of 
the  AMA. 


cally  has  a responsibility  to  provide 
services  to  patients  regardless  of  their 
ability  to  pay  and  pointed  out  that  in 
the  formulation  of  new  programs,  qual- 
ity of  medical  care  should  be  the  ut- 
most consideration  and  that  the  phy- 
sician-patient relationship  should  be 
maintained,  leaving  the  patient  and 
the  physician  the  right  to  choose  one 
another.  Other  points  called  for  pay- 
ment according  to  usual,  customary, 
and  reasonable  fees  under  government 
health  care  programs;  for  physicians 
and  medical  societies  to  strive  for  the 
designation  of  qualified,  experienced 
fiscal  intermediaries;  for  unencum- 
bered administrative  procedures;  and 
for  simplified  claims  forms.  The  policy 
statement  also  called  on  medical  soci- 
eties to  offer  their  assistance  to  fiscal 
intermediaries  and  administering  agen- 
cies through  the  appointment  of  phy- 
sicians’ advisory  committees  and  med- 
ical review  committees. 

Texas  delegates  also  introduced  and 
received  AMA  support  on  direct  billing 
to  protect  the  physician  and  patient 
from  third-party  interference,  and  they 
received  AMA’s  support  calling  for 
greater  utilization  of  public  funds 
toward  educating  future  physicians. 

Texas  resolutions  have  culminated 
in  action  by  Congress,  too.  For  in- 
stance, the  delegation  introduced  a 
resolution  asking  that  the  certification 

Alternate  delegate  Dr.  J.  E.  Miller  (left) 
accepts  the  TMA  Distinguished 
Service  Award  from  Association  President 
Dr.  Braswell  Locker,  who  is  also  an 
alternate  delegate. 


and  recertification  requirements  be 
dropped  from  the  Medicare  program. 
The  resolution  was  adopted  by  the 
AMA,  and  Congress  subsequently 
voted  to  eliminate  the  certification 
requirement,  although  it  did  specify 
that  recertification  would  be  necessary 
starting  with  the  14th  day  of  hospi- 
talization. The  Texas  resolution  had 
emphasized  that  these  requirements 
established  needless  regulations  and 
burdensome  paper  work,  which  would 
prevent  physicians  from  devoting  full 
attention  to  caring  for  the  health  and 
well-being  of  patients. 

Impressive  backgrounds 
Delegates  to  the  AMA,  who  are  elected 
by  the  TMA  House  of  Delegates,  usu- 
ally have  had  impressive  apprentice- 
ships as  delegates  from  their  county 
medical  societies  to  the  TMA  House. 
Official  delegates  have  served  on  the 
average  8.1  years  with  the  AMA  dele- 
gation and  have  had  an  opportunity  to 
fully  understand  the  organization  of 
the  AMA.  Most  delegates  began  repre- 
senting Texas  in  the  AMA  as  alter- 
nates, and  later  were  elected  official 
delegates. 

The  average  age  of  official  delegates 
is  58.  (Interestingly,  the  median  age 
also  is  58.)  The  average  age  of  the 
entire  delegation  is  55.5.  Their  ages 
range  from  44  to  65.  A survey  by 
Medical  World  News  in  1971  reported 

Dr.  J.  B.  Copeland  (right),  past 
AMA  trustee,  exhibits  his  tribute  from  the 
American  Academy  of  Family  Physi- 
cians to  delegate  Dr.  Haden  E.  McKay. 
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Wichita  Falls  physician  Dr.  J.  L.  Jackson, 
III,  is  the  newest  member  of  the  dele- 
gation and  the  only  obstetrician- 
gynecologist  among  the  18  delegates  and 
alternates. 


MDs  need  to  learn  more  about  the  AMA 
— its  functions  and  benefits,  says  Dr. 
Stanley  E.  Thompson,  alternate  delegate 
from  Richmond  and  past  TMA  Councilor. 


that  the  average  age  of  the  members 
of  the  AMA  House  of  Delegates  is  59.4. 

Physicians  listing  themselves  as 
general  practitioners  outnumber  spe- 
cialists on  the  list  of  delegates  and 
alternate  delegates.  Nine  of  the  group 
are  family  physicians.  Among  the  del- 
egation, there  is  also  one  psychiatrist, 
one  pathologist,  one  obstetrician-gyne- 
cologist, two  radiologists,  three  sur- 
geons, and  one  MD  specializing  in 
ophthalmology  and  otolaryngology. 

Together,  they  represent  the  state’s 
largest  cities,  its  middle-sized  towns, 
and  some  of  its  smallest  communities. 
Their  practices  are  in  nearly  every  geo- 
graphical section  of  the  state. 

Delegates  have  served  their  county 
societies  and  TMA  in  many  capacities 
as  members  and  chairmen  of  coun- 
cils and  committees  and  as  officers. 
Among  the  group,  there  are  five  Past 
Presidents  and  the  current  President 
of  the  Association. 

Satisfaction  in  serving 
Do  delegates  feel  any  real  satisfaction 
from  their  hours  of  work  on  behalf  of 
fellow  physicians?  Do  they  feel  that 
they  have  influenced  the  national 
organization  directly? 

Dr.  Harvey  Renger,  chairman  of  the 
Texas  delegation  who  first  began  as 
an  alternate  in  1962  and  was  elected 
a delegate  in  1963,  feels  that  he  has 
been  able  to  influence  the  AMA,  "espe- 
cially when  I served  on  the  reference 
committee  for  a called  session  of  the 
AMA  House  of  Delegates  which  had  to 
consider  Medicare  legislation.”  Dr. 
Renger  believes  that  without  organized 
medicine  the  practice  of  medicine 
could  not  exist  today.  He  reports  that 
he  spends  approximately  400  to  500 
hours  each  year  on  AMA  activities.  Dr. 
Renger  also  is  a member  of  the  AMA 
Council  on  Legislation. 

"I  particularly  have  enjoyed  orga- 
nizing the  membership  of  the  Texas 
delegation  and  seeing  that  they  all 
participate  not  only  in  reference  com- 
mittee hearings,  but  also  on  the  floor 
of  the  House  of  Delegates  of  the  AMA. 
My  most  satisfying  experience  has 
been  holding  to  the  philosophy  that  a 
practicing  physician  does  not  have  to 
take  assignments  and  can  still  bill 
independently  between  himself  and 
the  patient.”  Adds  Dr.  Renger,  “I  en- 
joy calling  on  the  membership  of  the 
Texas  delegation  at  our  caucuses  and 
knowing  and  observing  how  each  mem- 
ber is  so  well  versed  in  the  work  of  the 
AMA  House  of  Delegates.” 


Dr.  Renger  considers  himself  a 
"country  doctor.”  He  was  born  in 
Hallettsville  and  has  practiced  there 
since  1934.  He  was  President  of  TMA 
in  1962-1963  and  has  served  the  Asso- 
ciation in  many  other  capacities,  too. 
A past  president  of  the  Private  Clinics 
and  Hospitals  Association  (1952),  he 
is  now  a member  of  the  board  of  re- 
gents of  Texas  A&l  University  at  Kings- 
ville and  has  long  served  on  the  board 
of  regents  of  Texas  Lutheran  College  at 
Seguin. 

Others  on  the  Texas  delegation 
Vice-chairman  of  the  Texas  delegation 
to  the  AMA  is  Dr.  Joe  T.  Nelson  of 
Weatherford,  immediate  past  chairman 
of  the  TMA  Council  on  Medical  Juris- 
prudence. A general  practitioner.  Dr. 
Nelson  is  a member  of  the  AMPAC 
board  of  directors  and  is  active  in 
many  medical  and  civic  organizations. 
He  is  presently  a member  of  the  board 
of  regents  of  The  University  of  Texas 
System  and  previously  served  for  11 
years  as  a member  of  the  board  of 
regents  of  North  Texas  State  Uni- 
versity. 

The  mayor  of  Humble,  Dr.  Haden  E. 
McKay  is  a general  practitioner  and 
has  been  a delegate  for  one  year.  He 
previously  served  as  an  alternate  dele- 
gate for  five  years.  Dr.  McKay  is  also 
secretary  of  the  TMA  Board  of  Coun- 
cilors and  secretary-treasurer  of  the 
board  of  trustees  of  the  Houston  Acad- 
emy of  Medicine.  A past  president  of 
the  American  Academy  of  Family  Phy- 
sicians, Dr.  McKay  is  convinced  that 
more  Texas  physicians  should  become 
involved  in  activities  on  the  county, 
state,  and  national  levels.  The  Texas 
delegation  then,  he  believes,  would  be 
more  effective  in  making  the  position 
of  the  physicians  they  represent  clear- 
ly known. 

Dr.  G.  W.  Cleveland,  Austin  general 
practitioner  who  has  been  on  the  dele- 
gation since  1957,  says  that  there  is 
"one  aspect  of  my  duties  that  I enjoy 
more  than  others — that  is  the  feeling 
that  I can  contribute,  with  my  fellow 
Texas  delegates,  to  the  policy-making 
body  of  the  American  Medical  Asso- 
ciation. The  accomplishments  of  the 
Texas  delegation  in  recent  years  have 
been  particularly  significant  and  satis- 
fying to  me  in  that  we  have  helped 
elect  men  from  Texas  to  various  coun- 
cils, boards,  and  offices.  We  are  partic- 
ularly proud  of  Milford  Rouse,  James 
Sammons,  and  Joe  Copeland.  We  are 
proud,  too,  that  we  had  the  rapport 
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with  our  fellow  delegates  to  be  able  to 
pass  certain  key  resolutions  which  are 
a matter  of  record  now.  Also,  I have 
noted  with  satisfaction  the  rise  in  stat- 
ure of  the  Texas  delegation  in  the  eyes 
of  the  other  states'  delegations.  All  in 
all,  I would  not  take  anything  for  my 
years  as  a delegate  to  the  American 
Medical  Association.” 

Dr.  Cleveland  served  on  the  TMA 
Council  on  Medical  Jurisprudence  for 
13  years  and  has  been  president  of  the 
Texas  Academy  of  Family  Physicians 
and  chairman  of  its  board  of  directors. 

Dr.  N.  L.  Barker,  Paris  general  prac- 
titioner, has  served  as  a delegate  since 
1970  and  was  an  alternate  delegate  for 
eight  years  prior  to  that.  He  is  a mem- 
ber of  the  TMA  Board  of  Trustees  and 
is  on  the  Texas  State  Board  of  Health. 

Also  active  in  civic  affairs.  Dr.  Bar- 
ker feels  that  his  participation  in  the 
activities  of  the  Texas  delegation  has 
at  least  helped  stem  the  tide  toward 
full  socialism  in  this  country. 

Past  Presidents  continue  to  serve 
Dr.  Walter  Walthall,  a Past  President 
of  TMA,  is  a general  practitioner  in 
San  Antonio.  Dr.  Walthall  has  long 
been  active  in  medical  organizations, 
having  served  Bexar  County  Medical 
Society  and  the  Alamo  Chapter  of  the 
Texas  Academy  of  Family  Physicians 
as  president,  and  the  Texas  Medical 
Association  as  chairman  of  the  Board 
of  Councilors.  He  has  also  been  active 
in  many  civic  organizations  and  has 
served  as  chairman  of  the  board  of 
managers  of  Bexar  County  Hospital 
District. 

Another  TMA  Past  President,  Dr. 
James  D.  Murphy,  has  been  on  the 
Texas  delegation  since  1967.  The  Fort 
Worth  general  practitioner  has  also 
been  Speaker  of  the  TMA  House  of 
Delegates  and  president  of  both  the 
Texas  Academy  of  Family  Physicians 
and  the  American  Academy  of  Family 
Physicians.  He  has  spent  many  hours 
working  on  TMA  committees. 

Dr.  Charles  Max  Cole,  another  active 
TMA  committee  member  and  past 
committee  chairman,  is  Past  President 
of  the  Association,  past  president  of 
Dallas  County  Medical  Society,  and 
Past  Speaker  of  the  TMA  House  of 
Delegates.  He  presently  is  on  the  Tex- 
as State  Board  of  Health  and  is  a 
member  of  the  AMA’s  Council  on  Long- 
Range  Planning  and  Development.  The 
general  surgeon  has  been  active  in 
many  civic  organizations,  too. 


The  course  of  medicine 
Radiologist  Dr.  R.  D.  Moreton  has  long 
been  active  in  the  Association’s  affairs. 
The  vice-president  of  The  University  of 
Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston,  he  has 
served  as  chairman  of  TMA's  Council 
on  Medical  Jurisprudence  and  has 
been  on  the  Texas  delegation  since 
1961. 

‘‘My  participation  in  the  delegation 
has  been  satisfying,”  Dr.  Moreton  re- 
flects, ‘‘in  that  I think  that  the  efforts 
and  activities  of  the  delegation  have 
been  directed  toward  the  course  that 
I particularly  feel  that  medicine  should 
follow.  Having  practiced  privately  for 
some  24  years  before  becoming  affili- 
ated with  Anderson  Hospital,  I feel 
that  in  many  instances  I am  in  a 
unique  position  to  see  the  direction  of 
medicine.  I feel  that  the  general  prac- 
titioner or  family  physician  can  take 
care  of  the  greatest  number  of  prob- 
lems of  patients,  and  I hope  to  see  that 
their  way  is  preserved.” 

Dr.  Moreton  further  feels  that  or- 
ganized medicine  is  ‘‘most  important 
in  representing  physicians,  particularly 
those  directly  involved  in  the  care  of 
patients.  I feel  that  many  men  in  the 
practice  of  medicine  at  the  present 
time  do  not  realize  the  importance  of 
organized  medicine  or  how  much  they 
really  need  it  during  these  times  of 
stress.” 

He  thinks  that  the  most  significant 
accomplishment  of  the  AMA  House  of 
Delegates  in  recent  years  is  the  reor- 
ganization of  the  association.  ‘‘I  be- 
lieve that  the  AMA  is  definitely  trying 
to  carry  forward  a program  of  continu- 
ing to  bring  about  the  best  medical 
care  possible  to  the  people.” 

Active  alternates 

The  only  pathologist  on  the  delegation 
is  alternate  delegate  Dr.  Merle  W.  Del- 
mer,  a member  of  the  Texas  State 
Board  of  Medical  Examiners.  Dr.  Del- 
mer  practices  in  San  Antonio;  he  is 
certified  in  clinical  and  anatomic  path- 
ology. His  activities  include  hard  work 
for  TMA  and  Bexar  County  Medical 
Society. 

Dr.  J.  E.  Miller  of  Dallas,  who  re- 
cently received  the  Association’s  Dis- 
tinguished Service  Award,  has  been 
active  in  Texas  and  national  medical 
organizations  for  many  years.  He  has 
been  chairman  of  the  Council  on  Sci- 
entific Advancement,  president  of  the 
Texas  Radiological  Society,  chairman 
of  the  board  of  chancellors  of  the 


Busy  San  Antonio  family  physician 
Dr.  Walter  Walthall  is  also  a past  Presi- 
dent of  TMA  and  now  serves  as  a 
delegate  to  the  AMA. 


Since  1957,  Austin  general  practitioner 
Dr.  G.  W.  Cleveland  has  served  as  a 
member  of  the  delegation.  He  is 
also  a past  president  of  TAFP  and  past 
chairman  of  the  Council  on  Medical 
Jurisprudence. 
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Hours  of  work  with  medical  organizations 
can  be  attributed  to  Texas’  AMA  dele- 
gate Dr.  James  D.  Murphy,  another  past 
President  of  the  Association. 


As  an  alternate  delegate,  psychiatrist 
Dr.  James  K.  Peden  enjoys  learning 
directly  of  the  issues  that  organized 
medicine  must  face. 


American  College  of  Radiology,  a mem- 
ber of  the  boards  of  directors  of  sev- 
eral local  and  statewide  voluntary 
health  agencies,  and  an  officer  in  a 
number  of  radiological  and  medical 
organizations. 

Dr.  Stanley  Thompson,  another  al- 
ternate delegate,  is  a general  practi- 
tioner in  Richmond.  He  has  been  pres- 
ident of  Wharton-Jackson-Matagorda- 
Fort  Bend  County  Medical  Society  and 
a member  of  the  TMA  Board  of  Coun- 
cilors. Dr.  Thompson  reports  that  his 
activities  in  the  AMA  House  have  been 
most  satisfying.  Medical  organizations, 
he  feels,  do  represent  physicians  but 
MDs  generally  do  not  know  as  much 
as  they  should  about  the  functions  and 
benefits  of  AMA  membership. 

The  psychiatrist  on  the  delegation. 
Dr.  James  K.  Peden,  practices  in  Dal- 
las. Prior  to  entering  psychiatry,  he 
taught  anatomy  at  Baylor  College  of 
Medicine  and  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las. He  has  served  as  president  of 
Dallas  County  Medical  Society,  chair- 
man of  TMA’s  Section  on  Nervous  and 
Mental  Diseases,  president  of  Texas 
Neuropsychiatric  Association,  and  pres- 
ident of  the  Texas  District  Branch  of 
the  American  Psychiatric  Association. 

Dr.  Peden  enjoys  his  efforts  with 
the  Texas  delegation,  particularly  the 
opportunity  to  learn  directly  of  issues 
coming  before  organized  medicine  and 
the  rewards  of  getting  to  know  the 
members  and  the  staff  of  the  organiza- 
tion better.  "To  me,  the  most  enjoy- 
able part  of  my  duties  are  the  regular 
meetings  and  reports  on  our  own  dele- 
gation and  the  opportunity  to  discuss 
certain  issues  before  reference  com- 
mittees. Although  I am  a relatively  new 
member  of  the  AMA  delegation,  the 
general  accomplishments  most  signifi- 
cant to  me  have  been  the  adaptations 
of  the  AMA  involving  social  change, 
with  the  willingness  for  continuous 
review  of  such  questions  as  the  deliv- 
ery of  health  care,  third-party  payers, 
the  physician’s  role  in  the  matter  of 
the  social  issue  of  abortion,  and,  I 
feel,  the  continuing  impact  of  the  AMA 
on  medical  education.” 


They  enjoy  being  effective 
Past  President  of  the  Texas  Medical 
Association,  Dr.  G.  V.  Brindley,  Jr., 
thinks  that  the  Texas  delegation  has 
significantly  influenced  the  activities  of 
the  AMA.  As  past  chairman  of  the  TMA 
Council  on  Medical  Education  and 
Hospitals  and  a member  of  the  Co- 
ordinating Board,  Texas  College  and 
University  System  (he  is  chairman  of 
its  subcommittee  on  medical  educa- 
tion in  Texas),  Dr.  Brindley’s  special 
interest  has  been  medical  education. 

"I  do  believe  that  the  AMA  has  been 
effective  in  representing  physicians,” 
he  observes,  “and  that  this  service  is 
progressively  improving.” 

The  alternate  delegate  is  a general 
and  thoracic  surgeon  at  Scott  and 
White  Clinic  in  Temple.  Currently  presi- 
dent of  the  Southern  Surgical  Associa- 
tion, Dr.  Brindley  spends  several  hours 
each  day  on  activities  related  to  medi- 
cal organizations. 

Dr.  J.  L.  Jackson,  III,  is  an  obste- 
trician-gynecologist from  Wichita  Falls. 
A graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston,  he  served 
his  internship  and  residency  at  Epis- 
copal Hospital  in  Philadelphia,  Pa. 
Dr.  Jackson  is  a member  of  TMA’s 
Council  on  Medical  Service  and  Insur- 
ance and  is  the  newest  member  of  the 
Texas  delegation. 

Dr.  Braswell  Locker,  current  Presi- 
dent of  the  Association  and  alternate 
delegate  to  the  AMA,  practices  oph- 
thalmology and  otolaryngology  in 
Brownwood.  Dr.  Locker  has  long  been 
active  in  medical  organizations  and 
has  served  his  county  medical  society 
as  president  and  secretary  twice.  Dr. 
Locker  is  a former  member  of  the  TMA 
Board  of  Councilors  and  has  served 
as  its  chairman. 

“I  am  proud  to  be  a part  of  the 
AMA  delegation,”  Dr.  Locker  says, 
“because  it  is  at  the  national  level 
that  we  have  an  opportunity  to  in- 
fluence the  thinking  of  component 
state  societies,  building  a strong  policy 
to  present  to  Congress  and  to  the 
public.” 

Alternate  delegate  Dr.  Mylie  E.  Dur- 
ham, Jr.,  is  a Houston  surgeon.  He  is 


120 


TEXAS  MEDICINE 


a past  president  of  Harris  County 
Medical  Society  and  has  always  been 
active  in  medical  affairs. 

An  alternate  sums  up 
Dr.  Sam  A.  Nixon,  general  practitioner 
from  Floresville,  is  a past  president  of 
Gonzales  County  Medical  Society  and 
the  Texas  Academy  of  Family  Physi- 
cians; he  is  now  president  of  the  1973 
International  Medical  Assembly  of 
Southwest  Texas.  Dr.  Nixon  served  on 
the  White  House  Task  Force  on  Rubella 
and  is  a member  of  the  National  Com- 
mission on  Venereal  Disease.  He  has 
been  chairman  of  TMA’s  Committee  on 
Public  Health  and  is  currently  a mem- 
ber of  the  Council  on  Public  Relations 
and  Public  Service. 

Dr.  Nixon  says  that  being  an  alter- 
nate delegate  from  Texas  to  the  AMA 
“has  been  a source  of  pleasure  and 
pride  to  me.  Upon  being  elected  to 
represent  one’s  colleagues  at  the  na- 
tional level,  one  immediately  has  a 
feeling  of  humility  and  an  awesome 
sense  of  responsibility.” 

“Exercising  this  responsibility  takes 
at  least  5 or  6 days  twice  a year  for 
the  AMA  Annual  and  Clinical  Sessions 
to  meet  with  the  delegation.  Beyond 
this,  I am  unable  to  estimate  the  num- 
ber of  hours  spent  in  ‘homework’  di- 
rectly related  to  the  AMA  sessions  and 
that  which  is  indirectly  related  in  the 
form  of  listening  to  colleagues,  speak- 
ing at  county  society  and  service  club 
meetings,  and  correspondence.  All 
these  activities  are  personally  satisfy- 
ing,” commented  Dr.  Nixon,  “and  I 
particularly  enjoy  the  association  with 
the  representative  leadership  of  state 
and  national  medicine.  I must  admit, 
though,  7:30  a.m.  breakfast  comes 
early  at  times,  but  I am  impressed 
with  the  ability  of  TMA’s  leadership  to 
think,  speak,  and  act — not  only  at  the 
breakfast  sessions,  but  also  before 
reference  committees  and  on  the  floor 
of  the  House  of  Delegates. 

“The  most  satisfying  event  to  me 
in  recent  years  was  the  passage  of 
Resolution  Number  51,  introduced  by 
the  Texas  delegation  in  Atlantic  City 
in  June,  1971.  This  resolution  related 


to  venereal  disease  control,  and  1 had 
spoken  in  favor  of  it  before  the  TMA 
House  of  Delegates  Reference  Com- 
mittee on  Public  Relations,  as  well  as 
before  an  AMA  reference  committee. 
Its  passage  and  implementation  could 
have  a marked  effect  on  our  national 
health,  particularly  that  of  our  youth, 
and  it  gives  a country  doctor  a nice 
feeling  to  have  had  a small  part  in  it.” 

Dr.  Nixon  feels  that  medical  organi- 
zations are  vitally  important  to  all 
physicians,  “whether  we  are  in  private 
practice,  teaching,  administration,  mili- 
tary, or  any  other  field  of  medical  ser- 
vice. Those  physicians  who  do  not 
exercise  their  prerogatives  of  member- 
ship and  participation  in  organized 
medicine  are  depriving  themselves  of 
a great  opportunity  to  be  of  service, 
not  only  to  their  colleagues,  but  to 
the  general  public.” 

Dr.  Nixon  concludes:  “I  urge  all  of 
our  colleagues  to  come  to  delegation 
meetings  whenever  they  are  held  and 
to  run  for  the  office  of  delegate  or 
alternate  whenever  they  feel  so 
inclined.” 

Anyone  for  breakfast  at  7:30  a.m.? 


Vice-president  of  the  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  radiologist 
Dr.  R.  D.  Moreton  feels  that  more  prac- 
ticing physicians  need  to  realize  the 
importance  of  organized  medicine. 


Dr.  Merle  W.  Delmer  of  San  Antonio,  an 
alternate  delegate  and  the  only 
pathologist  on  the  delegation,  is  also  a 
member  of  the  Texas  State  Board  of 
Medical  Examiners. 
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Gantanol 

[and  0.5  Gm  sulfamethoxazole. 

For  the  infection 
you’re  aware  of 


Decisive  dual  action  relieves  symptoms,  controls  infection 

Urgency,  frequency,  dysuria— these  are  the  distressing 
symptoms  of  cystitis  for  which  she  wants  immediate  relief.  But 
rapid  control  of  the  infection  is  equally  important  to  both  patient 
and  physician.  This  is  the  situation  that  demands  dual-action  Azo 
Gantanol : the  analgesic  action  of  Azo  (phenazopyridine  HCl)  for 
rapid  relief  of  pain,  the  antibacterial  action  of  Gantanol® 
t (sulfamethoxazole)  to  control  the  bladder  infection. 

Rapid  antibacterial  action/ around-the-clock  coverage 

In  from  2 to  3 hours  after  the  initial  2-Gm  adult  dose  of 
Azo  Gantanol,  therapeutic  blood  and  urine  levels  begin  to  control 
susceptible  E.  coli  as  well  as  susceptible  gram-negative  and 
gram-positive  pathogens.  Subsequent  b.i.d.  doses  maintain  anti- 
bacterial levels  throughout  a 24-hour  period— especially  important 
to  help  control  bacterial  build-up  in  urine  retained  during  sleeping 
hours.  The  usual  precautions  in  sulfonamide  therapy,  including 
maintenance  of  adequate  fluid  intake,  should  be  observed.  The 
most  common  side  effects  are  nausea,  vomiting  and  diarrhea. 

She’ll  feel  better  while  she  gets  better 

As  the  antibacterial  action  of  Gantanol  begins  to  control  the 
infection,  the  analgesic  action  of  the  Azo  component  starts  relieving 
the  symptoms  associated  with  her  infected,  inflamed  and  irritated 
bladder.  In  acute,  nonobstructed  cystitis— when  rapid  relief  of 
symptoms  and  early  control  of  infection  are  essential— prescribe 
Azo  Gantanol,  the  basic  therapy  that  helps  your  patient  feel 
better  while  she  gets  better. 

In  acute  painful  nonobstructed  cystitis 

Azo  Gantanol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole 
) and  100  mg  phenazopyridine  HCl. 


basic  therapy 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  NJ.  07110 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klehsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirahilis,  and,  less  frequently, 

Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note: 

Carefully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  for  patients 
already  taking  sulfonamides.  Increasing  frequency  of 
resistant  organisms  currently  is  a limitation  of  the 
usefulness  of  antibacterial  agents.  Blood  levels  should 
be  measured  in  patients  receiving  sulfonamides  for 
serious  infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/ 100  ml  is  considered 
optimal  for  serious  infections;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse 
reactions  occur  more  frequently  above  this  level. 
Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCl 
component. 

. .'  Warnings:  Safe  use  in  pregnancy  has  not  been 
• established,  and  teratogenicity  potential  has  not  been 
thoroughly  investigated.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported;  clinical  signs 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  indications  of  serious  blood  disorders. 
Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  should  be  performed 
frequently  during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  latter, 
hemolysis,  a frequently  dose-related  reaction,  may 
occur.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias: 
agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  anorexia, 
pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  and  miscellaneous  reactions:  drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due  to 
certain  chemical  similarities  with  some  goitrogens, 
diuretics  (acetazolamide  and  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and 
hypoglycemia.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infection  is  4 tablets  initially, 
then  2 tablets  morning  and  evening.  If  pain  persists 
beyond  seven  days,  causes  other  than  infection  should 
be  sought.  After  relief  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCl)  will  color  the  urine  soon 
after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCl, 
bottles  of  100  and  500. 


Volume  6S.  May.  1972 


123 


TMA'  s new  president 
physician^  rancher,  family  man 


The  1972  Annual  Session  was  the  26th 
such  TMA  meeting  attended  by  Dr. 
Braswell  Locker  of  Brownwood,  but  this 
year  the  session  was  a bit  different  for 
him.  On  Saturday,  May  13,  Dr.  Locker 
became  the  107th  President  of  the 
Texas  Medical  Association. 

Dr.  Locker,  who  has  long  been  a 
leader  in  medical  circles,  is  a versatile 
physician  who  is  also  a rancher,  civic 
worker,  husband,  father,  and  grand- 
father! 

Perhaps  to  really  know  a little  about 
what  the  Association’s  new  President 
is  like,  it’s  best  to  catch  a glimpse  of 
him  in  each  of  his  roles — not  just  as  a 
physician  and  leader  of  medicine. 

The  beginnings 

The  younger  of  two  sons  of  Dr.  and 
Mrs.  H.  L.  Locker,  now  deceased,  the 
Association’s  1972-1973  President 
knew  early  that  he  wanted  to  be  a phy- 
sician like  his  father.  (His  brother.  Dr. 
Lewis  H.  Locker,  is  a dentist  in  Brown- 
wood.) 

His  mother,  however,  thought  he 
might  become  a preacher,  because  he 
used  to  preach  to  the  chickens  in  their 
back  yard. 

The  young  man,  a native  of  nearby 
Winchell,  took  his  first  steps  toward  a 
medical  education  in  the  public  schools 
in  Brownwood.  He  then  attended  Daniel 
Baker  College  in  Brownwood  for  two 
years,  and  in  1933,  he  enrolled  in  The 
University  of  Texas  at  Austin  to  work 
on  a BA  degree.  After  graduating  in 
1936,  he  began  his  study  of  medicine 
at  The  University  of  Texas  Medical 
Branch  at  Galveston. 

Four  years  later,  armed  with  his  new 
MD  degree.  Dr.  Locker  arrived  at  Santa 
Rosa  Hospital  in  San  Antonio  to  begin 
an  internship.  He  also  served  a one- 
year  residency  at  the  hospital,  and 
when  he  left,  he  took  not  only  a great 
deal  of  experience  with  him,  but  a new 
bride,  too,  the  former  Billie  Eloise  Sig- 
ler. 

After  Dr.  Locker  completed  his  resi- 


dency, war  caught  up  with  the  young 
couple. 

As  a military  man 

From  Aug.  17,  1942,  to  June  15,  1944, 
TMA's  new  President  was  addressed  by 
another  title  in  addition  to  “Dr.”  He 
was  1st  Lt.  Locker  of  the  United  States 
Army  Air  Force  Medical  Corps. 

Dr.  Locker,  along  with  25  other  med- 
ical officers,  reported  first  to  Biggs 
Field  in  El  Paso;  their  mission  was  to 
open  and  operate  a station  hospital. 
Since  the  facility  was  not  yet  complet- 
ed, the  medical  officers  organized  and 
attended  classes  and  visited  the  Wil- 
liam Beaumont  General  Hospital  there. 

When  the  Biggs  Field  hospital  was 
opened  six  weeks  later,  Lt.  Locker  was 
assigned  his  principal  duty — outpatient 
clinic  officer — with  additional  duties  as 
laboratory  officer,  pharmacy  officer, 
and  member  of  the  reclassification 
boards. 

Between  his  initial  assignment  at 
Biggs  Field  and  his  eventual  departure 
for  an  overseas  post.  Dr.  Locker  at- 
tended a six-week  training  session  at 
the  Medical  Field  Service  School  at 
Carlisle  Barracks,  Pa.,  and  a three- 
month  course  in  aviation  medicine  at 
the  School  of  Aviation  Medicine  at  Ran- 
dolph Air  Force  Base  in  San  Antonio. 
He  was  also  stationed  at  Dyersburg, 
Tenn.,  for  a time,  where  he  served  as 
head  of  the  diagnostic  ward  in  the  hos- 
pital there. 

On  Feb.  2,  1944,  Dr.  Locker  arrived 
in  England  as  a flight  surgeon.  His 
duties  with  the  53rd  Troop  Carrier 
Squadron  included  general  medicine, 
with  an  emphasis  on  eye,  ear,  nose, 
and  throat  practice,  psychiatry,  and 
some  minor  surgery. 

Lt.  Locker  was  promoted  to  captain 
on  June  15,  1944.  In  January,  1945, 
he  was  detached  from  his  squadron 
and  sent  to  the  48th  General  Hospital 
in  Paris  to  help  with  the  mounting  cas- 
ualties which  were  due  to  the  German 
breakthrough  in  Belgium.  In  February, 


Capt.  Locker  returned  to  his  squadron, 
which  was  now  in  France  and  leading 
the  62nd  Troop  Carrier  Wing  across  the 
Rhine,  dropping  paratroopers  who  were 
to  start  the  final  drive  on  Berlin. 

In  May,  1945,  Dr.  Locker  was  trans- 
ferred and  began  helping  return  sol- 
diers to  their  homes  in  the  US.  He  was 
stationed  in  Trinidad  on  the  surgical 
and  EENT  services. 

Four  months  later.  Dr.  Locker  found 
himself  heading  for  Miami,  Fla.,  and 
was  released  from  active  duty  on  Sept. 
28,  1945.  He  then  became  associated 
with  Dr.  Dan  Russell,  Sr.,  in  San  An- 
tonio prior  to  attending  postgraduate 
school  in  ophthalmology  and  otolaryn- 
gology at  the  New  York  Polyclinic  Med- 
ical School  and  Hospital  in  New  York 
City.  In  1946,  he  gathered  his  family 
(which  now  consisted  of  his  wife,  a 
three-year-old  son,  and  a three-week- 
old  baby)  and  returned  to  Brownwood 
to  establish  his  medical  practice. 

A President's  practice 
The  long  two-year  separation  from  his 
family  and  his  experience  with  EENT 
during  his  military  service  prompted 
Dr.  Locker,  who  before  the  war  had 
planned  to  be  a surgeon,  to  decide  to 
specialize  in  this  field  so  that  he  could 
combine  his  loves  of  medicine,  ranch- 
ing, and  being  with  his  family. 

In  his  early  practice.  Dr.  Locker  took 
off  on  Wednesday  afternoons  to  enjoy 
his  family  and  his  hobbies.  In  1949, 
he  bought  the  ranch  where  they  now 
live  and  decided  that  he  needed  a full 
day  to  devote  to  ranching. 

His  oldest  son,  Braswell,  Jr.,  who 
was  now  in  school  began  to  feel  that 
classes  should  be  let  out  on  Wednes- 
days, “because  Daddy  was  off  that 
day.” 

Today,  his  busy  practice  keeps  the 
reception  room  in  his  office  filled.  Like 
others’.  Dr.  Locker’s  patients  dislike 
the  waiting  that  is  involved,  but  they 
are  fond  of  the  personal-type  treatment 


124 


TEXAS  MEDICINE 


TMA’s  new  President  (left)  visits  with 
colleague  Dr.  Haden  E.  McKay  of  Humble 
at  one  of  the  many  Association  meetings 
he  has  attended  over  the  years. 


In  1946,  Dr.  Locker  returned  to  Brownwood 
to  establish  a practice  and  raise  his 
family  in  the  rolling  Texas  hill  country  that 
he  loves. 


they  receive  when  their  turn  to  see  the 
doctor  comes  around. 

For  many  years,  Dr.  Locker  was  the 
only  EENT  specialist  within  a 100-mile 
radius  of  Brownwood,  but  for  the  past 
five  years,  another  ophthalmologist  has 
been  in  practice  there. 

Inherited  interest  in  medicine 
Dr.  Locker  has  always  been  involved  in 
medical  organizations.  He  was  intro- 
duced to  organized  medicine  by  his 
father,  the  late  Dr.  H.  L.  Locker,  who 
was  a Vice-President  of  TMA  and  had 
served  several  years  as  a county  medi- 
cal society  delegate  to  the  Association 
and  as  a member  of  the  TMA  Board  of 
Councilors. 

The  Association’s  new  President  first 
became  an  alternate  delegate  to  TMA 
from  his  county  medical  society  in 
1947,  the  same  year  he  joined  the 
Association.  In  1949,  he  was  elected 
an  official  delegate,  and  he  served  in 
that  position  until  1961.  The  EENT 
specialist  has  also  twice  been  president 
and  secretary  of  Brown-Mills-San  Saba 
County  Medical  Society  and  twice  pres- 
ident and  secretary  of  the  Fourth  Dis- 
trict Medical  Society. 


A past  chairman  of  the  Board  of 
Councilors,  Dr.  Locker  became  vice- 
councilor of  the  Fourth  District  in 
1959;  then,  in  1961,  he  was  named 
councilor  for  the  district.  He  has  also 
served  on  TMA’s  Committee  on  Asso- 
ciation Insurance  Programs. 

In  May,  1969,  he  was  elected  an 
alternate  delegate  to  the  American 
Medical  Association  by  the  TMA  House 
of  Delegates. 

With  the  founding  of  TEXPAC,  Dr. 
Locker  became  the  first  chairman  of 
the  21st  Congressional  District  and  has 
been  a member  of  both  TEXPAC  and 
AMPAC  since  their  beginnings. 

He  is  also  an  alumnus  of  Phi  Chi 
medical  fraternity  and  a member  of 
Texas  Ophthalmological  Association. 

Not  only  medical  activities 
Also  active  in  community  life.  Dr.  Lock- 
er is  a Mason  and,  as  a former  Eagle 
Scout,  is  an  active  supporter  of  Boy 
Scouting. 

He  is  a deacon  of  the  Coggin  Ave- 
nue Baptist  Church,  has  served  as 
member  and  president  of  the  Brown- 
wood Independent  School  Board,  has 
been  president  of  the  Daniel  Baker  Col- 
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lege  Endowment  Board  for  15  years, 
and  has  served  as  a trustee  of  Howard 
Payne  College  for  nine  years. 

His  interest  in  Howard  Payne  goes 
back  many  years  and  is  likely  to  con- 
tinue. Youngest  son  David,  who  cur- 
rently lives  at  home,  is  a junior  at  the 
college.  In  addition,  the  family's  home 
has  been  “home”  to  many  of  the 
Howard  Payne  students  throughout 
the  past  26  years,  and  when  the  col- 
lege has  homecoming  in  October  each 
year,  the  Lockers  stage  their  own  ver- 
sion with  their  returning  “children.” 

Three  Locker  offspring  live  away 
from  home.  Braswell,  Jr.,  lives  in 
Houston  and  is  with  W.  L.  Carter  and 
Sons  Sporting  Goods.  Dan  Lewis  and 
his  wife  Cynthia  live  in  San  Antonio 
where  he  is  currently  completing  his 
third  year  of  study  at  The  University  of 
Texas  Medical  School  at  San  Antonio. 
The  Locker’s  only  daughter,  Jenifer, 
and  her  husband  Roland  Zipp,  a stu- 
dent at  Southwestern  Seminary  in  Fort 
Worth,  recently  became  parents  of  a 
new  son,  Paul  Roland. 

The  birth  of  Paul  made  the  third 
time  Dr.  and  Mrs.  Locker  were  qualified 
to  be  called  grandparents.  Braswell, 
Jr.,  and  his  wife  Linda  are  parents  of 
five-year-old  Ty  and  three-year-old  Tim. 
His  recreation  is  travel,  work 
In  addition  to  being  with  his  family,  the 
Association’s  new  President  likes  to 
travel  and  thoroughly  enjoys  the  hard 
work  of  ranching. 

His  love  of  travel  began  when  as  a 
child,  he  went  on  fishing  and  hunting 
trips  with  his  father.  He  started  travel- 
ing with  his  own  family  when  his  chil- 
dren were  young,  and  since  then,  the 
Lockers  have  travelled  all  over  the 


United  States  and  Canada  in  a variety 
of  trailers.  Nowadays,  whenever  the 
Lockers  pack  up  for  a vacation,  people 
expect  to  see  their  trailer — the  “Locker- 
Hilton” — being  readied,  too! 

Dr.  Locker’s  fascination  with  ranch- 
ing likewise  began  many  years  ago.  As 
a child,  he  helped  his  father  on  the 
family  ranch,  which  is  about  20  miles 
from  Brownwood.  Too,  his  parents’ 
families  had  long  been  associated  with 
farming  and  ranching. 

It  is  a standing  joke  among  the 
Locker’s  friends  and  relatives  that  if 
they  are  coming  to  visit,  they  should 
bring  work  clothes.  “Rancher”  Locker 
entertains  his  guests  with  whatever 
project  he  is  working  on — be  it  weld- 
ing, mending  fences,  working  cattle,  ir- 
rigating the  fields,  or  bulldozing. 

Dr.  Locker’s  horse.  Pepper,  is  his 
pride  and  joy,  but  modern  technology 
is  encroaching.  A Honda  trailbike  now 
takes  the  doctor  to  the  back  pasture 
whenever  time  is  limited. 

Dr.  Locker  has  served  as  an  officer 
in  the  American  Red  Angus  Association 
— proof  that  he  takes  his  ranching 
seriously. 

What  kind  of  man  is  he? 

Mrs.  Locker  sums  him  up  best:  “1  be- 
lieve he  would  stand  alone,  if  neces- 
sary, before  he  would  change  his  strong 
beliefs  about  what  is  right — individual 
freedoms,  personal  integrity,  and  free 
enterprise.  I have  lived  with  him  for 
30  years,  and  I know  he  has  the 
patience  of  Job.  He  is  gentle  and  kind, 
yet  firm  and  strong.  It  is  rare  for  him 
to  become  upset.  Of  all  his  good  traits, 

I believe  his  self-discipline  has  been 
the  greatest  example  he  has  set  for 
those  who  know  him.” 


Dr.  Locker  in  one  of  his  other  hats — that 
of  rancher.  Here,  he  and  his  horse  Pepper 
inspect  part  of  the  family’s  Circle  L Ranch. 


126 


TEXAS  MEDICINE 


THE 
CHANGING 
FACE  OF 
TEXAS 
MEDICINE 


Fifty  years  ago,  the  May  issue  of  the 
Texas  State  Journal  of  Medicine  (now 
Texas  Medicine)  included  a roundup  of 
information  on  the  1922  Annual  Ses- 
sion, a reminder  to  physicians  to  pay 
their  dues,  scientific  articles  gleaned 
from  papers  presented  at  the  last  An- 
nual Session  and  other  meetings  and 
a variety  of  other  interesting  items. 

■ “All  Set  for  the  El  Paso  Session” 
read  the  headline  for  the  major  edi- 
torial matter  considered  in  the  journal. 

Journal  editors  wrote;  “Word  from 
the  left  bank  of  the  Rio  Grande  is  to 
the  effect  that  everything  is  in  readi- 
ness for  the  crossing  of  the  faithful.  If 
there  is  anything  left  undone  that 
should  have  been  done,  we  cannot 
think  of  it  at  this  writing  . . .” 

And  just  before  ending  a discussion 
on  the  physical  arrangements  for  the 
meeting,  a journal  writer  cautioned, 
“It  is  essential  to  know  whether  there 
will  be  ladies  in  the  party.  In  this  con- 
nection, we  recall  the  predicament  of 
one  of  our  doctors  of  the  contrary  sex, 
who  engaged  reservations  at  a meeting, 
giving  her  initials  only.  When  she  ar- 
rived at  the  place  of  meeting,  she 
found  she  had  been  put  in  a room 
with  three  other  doctors,  this  time  all 
contrary.  We  do  not  wish  to  convey 
the  impression  that  there  is  going  to 
be  a shortage  of  hotel  accommoda- 
tions, but  we  do  desire  to  urge  that 
those  who  expect  to  attend  the  meet- 
ing let  the  Hotel  Committee  know  in 
advance  what  is  wanted  and  give  them 
to  that  extent  a better  opportunity  to 
serve  satisfactorily.” 

■ It  was  also  noted  by  the  journal 
that  the  United  States  cabinet  now 
contained  a physician — and  a promi- 
nent one  at  that! 

Said  an  article,  “We  have  had  it  in 
mind  for  some  time  to  publicly  con- 
gratulate ourselves  that  the  Cabinet  of 
this  great  country  contains  one  of  our 
number.  We  believe  Dr.  Work  is  the 
first  physician  in  the  Cabinet  of  our 
Nation  since  revolutionary  times,  when 
Dr.  James  McHenry  served  as  Secre- 
tary of  War  in  the  Cabinets  of  Wash- 
ington and  Adams.” 

The  article  went  on  to  relate  that  the 
new  Postmaster  General,  Dr.  Hubert 
Work,  was  also  the  first  Speaker  of 


the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  and  was  cur- 
rently serving  as  President  of  the  as- 
sociation, too. 

■ Collections  were  also  discussed  in 
the  half-century-old  journal.  Physicians 
were  reminded  that  the  state  secretary 
could  not  accept  dues  directly,  either 
in  person  or  by  mail,  and  that  all  phy- 
sicians planning  to  attend  the  Annual 
Session  must  have  a membership  card 
or  a letter  from  their  local  county  sec- 
retary asking  the  state  secretary  to 
accept  the  physician’s  dues  directly. 

“.  . . we  are  doing  very  well,  we 
feel.  There  are  at  this  writing,  April 
29,  3,311  paid-up  members.  That 

means  that  there  are  only  365  delin- 
quents, taking  it  for  granted  that  there 
is  not  due  to  be  a material  increase 
of  membership  during  the  year.” 

Another  article  reported  that  plans 
for  two  postgraduate  courses  to  be 
given  under  the  “patronage  of  the 
State  Medical  Association  of  Texas” 
had  been  approved. 

■ Scientific  article  readers  could 
turn  to  page  42  and  peruse  the  follow- 
ing passage  from  “The  Treatment  of 
Menorrhagia  of  Girls  with  Black  Willow 
Buds”  by  Dr.  I.  L.  Van  Zandt  of  Fort 
Worth: 

“It  may  be  thought  that  the  amount 
of  clinical  support  which  this  paper  has 
is  small.  This  is  true.  But  when  I real- 
ize that  I am  an  old  man,  within  a 
month  of  eighty-two,  and  my  practice 
reduced  to  a minimum,  the  hope  for 
more  clinical  material  wanes.  Hence,  I 
am  reading  this  paper  now,  consider- 
ing it  to  be  worth  while. 

“My  acquaintance  with  the  subject 
began  some  thirty  years  ago,  when  I 
read  a paper  written  by  Dr.  C.  F. 
Payne,  then  of  Comanche,  Texas,  in 
which  he  reported  a case  of  nympho- 
mania. The  lady  came  to  his  office  to 
make  her  complaints.  He  said  she  was 
‘so  hot  she  could  not  sit  still,’  and  that 
he  was  ‘anxious  to  get  rid  of  her,  but 
didn’t  know  what  to  do.’  By  some  ‘in- 
spiration,’ he  gave  her  a bottle  of  F.  E. 
black  willow  buds,  telling  her  to  take  a 
teaspoonful  three  times  a day.  In  a 
week,  he  met  her,  and  she  told  him 
that  she  had  ‘no  use  for  a man  except 
to  cut  wood  and  draw  water.’  ” 
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MEDICINE  ANDTHE  LAW 


CURRENT  STATUS  OF  1971  ‘BLOOD  BILL’  REVIEWED 


On  the  last  day  of  the  regular  session 
of  the  1971  Texas  Legislature,  Senate 
Bill  (SB)  534  was  passed  and,  since 
that  time,  has  been  codified  as  Article 
4590-3,  Sections  1-3,  Vernon’s  Anno- 
tated Civil  Statutes. 

The  bill,  as  it  was  passed  by  the 
Senate,  contained  three  sections  and 
an  emergency  clause,  which  is  used  to 
expedite  consideration  of  an  important 
bill  by  suspending  the  usual  rules  of 
procedure. 

The  first  section  of  the  bill  was  a 
general  declaration  of  policy.  It  notes 
that  “transplantation,  injection,  trans- 
fusion, or  transfer  of  human  tissue,  or- 
gans, blood,  and  components  thereof” 
require  sound  medical  judgement  and 
that  no  legal  liability  should  be  im- 
posed on  persons  making  such  impor- 
tant decisions,  unless  they  act  negli- 
gently. The  first  section  firmly  states 
that  it  shall  be  the  public  policy  of  the 
state  that  no  legal  liability  shall  be  im- 
posed “on  persons  and  organizations 
engaged  in  such  scientific  proce- 
dures,” unless  actual  negligence  is  in- 
volved. Thus,  legal  liability  of  the  phy- 
sician and  other  personnel  involved  in 
transfusion  or  transplantation  pro- 
cedures is  limited  to  incidents  of  ac- 
tual negligence. 

Section  2 of  the  bill  provides  that  no 
“physician,  surgeon,  hospital,  blood 
bank,  tissue  bank,  or  other  person  or 
entity  who  donates,  obtains,  prepares, 
transplants,  injects,  transfuses,  or  oth- 
erwise transfers,  or  who  assists  or  par- 
ticipates in  obtaining,  preparing,  trans- 
planting, injecting,  transfusing,  or 
transferring  any  tissue,  organ,  blood,  or 
some  component  thereof”  from  one 
human  being  to  another  shall  be  liable 
for  the  result  of  “such  activities,  save 
and  except  that  each  such  person  or 
entity  shall  remain  liable  for  his  or  its 
own  negligence.” 

These  two  sections,  along  with  the 
usual  emergency  clause,  constituted 
the  entire  text  of  SB  534  as  originally 
introduced.  In  the  Senate  Public  Health 
Committee  hearings  on  the  bill,  the 
Texas  Hemophilia  Association  present- 
ed arguments  that  hemophiliacs  and 
other  users  of  blood  are  not  protected 
from  the  “skid-row”  type  blood  collec- 
tion centers.  For  this  reason,  the  as- 
sociation urged  the  Legislature  to 
place  strict  requirements  on  the  pur- 


chase of  blood.  As  a result  of  this 
testimony,  which  was  partially  refuted 
by  testimony  of  physicians,  the  Senate 
committee  added  section  3 to  the  bill. 
Section  3 provides  that: 

(a)  No  blood  bank  may  pay  cash 
for  blood.  Neither  may  a blood  bank 
pay  a seller  for  blood  by  check  unless 
the  check  is  sent  to  the  seller  by 
United  States  mail — and  then,  not  be- 
fore 15  days  after  the  day  the  blood 
is  taken  from  the  seller. 

(b)  If  a blood  bank  purchases  blood 
in  violation  of  subsection  (a)  and  the 
blood  contains  harmful  substances,  the 
blood  bank  is  not  entitled  to  the  im- 
munity provided  in  the  act. 

(c)  In  any  suit  brought  under  the 
exception  in  subsection  (b),  the  bur- 
den shall  be  on  the  blood  bank  to 
show  that  the  blood  was  not  purchased 
in  violation  of  subsection  (a). 

(d)  “Blood  bank”  as  defined  in  sec- 
tion 3,  means  a blood  bank  licensed 
by  the  Division  of  Biological  Standards 
of  the  National  Institutes  of  Health  or 
by  the  American  Association  of  Blood 
Banks. 

After  the  addition  of  section  3,  the 
bill  passed  the  Senate  and  was  then 
considered  by  the  House  Public  Health 
Committee.  The  House  sponsor  of  the 
bill  intended  that  section  3 be  deleted 
during  the  House  committee  delibera- 
tions, which  was  agreeable  with  the 
Senate  sponsor  of  the  bill.  Additional 
information  and  testimony  concerning 
the  inadvisability  of  including  section 
3 in  the  bill  had  been  presented  and 
weighed  by  most  concerned  with  the 
bill’s  passage. 

However,  the  House  committee  ap- 
proved the  bill  and  sent  it  to  the  floor 
of  the  House  without  deleting  section 
3,  although  the  House  sponsor  as- 
sumed that  it  had  been  deleted.  When 
the  bill  was  taken  up  on  the  floor  of 
the  House  on  the  “Consent  Calendar” 
on  the  last  day  of  the  session,  the 
House  sponsor  was  still  under  the  im- 
pression that  the  bill  had  been  amend- 
ed by  the  committee  and  contained 
only  sections  1 and  2. 

After  the  bill  had  been  passed  by 
the  House  and  it  was  discovered  in 
the  Senate  that  no  amendment  had 
been  made  to  delete  section  3,  the 
House  passed  House  Concurrent  Res- 
olution (HCR)  195  which  deleted  sec- 


tion 3 in  its  entirety.  Then,  as  the  last 
piece  of  business  considered  by  the 
Senate  in  its  regular  session,  HCR  195 
was  adopted  and  presumably  sent  to 
the  Senate  Enrolling  Room. 

Through  clerical  error,  the  resolution 
was  not  properly  engrossed,  and  the 
Governor  signed  SB  534  as  it  passed 
both  houses — that  is,  with  section  3 
intact. 

The  question  has  now  been  raised 
as  to  whether  or  not  the  courts  will 
take  judicial  notice  that  the  legislative 
intent,  as  clearly  shown  by  HCR  195,  is 
that  the  “Blood  Bill”  should  not  con- 
tain the  restrictions  imposed  in  sec- 
tion 3. 

The  Governor  sent  the  following  letter 
to  the  Secretary  of  State  to  be  filed 
along  with  the  signed  version  of  SB 
534  and  HCR  195: 

“Dear  Mr.  Secretary: 

On  June  4,  1971,  I signed  Senate 
Bill  No.  534.  At  that  time,  I was 
unaware  that  House  Concurrent 
Resolution  No.  195  had  been 
passed  by  the  Legislature  direct- 
ing the  Senate  Enrolling  Room  to 
make  certain  changes  in  the  bill. 
House  Concurrent  Resolution  No. 
195  evidently  was  misplaced,  in- 
asmuch as  it  was  not  received  by 
my  office  until  June  10,  1971. 

Although  I have  already  signed 
Senate  Bill  No.  534  into  law,  I 
am  filing  with  my  signature 
H.  C.  R.  No.  195  as  evidence  of 
the  legislative  intent  embodied  in 
Senate  Bill  No.  534. 

Sincerely, 

S/Preston  Smith 
Preston  Smith 
Governor  of  Texas” 

Some  attorneys  have  argued  that 
with  the  Governor’s  letter  and  with  HCR 
195,  a court  would  construe  Article 
4590-3,  Revised  Civil  Statutes  of  Texas, 
as  containing  only  sections  1 and  2, 
with  section  3 being  in  clear  violation 
of  the  legislative  intent  expressed  in 
the  House  resolution.  However,  when 
faced  squarely  with  the  question 
whether  HCR  195  would  void,  repeal, 
or  otherwise  nullify  section  3 of  SB 
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534,  it  must  be  concluded  that  the 
resolution  is  invalid  to  change  or  re- 
peal a statute  of  the  State  of  Texas 
once  passed  and  signed  by  the  Gov- 
ernor, if  one  relies  upon  sound  legal 
precedent  in  the  determination  of  the 
question.  (See  Copies  v.  Cole  129  Tex- 
as 370,  102  SW  2d  173;  Humble  Oil 
and  Refining  Co.  v.  State  104  SW  2d 
174  (Tex.  Ct.  Civ.  App. — Austin  1937), 
writ  ref’d.,  and  other  cases  which  af- 
firmed the  principle  that  a concurrent 
resolution  may  not  amend  or  repeal  a 
statute.) 

A concurrent  resolution  is  often  used 
by  the  Legislature  to  correct  minor 
clerical  errors  which  have  inadvertently 
been  placed  in  bills  and  which  have 
passed  both  houses.  The  concurrent 
resolution  has  also  been  employed  to 
request  the  Governor  to  return  a bill, 
prior  to  his  signature  being  placed  on 
the  legislation,  to  either  the  House  or 
the  Senate  for  corrections.  However, 
we  are  not  aware  of  any  instances  in 
which  a concurrent  resolution  has  been 
effective  as  a device  to  correct  errors 
that  appear  in  the  final  version  of  a 
bill  signed  by  the  Governor.  Looking  to 
the  decisions  of  Texas  appellate  courts, 
one  must  conclude  that  once  a law 
has  become  finally  approved  with  the 
Governor’s  signature,  only  another  bill 
passed  through  the  Legislature  and 
signed  by  the  Governor  is  effective  to 
modify  or  amend  the  original  law. 

In  fact,  courts  usually  look  to  leg- 
islative intent  in  interpreting  a law  only 
if  the  law,  on  its  face,  is  unclear  or 
ambiguous.  Article  4590-3,  Vernon’s 
Annotated  Civil  Statutes,  appears  on 
its  face  to  be  clear  and  unambiguous; 
for  this  reason,  it  would  seem  that 
there  would  be  no  basis  for  a court 
in  enforcing  or  interpreting  the  statute 
to  go  into  the  question  of  legislative 
intent. 

While  it  may  be  true  that  section  3 
of  the  bill  is  not  being  enforced — and 
indeed  there  is  no  enforcement  mech- 
anism built  into  the  law — any  hospi- 
tal, blood  bank,  or  other  institution 
that  does  not  abide  by  the  provisions 
in  section  3 is  in  violation  of  the  law, 
even  though  no  penalty  may  attach 
for  such  violation. 

PHILIP  R.  OVERTON,  LLB 
SAM  V.  STONE,  JR.,  LLB 


A University  of  Texas  Southwestern 
Medical  School  faculty  member  has 
been  installed  president 
of  the  American  Burn 
Association. 

Dr.  Charles  R.  Bax- 
ter, professor  of  sur- 
gery at  the  Dallas 
medical  school,  as- 
sumed the  office  dur- 
ing the  group’s  recent 
annual  meeting  in  San  Francisco,  Calif. 

The  new  president  has  been  a Na- 
tional Institutes  of  Health  research  fel- 
low, a research  investigator  at  Brooke 
Army  Medical  Center  in  San  Antonio, 
a member  of  the  surgical  advisory 
board  on  burns  and  research  for  Shrin- 
ers  Hospitals  for  Crippled  Children,  and 
a member  of  the  general  medical  re- 
search program — project  committee. 
National  Institute  of  General  Medical 
Sciences,  US  Department  of  Health, 
Education,  and  Welfare. 

Named  as  a fellow  of  the  American  Col- 
lege of  Radiology  at  the  college’s  49th 
annual  meeting  in  Miami  Beach,  Fla., 
was  Austin  radiologist  Dr.  William  L. 
DeGinder. 

Dr.  DeGinder,  who  is  affiliated  with 
Holy  Cross,  Seton,  and  Shoal  Creek 
Hospitals,  was  honored  with  the  des- 
ignation for  his  outstanding  work  in 
medicine  and  his  contribution  to  ra- 
diology. 

Elected  officers  of  the  Texas  Associa- 
tion of  Obstetricians  and  Gynecologists 
for  1972-1973  were  Dr.  J.  L.  Jinkins 
of  Galveston,  president;  Dr.  William  F. 
McLean  of  Austin,  president-elect;  Dr. 
Margaret  Wiedenbauer  of  Cleburne, 
vice-president;  and  Dr.  D.  M.  Voulgaris 
of  Wharton,  secretary-treasurer. 

New  members  elected  to  the  group’s 
executive  council  were  Drs.  Raymond 
H.  Kaufman  of  Houston,  Kelly  P.  Burk- 
hart of  Corsicana,  and  Talmadge  D. 
Mayo,  Jr.,  of  Fort  Worth. 

Winner  of  the  eighth  annual  Enuresis 
Foundation  Award  is  Dr.  L.  Michael 
Goldstein,  professor  of  urology  at  The 
University  of  Texas  Southwestern  Medi- 
cal School  at  Dallas  and  at  Baylor 
University  Hospital. 

The  1971  award  was  given  in  honor 
of  Dr.  Goldstein’s  paper,  entitled  “Eosi- 
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nophilic  Cystitis.”  The  award  is  pre- 
sented annually  to  the  person  thought 
to  have  contributed  significantly  to  the 
knowledge  and  understanding  of  enu- 
resis and  its  related  afflictions. 

Another  Texas  physician.  Dr.  John 
McGovern  of  Houston,  was  last  year’s 
winner  of  the  award. 

The  first  recipient  of  the  new  Wilfred  T. 
Doherty  Award  presented  by  the  Dallas- 
Fort  Worth  Section  of  the  American 
Chemical  Society  has  been  named.  He 
is  Dr.  Morton  F.  Mason,  professor  of 
forensic  medicine  and  toxicology  in 
pathology  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

Dr.  Mason  is  also  director  of  the  Dal- 
las County  Criminal  Investigation  Lab- 
oratory and  of  Parkland  Memorial  Hos- 
pital’s Chemistry  Laboratory.  He  has 
been  engaged  in  toxicology  work  in  this 
capacity  since  1944. 

PAMPHLETS 

A new  informational  outline  has  been 
prepared  by  the  Office  of  Scientific 
Support,  Bureau  of  Narcotics  and  Dan- 
gerous Drugs  to  acquaint  practicing 
physicians,  dentists,  veterinarians,  and 
others  authorized  to  administer,  dis- 
pense, and  prescribe  controlled  sub- 
stances with  the  requirements  set  up 
under  the  Controlled  Substances  Act 
of  1970. 

A review  of  the  establishment  of  the 
bureau,  the  schedules  of  controlled 
drugs,  and  information  regarding  regis- 
tration of  practitioners,  interns,  resi- 
dents, and  foreign  physicians  are  in- 
cluded in  Practitioners,  Informational 
Outline  of  the  Controlled  Substances 
Act  of  1970  for  Physicians,  Dentists, 
Veterinarians  and  Other  Practitioners. 

Other  portions  of  the  booklet  dis- 
cuss the  keeping  of  records,  inventory, 
order  forms,  prescriptions,  discontinu- 
ance of  practice  by  a physician,  nec- 
essary security  safeguards,  and  what 
to  do  in  case  of  theft  of  drugs.  The 
booklet  ends  with  a listing  of  the  ad- 
dresses and  telephone  numbers  of  re- 
gional and  district  offices. 

A limited  quantity  of  these  pam- 
phlets is  available  from  the  Assistant 
Executive  Secretary’s  Office,  Texas 
Medical  Association,  1801  N.  Lamar 
Blvd.,  Austin  78701. 
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When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications;  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used;  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mo  /^Q'/day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  elinical  experienee 
v^’ith  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  (juitc  a 
bit  about  it. 

On  the  one  hand,  }X)u  know  that  diet 
and  weight  control  arc  the  initial  and  essential 
foundations  for  the  manai^emcnt  of  adult- 
onset,  non-ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  cffcctix  ely  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  w ith,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets 

(tolbutam  ide,Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions;  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficienoy  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin.  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenio  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— holWes  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA71.1495  MEDB-5-S  LAO-6 
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MEDICINE  IN  LITERATURE 


Science  and  Morality  in  Medicine:  A 

Survey  of  Medical  Educators,  Earl 

R.  Babbie,  261  pp.,  tables,  Berke- 
ley, Calif.,  Univ.  of  Calif.  Press, 

1970,  $8.75. 

OBSERVATIONS  AND  conclusions  from 
a questionnaire  survey  among  medical 
faculties,  as  indicated  in  the  subtitle, 
form  the  basis  of  this  book  by  Dr.  Earl 
R.  Babbie,  professor  of  sociology  at 
the  University  of  California  at  Berke- 
ley. He  terms  it  a study  of  science 
and  morality  in  contemporary  Ameri- 
can medicine,  but  he  does  not  give 
any  clear-cut  definition  of  “morality.” 

The  main  part  of  his  treatise  stimu- 
lates a great  deal  of  interest,  as  his 
study  grew  out  of  an  initial  concern 
over  allegations  that  scientific  em- 
phases have  progressively  dehuman- 
ized medical  practice  in  this  country 
by  undermining  the  traditional  norms 
of  humane  patient-physician  relations. 
The  study  is  based  on  his  interpreta- 
tion of  replies  to  rather  comprehensive 
questionnaires  sent  to  full-time  faculty 
members  in  the  clinical  departments 
of  medicine  and  pediatrics  in  12  medi- 
cal schools. 

His  interpretation  of  this  data  is  that 
science  does  not  undermine  compas- 
sion in  patient  care,  nor  does  it  seem 
to  undermine  the  responsibility  a phy- 
sician feels  for  his  patients,  nor  does 
it  lessen  the  concern  for  experimental 
subjects.  Thus,  it  is  concluded  that 
traditional  norms  of  humane  patient- 
physician  relations  remain  intact  and 
in  operation. 

So  far,  so  good.  But  Dr.  Babbie 
could  not  resist  the  understandable 
inclination  of  a sociologist  to  proceed 
to  consideration  of  very  general  issues 
of  social  and  medical  morality.  Much 
to  the  reviewer’s  regret,  the  sociologist 
author  could  not  think  and  speak  as  a 
physician. 

The  author  advanced  the  thesis  that 
the  traditional  morality  of  American 
medicine — and  of  American  society  in 
general — is  based  on  a free-will  image 
of  man,  with  each  individual  the  mas- 
ter of  his  own  fate,  personally  bearing 
the  responsibility  for  his  own  successes 
or  failures  in  life.  It  was  then  suggest- 
ed that  this  traditional  image  of  man 
is  being  progressively  replaced  by  an- 
other, more  deterministic  image  of 


man.  This  “new”  image  places  a 
greater  emphasis  on  environmental 
and  other  factors  which  limit  man's 
freedom  and  help  to  determine  his 
life  situation.  The  ultimate  conclusion 
drawn  was  that  the  rise  of  science  in 
medicine  coincides  with  the  spread  of 
the  deterministic  image  of  man  and 
the  new  social  morality  based  upon 
this  image. 

In  the  author’s  discussion  of  the 
premise  that  the  new  social  morality 
based  on  the  deterministic  image  of 
man  will  have  an  effect  on  medicine, 
he  summarizes  the  medical  educators’ 
views  on  Medicare — with  a prepon- 
derance of  approval.  He  acknowledges 
that  at  the  time  the  questionnaires 
were  sent  (1964-1965),  Medicare  had 
been  authorized  by  Congress  but  had 
not  yet  been  put  into  effect. 

It  is  most  regrettable  that  Dr.  Bab- 
bie did  not  seek  the  opinions  of  phy- 
sicians in  the  private  practice  of  medi- 
cine who  were  not  medical  school 
faculty  members.  It  is  also  unfortunate 
that  he  did  not  avail  himself  of  op- 
portunities to  learn  more  accurately 
of  the  modern  viewpoints  of  the  lead- 
ers of  the  American  Medical  Associa- 
tion. The  latest  reference  he  made  to 
the  AM  A Principles  of  Ethics  was  of 
1912  vintage,  leading  him  to  say 
(page  134)  that  “medical  care  is  basi- 
cally a quantity  that  is  for  sale  to 
those  who  desire  it,  but  . . . the  phy- 
sician may  choose  to  offer  it  gratu- 
itously as  an  altruistic  gesture.”  And 
on  page  137,  he  states:  “.  . . This 
profession  [medicine],  like  others,  has 
become  a business.”  His  conclusion, 
on  page  139,  is  that  “the  issue  of 
medical  care  as  a human  right  is  a 
social  issue,  not  a medical  one  . . .” 

The  technology  of  the  sociologist, 
with  which  the  author  constructs  in- 
numerable “indices”  to  list  his  data 
in  a multitude  of  tables,  is  confusing 
even  to  a physician  accustomed  to 
intricate  scientific  verities. 

In  summary.  Dr.  Babbie  made  an 
interesting  study  of  the  viewpoints  of 
full-time  medical  teachers  on  the  al- 
legation that  modern  science  tends  to 
undermine  the  traditional  norms  of 
compassion,  responsibility,  and  con- 
cern for  experimental  subjects,  with 
the  conclusion  that  these  fundamen- 
tals of  patient-physician  relationships 


still  remain.  Then,  the  author  discus- 
sed the  sociological  vagaries  of  what 
he  regards  as  probable  effects  of  the 
new  social  morality  on  the  future 
course  of  medicine  or  medical  care, 
and  in  this  area  of  the  book,  the  re- 
viewer wishes  that  the  author  had 
taken  the  opportunity  to  become  truly 
acquainted  with  the  objectives,  pro- 
grams, and  ethics  of  the  average  phy- 
sician of  the  United  States,  as  ex- 
pressed through  the  AMA  of  modern 
day. 

MILFORD  O.  ROUSE,  MD 
Dallas 

CRC  Manual  of  Analytical  Toxicology, 
Irving  Sunshine,  ed.,  393  pp.,  tables 
and  charts,  Cleveland,  Ohio,  CRC 
Press,  The  Chemical  Rubber  Co., 
1971,  $15. 

ONE  IN  A SERIES  of  publications  by 
the  CRC  Press  on  the  subject  of  chem- 
istry and  other  sciences,  this  hand- 
book discusses  various  chemical 
agents  and  their  toxicity. 

It  is  noted  in  the  preface  that  “a 
growing  number  of  requests  for  toxi- 
cological analyses  is  being  made  by 
physicians  in  order  to  establish  wheth- 
er or  not  particular  patients  have  been 
poisoned.”  Editor  Irving  Sunshine 
points  out  that  a correct  diagnosis 
often  depends  upon  the  result  of  a 
"chemical  analysis  of  a biological  spec- 
imen.” He  adds  that  “simple  and  re- 
liable methods”  for  such  analyses  are 
not  always  “readily  available  for  use 
in  clinical  chemistry  laboratories.” 
Therefore,  this  book  was  written  to  as- 
semble a number  of  these  methods 
into  one  compilation. 

The  manual  contains  procedures  for 
72  toxicological  determinations,  with 
the  procedures  being  divided  into  three 
types:  Type  A — those  procedures 
which  involve  only  a simple,  direct 
qualitative  test.  Type  B — quantitative 
procedures  that  may  be  performed 
using  facilities  found  in  the  average 
laboratory,  and  Type  C — more  elegant, 
precise  procedures  using  whatever 
equipment  may  be  required  for  the 
testing. 

The  presentation  on  each  type  of 
testing  procedure  for  a certain  chem- 
ical agent  is  divided  into  several  sec- 
tions: apparatus  needed,  reagents  re- 
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quired,  procedure  to  be  followed,  stan- 
dardization and  calculation  of  results, 
interpretation  of  results,  accuracy  and 
precision  of  determination,  interfering 
substances,  and  references,  if  they  are 
available. 

For  those  involved  in  toxicology,  this 
particular  publication  will  be  a handy 
reference  for  various  toxicological  test- 
ing methods. 

SIDNEY  C.  STEWART,  MD 
Austin 

Ellison's  Atlas  of  Surgery  of  the  Stom- 
ach and  Duodenum,  Larry  C.  Carey 
and  Robert  H.  Albertin,  165  pp.,  349 
illus.,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1971,  $24.50. 

AN  ELEGANTLY  PRODUCED  volume, 
this  new  atlas  is  most  interesting.  Per- 
haps the  first  thing  to  strike  the  read- 
er’s attention  is  the  textual  material  at 
the  very  beginning  of  chapter  1.  It  pre- 
sents an  excellent  discussion  on  the 
vital  importance  of  positioning  the  pa- 
tient with  the  least  strain  to  the  pa- 
tient and  also  to  the  operating  surgeon. 

I have  not  seen  this  emphasis  in  any 
other  surgical  text,  but  it  is  a most 
valuable  approach,  since  it  quite  often 
takes  many  years  of  experience  to 
realize  that  the  positioning  of  the 
patient  has  a great  deal  to  do  with  the 
surgeon’s  comfort  during  the  proce- 
dure and,  hence,  with  his  mental  at- 
titude and  fatigability. 

The  content  of  the  book  is  excel- 
lent, covering  precisely  the  ground  in- 
dicated in  the  title.  The  illustrations, 
too,  are  excellent,  but  like  all  surgical 
illustrations  of  this  degree  of  elegance, 
they  make  the  procedures  look  easier 
than  they  really  are.  This  is  sometimes 
a deceptive  factor  for  students,  in- 
terns, or  residents  that  may  use  the 
book.  It  is  perhaps  a little  surprising 
to  see  a reference  to  French-eye  need- 
les on  page  30,  since  these  instru- 
ments have  a tendency  to  tear  some- 
what during  suture  placement  and  also 
because  atraumatic  sutures  are  now 
commonly  available. 

The  atlas  should  be  very  well  re- 
ceived and  will  be  a worthwhile  volume 
for  medical  students,  interns,  and  resi- 
dents engaged  in  the  study  of  general 
surgery.  It  will  also  prove  useful  as 
a reference  volume  for  any  practicing 
general  surgeon. 

H.  K.  BALDWIN-PRICE,  MD 
Cleburne 
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E.  C.,  Jr.,  et  al.:  Post-Traumatic  Pul- 
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gy of  Respiratory  Failure  and  Prin- 
ciples of  Respiratory  Care  After  Sur- 
gical Operations,  Trauma,  Hemor- 
rhage, Burns,  and  Shock,  W.  B. 
Saunders  Co.,  1969. 
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Ear,  E & S Livingstone,  1971. 
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and  the  Public  Interest,  Yale  Umv. 
Press,  1971. 

Films 

Care  of  Burn  Wound,  16mm,  sound, 
color,  21  min.,  Dr.  Curtis  P.  Artz.  This 
professional  film  notes  that  local  burn 
wound  care  has  advanced  considerably 
in  the  past  few  years  with  the  use  of 
various  antibacterial  agents.  Specifical- 
ly, it  depicts  the  use  of  various  agents 
in  treatment  of  different  types  of 
burns,  along  with  the  removal  of  es- 
char and  various  types  of  grafting  pro- 
cedures. 

Modern  Obstetrics:  Postpartum  Hemor- 
rhage, 16mm,  sound,  color,  26  min., 
1971.  Reviewing  the  causes  and  diag- 
nosis of  postpartum  hemorrhage,  this 
professional  film  emphasizes  the  ne- 
cessity of  immediate  action  by  the  phy- 
sician in  order  to  solve  the  problem. 
The  film  provides  an  excellent  review 
of  the  major  problems  and  causes 
of  postpartum  hemorrhage  associated 
with  management  of  treatment  and 
some  of  the  newer  obstetrical  con- 
cepts. 

Psychohormonal  Aspects  of  the  Meno- 
pause, 16mm,  sound,  color,  22  min.. 


1971.  Using  patient  interview,  discus- 
sion, and  laboratory  demonstrations, 
this  professional  film  thoroughly  covers 
this  psychoendocrine  field  with  clinical 
reality. 

Repair  of  Median  Episiotomies  Includ- 
ing Third-Degree  Lacerations,  16mm, 
sound,  color,  28  min.,  1960.  A method 
of  repairing  midline  episiotomies  with 
emphasis  upon  technical  simplicity  and 
the  relief  of  postpartum  pain  is  shown 
in  this  professional  film.  It  also  ex- 
plains the  many  advantages  of  using 
the  midline  episiotomy.  Included,  too, 
is  an  anatomical  technique  for  the  re- 
pair of  third-degree  lacerations. 
Tracheostomy  Care,  16mm,  sound,  col- 
or, 25  min.,  Drs.  William  H.  Lee,  Jr., 
and  Peter  Hirston,  and  Loretta  Ed- 
wards (RN),  1971.  This  professional 
film  presents  a descriptioii  and  dem- 
onstration of  current  techniques  for 
deciding  indication  for  tracheostomy, 
operative  technique,  choice  of  cannu- 
lae,  and  postoperative  nursing  care. 
Vaginal  Hysterectomy,  16mm,  sound, 
color,  27  min..  Dr.  Robert  H.  Barter, 
1970.  Demonstration  of  a simplified 
anatomic  approach  to  vaginal  hyster- 
ectomy is  the  major  topic  of  this  film 
for  physicians.  Primary  emphasis  is 
placed  upon  minimizing  blood  loss  and 
decreasing  the  time  required  for  sur- 
gery. 

Aorto-Coronary  Artery  Bypass,  16mm, 
sound,  color,  30  min.,  Drs.  John  L. 
Ochsner,  Robert  D.  Bloodwell,  and 
Charles  B.  Moore,  1970.  This  profes- 
sional film  demonstrates  the  operative 
technique  and  revascularization  of  the 
heart  by  means  of  aorto  coronary  ar- 
tery bypass  grafts.  Preoperative  and 
postoperative  coronary  arteriograms  re- 
veal the  obstructed  pathway  and  the 
corrective  revascularization. 

Cassette  tapes 

Now  available  from  the  TMA  Memori- 
al Library  are  these  programs  on  cas- 
sette tapes:  AMA  News  Journal,  Ac- 
cess Cardiology,  Medifacts  (Voice  of 
Internal  Medicine),  Neurology  Review, 
Orthopaedic  Audio-Synopsis,  Pediatric 
Conference  with  Sydney  Gellis,  and  To- 
day’s Therapeutics  with  Walter  Modell. 

Audio-Digest  Foundation  cassette 
tapes  also  are  available  in  the  follow- 
ing fields:  Anesthesiology,  General  Prac- 
tice, Internal  Medicine,  Obstetrics  and 
Gynecology,  Ophthalmology,  Otorhino- 
laryngology, Pediatrics,  and  Surgery. 
Books  listed  and  reviewed  in  this  section  are 
available  in  the  TMA  Memorial  Library,  1801 
N.  Lamar  Blvd.,  Austin  78701.  Guidelines  for 
book  reviewers  also  are  available  from  the 
Library. 
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What  it  means 
to  live  and  work  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


Female  159 

44 

Male  117 

66 

1 1 Persons  without  solar  keratoses 

■ 

1 Persons  with  solar  keratoses 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows; 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  iacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 
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RECENT  DEATHS 


DR.  FRIDAY 


DR.  C.  FRIDAY 

Retired  surgeon  Dr.  Cedric  Friday,  73, 
died  on  March  24,  1972,  in  a Corpus 
Christi  hospital. 

Dr.  Friday,  a native  of  Waco,  retired 
from  an  active  surgical  practice  in 
Corpus  Christi  in  1968,  40  years  after 
establishing  his  practice  there.  He  was 
a 1924  graduate  of  The  University  of 
Texas  Medical  Branch  at  Galveston 
and,  prior  to  that  time,  had  attended 
The  University  of  Texas  at  Austin. 

The  surgeon  served  as  an  intern  at 
Parkland  Memorial  Hospital  in  Dallas 
from  1924  to  1925.  Dr.  Friday  was 
assistant  house  surgeon  at  New  York 
Lying  In  Hospital  in  1925  and  was  a 
member  of  the  house  staff  of  St.  Vin- 
cent’s Hospital  and  Medical  Center  of 
New  York  from  1926  to  1928.  In 
1928,  he  moved  his  practice  to  Corpus 
Christi. 

A US  Army  Medical  Corps  veteran 
of  both  world  wars.  Dr.  Friday  was 
given  an  award  for  his  “exemplary 
service  to  disabled  and  needy  veter- 
ans” by  the  Veterans  of  Foreign  Wars 
of  the  United  States.  He  was  elected 
to  inactive  membership  in  Texas  Medi- 
cal Association  in  1970.  He  was  also 
a member  of  Nueces  County  Medical 
Society  and  a fellow  of  the  American 
College  of  Surgeons  and  the  Interna- 
tional College  of  Surgeons. 

He  is  survived  by  his  wife,  Louise 
DeRioux  Friday,  and  a sister,  Mrs.  Inez 
Coleman  of  Bay  City. 

DR.  L.  J.  PETERS 

The  physician  who  was  named  the  out- 
standing "General  Practitioner  of  the 
Year”  in  1951  by  the  Texas  Medical 
Association  is  dead  at  the  age  of  85. 
Dr.  Leopold  Joseph  Peters  died  on 
March  13,  1972,  at  Youens  Memorial 
Hospital  in  Weimar,  Texas. 

Dr.  Peters,  who  was  born  and  raised 
in  the  community  of  Dubina  near  Schu- 
lenburg,  had  served  the  residents  of 
Schulenburg  and  nearby  towns  since 
1909  when  he  was  graduated  from  The 
University  of  Texas  Medical  Branch  at 
Galveston.  He  was  the  first  male  grad- 
uate of  Schulenburg  High  School  in 
1905  and  also  had  attended  St.  Ed- 
ward’s Academy  (now  St.  Edward’s 
University)  in  Austin.  When  he  returned 


to  Schulenburg  from  Galveston,  he 
went  into  practice  with  the  late  Dr.  1.  E. 
Clark,  who  had  encouraged  him  to  pur- 
sue a medical  career.  In  later  years,  he 
took  postgraduate  work  at  the  Mayo 
Clinic  in  Rochester,  Minn.;  Cook  Coun- 
ty Hospital  in  Chicago,  ML;  and  St. 
Louis  Children’s  Hospital  in  St.  Louis, 
Mo. 

In  1910,  Dr.  Peters  accepted  the 
position  of  examiner  and  local  physi- 
cian for  the  Southern  Pacific  Railroad, 
a post  he  held  for  many  years.  The 
same  year  he  became  physician  for 
the  railroad,  he  became  a member  and 
examiner  for  the  Sons  of  Hermann,  a 
German  organization,  and  the  Slavonic 
Benevolent  Order,  a Czech  group,  both 
well-known  and  well-established  insur- 
ance companies  in  Texas.  Dr.  Peters 
spoke  German,  Czech,  and  Spanish 
fluently,  a valuable  asset  in  his  com- 
munity, and  often  wrote  prescriptions 
in  these  languages  when  needed. 

Always  progressive  in  the  field  of 
medicine,  Dr.  Peters  brought  the  first 
x-ray  unit  to  Fayette  County  in  1923. 
In  1927,  he  qualified  for  membership 
in  the  Radiological  Society  of  North 
America  and  the  Texas  Radiological 
Society.  He  was  still  a member  of 
these  organizations  at  his  death. 

Dr.  Peters  was  an  early  member  of 
the  old  Colorado  County  Medical  So- 
ciety and  had  served  as  its  secretary 
several  times.  In  1941,  he  was  elected 
to  the  Tri-County  Medical  Society,  a 
group  of  practicing  physicians  from 
Fayette,  Lavaca,  and  DeWitt  Counties. 
He  served  as  president  and  executive 
secretary  of  that  group.  A charter  mem- 
ber of  the  Colorado-Fayette  County 
Medical  Society,  he  had  served  as  its 
president  and  delegate  to  the  Texas 
Medical  Association.  Dr.  Peters  once 
served  as  legislative  chairman  for  Colo- 
rado and  Fayette  Counties  on  the  Texas 
Medical  Committee  for  Good  Govern- 
ment. 

Dr.  Peters  was  also  a member  of  the 
American  Medical  Association,  Ameri- 
can Radiological  Society,  and  American 
Tuberculosis  Association.  An  active 
member  of  the  Texas  Medical  Associa- 
tion, he  had  attended  every  Annual  Ses- 
sion of  the  Association  until  1969  when 
he  was  recovering  from  an  illness. 


DR.  PETERS  DR.  McCLURE 


A former  city  health  officer  for  Schu- 
lenburg for  35  years.  Dr.  Peters  was 
the  official  physician  of  Schulenburg 
from  1935  to  1965.  He  was  also  active 
in  community  affairs,  serving  as  a di- 
rector of  the  First  National  Bank  in 
Schulenburg  for  more  than  44  years 
and  accepting  the  presidency  of  the 
local  Rotary  Club  in  1963  at  the  age 
of  75. 

In  addition  to  his  selection  as  Texas 
physician  of  the  year  in  1951,  Dr.  Pe- 
ters was  named  the  recipient  of  sev- 
eral other  honors.  In  1959,  he  was 
elected  to  honorary  membership  in 
TMA.  Four  years  later,  his  neighbors 
in  Schulenburg  named  him  “Outstand- 
ing Citizen.”  Then  in  1965,  he  was  one 
of  four  distinguished  physicians  to  re- 
ceive the  first  Ashbel  Smith  Distin- 
guished Alumni  Award  from  The  Uni- 
versity of  Texas  Medical  Branch. 

A true  “horse  and  buggy”  doctor,  he 
celebrated  50  years  of  medical  practice 
in  1959  with  a reception  for  the  more 
than  2,500  babies  he  had  delivered  and 
their  parents.  And  when  he  and  his 
wife,  the  former  Alma  Baumgarten,  ob- 
served their  golden  wedding  anniver- 
sary in  1960,  1,018  gathered  in  their 
honor. 

An  avid  photographer,  Dr.  Peters  is 
survived  by  his  son,  Leopold  Joseph 
Peters,  Jr.,  MD,  of  Dallas;  and  his 
daughter,  Mrs.  Hazel  Shaller  of  Hous- 
ton. His  wife  died  in  1967. 

DR.  E.  E.  McCLURE 

Dr.  Edwin  Eugene  McClure,  57,  died  on 
March  15,  1972,  in  St.  Mary  of  the 
Plains  Hospital  in  Lubbock  after  being 
hospitalized  for  five  days. 

A specialist  in  internal  medicine,  Dr. 
McClure  was  a native  of  Jacksboro, 
but  had  attended  Texas  Technological 
University  in  Lubbock  as  a pre-medical 
student.  In  1938,  he  was  graduated 
from  Baylor  College  of  Medicine,  then 
located  in  Dallas,  with  his  MD  degree. 

From  1938  to  1939,  Dr.  McClure 
held  a rotating  internship  at  St.  An- 
thony Hospital  in  Oklahoma  City,  Okla. 
In  1939,  he  accepted  a residency  in 
medicine  at  Watts  Hospital  in  Durham, 
N.C.,  and  served  there  for  a year.  In 
1940,  he  became  a resident  in  neuro- 
psychiatry at  Bellevue  Hospital  Center 
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in  New  York  City  and  served  there  for 
a year. 

In  July,  1941,  Dr.  McClure  was  called 
into  active  duty  by  the  US  Army  Medi- 
cal Corps  Reserve.  He  was  released 
from  active  duty  in  October,  1945, 
after  attaining  the  rank  of  captain  and 
returned  to  Lubbock  to  practice. 

The  internist  was  a member  of  Tex- 
as Medical  Association,  American  Med- 
ical Association,  and  Lubbock-Crosby- 
Garza  County  Medical  Society. 

Survivors  include  his  wife,  Juanita 
Copeland  McClure;  two  sons,  Richard 
and  James  McClure,  both  of  Lubbock; 
a stepson,  Neal  Hanslik  of  New  York 
City;  a stepdaughter,  Elizabeth  Hanslik 
of  Lubbock;  two  sisters,  Mrs.  Vivian 
Grey  Johnson  of  Jacksboro  and  Mrs. 
Edith  Hughett  of  Dallas;  and  his  moth- 
er, Mrs.  H.  C.  McClure  of  Dallas. 

DR.  J.  YATES 

Dr.  June  Yates,  Corpus  Christi  eye,  ear, 
nose,  and  throat  specialist,  died  March 
16,  1972,  in  Spohn  Hospital  after  a 
lengthy  illness.  He  was  63. 

Dr.  Yates,  who  was  born  in  Grape- 
vine, attended  Baylor  University  in 
Waco  and  North  Texas  State  University 
in  Denton  before  receiving  his  MD  de- 
gree in  1933  from  Baylor  College  of 
Medicine,  which  was  then  located  in 
Dallas.  The  year  following  his  gradua- 
tion from  medical  school.  Dr.  Yates 
served  as  an  intern  at  Baylor  University 
Medical  Center  in  Dallas.  He  later 
served  another  internship  at  Jefferson 
Davis  Hospital  in  Houston.  From  1939 
to  1940,  he  was  a resident  at  New  York 
Polyclinic/Medical  School  and  Hospital 
in  New  York  City.  He  also  did  addition- 
al study  at  Newark  Eye  and  Ear  Infirm- 
ary in  Newark,  N.J. 

Prior  to  his  beginning  practice  in 
Corpus  Christi  in  1940,  Dr.  Yates  had 
had  offices  in  Ada,  Okla.  At  his  death, 
he  had  served  more  than  32  years  in 
Corpus  Christi,  with  the  exception  of 
five  years  that  he  spent  in  military 
service. 

During  his  service  with  the  US  Army 
Medical  Corps,  Dr.  Yates  was  stationed 
at  Camp  Bowie  near  Brownwood,  where 
he  was  chief  of  eye,  ear,  nose,  and 
throat  service;  he  later  was  assigned  to 
the  180th  General  Hospital  as  chief  of 


the  eye,  ear,  nose,  and  throat  section 
and  sent  to  the  European  Theater  of 
Operations.  He  served  in  England, 
France,  and  Germany  until  he  was  dis- 
charged in  1946  as  a lieutenant  col- 
onel. 

Dr.  Yates,  who  was  certified  by  the 
American  Board  of  Otolaryngology  in 
1947,  was  a member  of  American  Med- 
ical Association,  Texas  Medical  Associ- 
ation, Texas  Society  of  Ophthalmology 
and  Otolaryngology,  and  American 
Academy  of  Ophthalmology  and  Oto- 
laryngology. He  was  a past  secretary 
of  the  Nueces  County  Medical  Society 
and  a member  of  Phi  Alpha  Sigma 
medical  fraternity. 

Dr.  Yates  had  served  on  the  staff  of 
Spohn  Hospital,  Memorial  Medical  Cen- 
ter, Doctors  Hospital,  Driscoll  Founda- 
tion Children’s  Hospital,  and  Physicians 
and  Surgeons  General  Hospital. 

He  is  survived  by  his  wife,  Ethlyn 
Furlow  Yates;  a daughter,  Mrs.  Judith 
Tor  of  Crownsville,  Md.;  a son,  Richard 
L.  Yates  of  Houston;  three  sisters,  Mrs. 
Eleanor  Schmidt  of  Waco,  Mrs.  Cal  Sim- 
mons of  Grapevine,  and  Mary  Yates  of 
Fort  Worth;  and  two  brothers,  Estill  and 
Earl  Yates,  both  of  Grapevine. 

DR.  H.  RODRIGUEZ-G. 

Rio  Grande  City  family  physician  Dr. 
Hesiquio  Rodriguez-G.  died  on  March 
1,  1972,  in  McAllen  General  Hospital 
following  a brief  illnesss.  He  was  66. 

A native  of  El  Azucar,  Tamaulipas, 
Mexico,  Dr.  Rodriguez-G.  operated  Rod- 
riguez Hospital  in  Rio  Grande  City  for 
several  years  and  also  had  been  in 
charge  of  his  own  private  clinic  in 
Ciudad  Camargo,  Tamaulipas,  Mexico. 

The  physician  was  a 1934  graduate 
of  Universidad  Nacional  de  Mexico  Es- 
cuela  de  Medicina  located  in  Mexico 
City.  He  had  also  received  BS  and  BA 
degrees  from  the  Universidad  de  Nuevo 
Leon  in  Monterrey,  Mexico.  Dr.  Rod- 
riguez-G. held  an  internship  at  Hospital 
General  de  Mexico  in  Mexico  City  from 
1933  to  1934,  and  when  he  first  came 
to  Rio  Grande  City  in  1956,  he  was  an 
intern  at  the  M.  J.  Rodriguez  Hospital. 
In  1964,  Dr.  Rodriguez-G.  returned  to 
Ciudad  Camargo  and  practiced  there 
for  five  years.  He  returned  to  practice 
in  Rio  Grande  City  in  1969. 


DR.  PRESSLY 


Dr.  Rodriguez-G.  was  a member  of 
Hidalgo-Starr  County  Medical  Society, 
Texas  Medical  Association,  and  Ameri- 
can Medical  Association.  He  was  also 
an  active  member  of  his  community. 

Surviving  the  physician  are  his  wife, 
Isabel  Lopez  Rodriguez;  two  sons,  Hes- 
iquio Rodriguez,  Jr.,  of  Alexandria,  Va., 
and  Alejandro  Rodriguez  of  Austin;  a 
daughter,  Mrs.  Isabel  Prescott  of  Edin- 
burg; and  three  brothers,  Cristobal 
Rodriguez  of  Harlingen  and  Nieves  and 
Dionisio  Rodriguez,  both  of  Ciudad 
Camargo,  Tamaulipas,  Mexico. 

DR.  C.  M.  ASHMORE,  JR. 

Dr.  Charles  Marshall  Ashmore,  Jr.,  Bell- 
aire  general  practitioner  and  general 
surgeon,  died  on  March  5,  1972,  at  the 
age  of  60. 

Dr.  Ashmore  was  a native  of  Rogers 
and  had  been  in  practice  in  Bellaire 
since  1963. 

The  physician  was  a 1938  graduate 
of  The  University  of  Texas  Medical 
Branch  at  Galveston.  He  received  his 
undergraduate  training  at  The  Univer- 
sity of  Texas  at  Austin  and  was  award- 
ed a BA  degree  in  1932  and  an  MA  de- 
gree in  1936.  From  1938  to  1939,  Dr. 
Ashmore  served  as  an  intern  at  Method- 
ist Hospital  in  Houston. 

On  July  2,  1939,  Dr.  Ashmore  estab- 
lished a private  practice  in  Sugar  Land. 
While  there,  he  was  a member  of  the 
surgical  staff  of  Eldridge  Memorial  Hos- 
pital. Three  years  later,  he  moved  to 
Houston  and  remained  in  practice  there 
until  1963  when  he  opened  offices  in 
Bellaire.  From  1963  to  1964,  he  was 
chief  of  staff  at  Bellaire  General  Hos- 
pital. 

From  1944  to  1954,  he  served  as 
clinical  assistant  in  the  department  of 
medicine  at  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute and  as  clinical  instructor  of 
gynecology  at  Baylor  College  of  Medi- 
cine, both  of  which  are  in  Houston. 

In  1942,  Dr.  Ashmore  became  the 
first  physician  from  Fort  Bend  County 
to  volunteer  for  service  in  the  Medical 
Corps  of  the  US  Army  Air  Corps. 

A member  of  the  Texas  Medical  As- 
sociation, he  also  belonged  to  the 
American  Medical  Association,  Ameri- 
can Academy  of  Family  Physicians,  Har- 
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ris  County  Medical  Society,  Texas 
Academy  of  Family  Physicians,  Hous- 
ton Academy  of  Medicine,  American  As- 
sociation of  Industrial  Physicians  and 
Surgeons,  and  International  College  of 
Angiology.  A past  president  of  the  Tex- 
as Traumatic  Surgical  Society,  Dr.  Ash- 
more was  secretary-treasurer  of  the  so- 
ciety at  his  death.  He  was  also  an  alum- 
nus of  Theta  Kappa  Psi  medical  fra- 
ternity. 

Survivors  include  his  wife,  Margaret 
Grissom  Ashmore;  a daughter,  Mrs. 
Karen  Jones  of  Houston;  a son,  Charles 
Marshall  Ashmore,  III,  of  Houston;  a 
brother,  Sherman  Ashmore  of  Austin; 
and  three  grandchildren. 

DR.  T.  A.  PRESSLY 

A cofounder  of  the  old  Medical  and 
Surgical  Memorial  Hospital  in  San  An- 
tonio (now  Baptist  Memorial  Hospital), 
Dr.  Thomas  A.  Pressly  died  on  March 
8,  1972. 

The  81-year-old  general  surgeon, 
who  was  a native  of  Hope,  Texas, 
attended  St.  Mary's  University  in  San 
Antonio  for  his  undergraduate  degree. 
In  1915,  he  was  awarded  an  MD  de- 
gree from  The  University  of  Texas 
Medical  Branch  at  Galveston.  From 
1915  to  1916,  he  held  an  internship 
at  Philadelphia  (Pa.)  General  Hospital. 

Dr.  Pressly,  a World  War  I Army 
veteran,  had  offices  in  Runge  before 
establishing  a practice  in  San  Antonio 
in  1929.  He  continued  an  active  prac- 
tice in  San  Antonio  until  1961  when 
he  retired. 

In  addition  to  helping  found  the  old 
Medical  and  Surgical  Hospital  in  1926, 
Dr.  Pressly  had  served  as  chief  of  sur- 
gery at  the  hospital  and  also  at  Robert 
B.  Green  Memorial  Hospital. 

He  was  an  honorary  member  of 
Bexar  County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  Dr.  Pressly  had 
served  as  president  of  the  Bexar  Coun- 
ty Medical  Library  Association  and  was 
a fellow  of  the  Texas  Surgical  Society 
and  the  American  College  of  Surgeons. 
Always  active  in  pursuing  opportunities 
for  postgraduate  studies,  he  was  a 
member  of  the  International  Medical 
Assembly  of  Southwest  Texas. 

Dr.  Pressly  leaves  his  wife,  Willie 


Crews  Pressly;  a son,  Thomas  A.  Press- 
ly, Jr.,  of  San  Antonio;  a daughter, 
Mrs.  Jeanette  Street  of  San  Antonio; 
five  grandchildren;  and  two  great- 
grandchildren. 


138 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 
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Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  40  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . , . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
—ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Factory  Direct  Sales 


ADD  INTEREST  AND  CLARITY  TO  YOUR  SCIENTIFIC  PRESENTATIONS! 

TMA  HAS  EDUCATIONAL  SLIDES  FOR  FREE  LOAN 

The  Memorial  Library  of  the  Texas  Medical  Association  has  the  following  sets  of  educational  slides 
available  on  two  week  loan  for  the  use  of  its  members: 


Basic  Hematology 

Bone  Tumors 

Chest  Radiology 

Clinical  Dermatology 

Clinical  Endocrinology 

Dermatologic  Signs  of  Systemic  Diseases 

Forensic  Pathology — Part  I 

Gynecology  Pathology 

Illustrated  Medical  Lectures 


The  Leukemias 

Liver  Biopsy 

Peripheral  Lung  Tumors 

Renal  Biopsy 

#3  Soft  Tissue  Tumors 

Syndromes  in  Pediatrics — Part  I 

Syndromes  in  Pediatrics — Part  II 

Thyroid  Diseases 

Urinary  Sediments 


Make  your  requests  for  slides  as  far  in  advance  as  possible.  Slides  are  booked  in  the  order  in  which  they  are  received. 
When  feasible,  state  first  and  second  choice  of  titles  and/or  choice  of  dates. 

If  you  are  interested  in  obtaining  such  slides,  please  address  your  requests  to: 

Film  Librarian 
Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Opinior 


Should  nongovernment  scientists  and  physicians 
play  a role  in  drug  regulation? 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  he  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government ]Dhysicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations ai)pearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
irrofessional  organizations. 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  jjractice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  ))olicy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  irhysicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  jjatients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
jrractitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  jrhysi- 
cians  and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  com))lete  informa- 


tion. If  not,  much  of  what 
the  medical  community 
and  federal  regulators  do 
will  often  be  represented  in 
simplistic  and  somewhat 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti- 
coagulant drugs  several 
years  ago.  This  FDA  action 
was  given  publicity  by  the 
]rress  and  television  that 
went  far  beyond  its  prob- 
able importance.  The  result 
was  a very  uncomfortable 
situation  for  the  practi- 
tioner who  had  patients 
taking  these  medications. 
Since  the  practitioner  and 
pharmacist  had  not  been 
informed  of  the  action  by 
the  time  it  was  publicized, 
in  most  states  they  were 
deluged  with  calls  from 
worried  patients. 

The  practitioner  can  at- 
tempt to  solve  these  prob- 
lems of  inadequate  commu- 
nication in  several  ways. 
One  would  be  tbe  creation 
of  a communications  line 
in  state  pharmacy  societies. 
When  drug  regulation  news 
is  to  be  announced,  tbe  so- 
ciety could  immediately 
distribute  a message  to  ev- 
ery pharmacist  in  the  state. 
The  pharmacist,  in  turn, 
could  notify  the  physicians 
in  his  local  community  so 
that  he  and  the  physician 
could  be  prepared  to  an- 
swer inquiries  from  pa- 
tients. Another  approach 
would  be  to  use  profes- 
sional publications  the 
jjractitioner  receives. 

All  of  this  leads  back  to 
my  opening  contention:  if 
drug  regulation  is  to  be  ef- 
fective, timely,  and  related 
to  the  realities  of  clinical 
practice,  a better  method  of 
communication  and  feed- 
back must  be  developed  be- 
tween the  nongovernmen- 
tal medical  and  scientific 
communities  and  the  regu- 
latory agency. 
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In  my  opinion,  it  is  the 
responsibility  of  all  jjhysi- 
cians  and  medical  scientists 
to  take  whatever  steps  they 
think  are  desirable  in  a law- 
and  regulation-making 
process  that  can  have  far- 
reaching  imjract  on  the 
practice  of  medicine.  Yet 
many  events  in  the  recent 
past  indicate  that  this  is 
not  happening.  For  exam- 
ple, it  is  apparent  from 
drug  efficacy  studies  that 
the  NAS/NRC  i^anels  gave 
little  consideration  to  the 
evidence  that  could  have 
been  provided  by  practic- 
ing physicians. 

There  are  several  current 
developments  that  should 
increase  the  concern  of 
practicing  physicians  about 
drug  regulatory  affairs.  One 
is  the  proliferation  of  mal- 
practice claims  and  litiga- 
tion. Another  is  the  effort 
by  government  to  establish 
the  relative  efficacy  of 
drugs.  This  implies  that  if 
a physician  prescribes  a 
drug  other  than  the  “estab- 
lished” drug  of  choice,  he 
may  be  accused  of  practic- 
ing something  less  than 
first-class  medicine.  It 
would  come  perilously 
close  to  federal  direction  of 
how  medicine  should  be 
practiced. 

In  order  to  minimize  this 
kind  of  arbitrary  federal 
action,  a way  must  be 
found  to  give  practitioners 
both  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  jjroc- 
esses.  They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  iDOured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  jDress  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  <liffi- 
culty  in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 
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TEXAS  MEDICINE 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  m.ay  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg. aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions;  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage;  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Yi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methen amine,  300  mg.;  sodium  acid  phosphate,  soo  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency.  « 
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ANNOUNCING 


First  National  Symposium 
on  Community  Emergency 
Medical  Services 

MAY  26-27,  1972 

ASTROWORLD  HOTEL  - HOUSTON,  TEXAS 
SPONSORED  BY:  Harris  County  Medical 
Society  and  American  Medical  Association 


CONFERENCE  GOALS:  To  explore  how  a community  can 
develop  a comprehensive  emergency  medical  program. 
To  review  the  role  of  local,  state  and  national  medical  or- 
ganizations in  the  development  of  these  programs.  To  assess 
the  resources  available  to  accomplish  the  goals. 


SUBJECTS  TO  BE  COVERED:  The  Houston  Story  . . . The  Role  of  the  Local  Health  Department . . . 
The  Role  of  the  State  Health  Department  . . . The  News  Media  . . . How  The  American  College  of 
Surgeons  Can  Help  . . . The  Role  of  The  Department  of  Health  Education  and  Welfare  . . . Howto 
Reach  the  Community  . . . The  Emergency  Center— Development  and  Design  . . . The  Comprehensive 
Emergency  Center . . . The  Development  and  Future  of  the  Emergency  Room  Physician  . . . Com- 
munications Systems  . . . Telemetry  Systems  . . . Extrication— A Neglected  Skill  . . . The  Helicopter 
at  Work  . . . 

AND  MUCH  MORE  . . . 

HEAR:  Irvin  E.  Hendryson,  M.D.,  Chairman  of  AMA's  Commission  on  Emergency  Medical  Services 
. . . Irving  J.  Cohen,  Editor  of  Emergency  Medicine  Magazine  . . . Roy  M.  Baker,  M.D.,  Mem- 
ber of  AMA’s  Committee  on  Community  Emergency  Medical  Services  . . . Carl  B.  Young, 
Jr.,  M.P.H.,  national  authority  on  extrication  . . . Captain  Ronald  L.  Woodward,  Project  Offi- 
cer, Project  MAST  (helicopters) . . . Robert  L,  Donald,  M.D.,  Chairman  of  HCMS’s  Committee 
on  Emergency  Medical  Services  . . . Captain  John  Waters,  Executive  Assistant  and  Chief 
Operating  Officer,  Jacksonville,  Florida  . . . Jesse  Root,  Program  Development  Specialist, 
Texas  State  Health  Department . . . Oscar  P.  Hampton,  Jr.,  M.D.,  Director  of  Trauma  Division, 
American  College  of  Surgeons  . . . Robert  A.  Lang,  Ph  D.,  Executive  Director,  Academy  of 
Medicine  of  Greater  Cleveland  and  consultant  to  Speakers  Bureau,  AMA  . . . Alan  Finley, 
M.  D.,  Director,  Ambulatory  Care  Center,  The  University  of  Calgary,  Alberta,  Canada  . . . Stuart 
Nottingham,  M.D.,  Chief  of  Hospital  and  Ambulance  Services  Branch,  Department  of  HEW 
. . . Fred  Vogt,  M.D.,  Ph.D.,  Professor,  Biomedical  Engineering,  The  University  of  Texas  . . . 
John  S.  Farquhar,  M.D.,  Chairman,  AMA’s  Committee  on  Community  Emergency  Service  . . . 
and  the  ’’can  do”  Houston  medical  and  community  team  . . . 

Two  lunches,  dinner,  and  a cocktail  and  hors  d oeuvre  reception  are  included  in  the 
registration  fee. 


TO:  Harris  County  Medical  Society 

400  Jesse  H.  Jones  Library  Building 
Texas  Medical  Center 
Houston,  Texas  77025 


Please  reserve  accommodations  as  checked  below: 

□ Singles  $16.00-$25.00 

□ Doubles  and  Twins  $21.00-331.00 

□ Parlors  $75.00  Up 


Gentlemen:  Enclosed  is  my  registration  fee  of  $50.00  for  the  First  HCMS-AMA  National 
Symposium  On  Community  Emergency  Medical  Services,  May  26-27,  1972. 

□ Please  make  reservations  for  me  at  the  Astroworld  Hotel  for  arrival 
on departure 


Name 
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PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
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GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

JAMES  T.  KILDUFF,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices ; 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd.  M.D. 

J.  C.  Rucker,  M.D. 

J.  S.  O’Hare,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  K.  Willms,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

Orthopedic  Surgery: 

Mary  A.  Bone.  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong.  M.D. 

Urology: 

H.  F.  Rives,  M.D. 

Pathology : 

Radiology  and  Radioactive  Isotoiies: 

Harbert  Davenport,  Jr..  M.D. 

L.  W.  Ralston,  M.D. 

Anesthesiology ; 

J.  G.  Casey 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 
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lexas  Physicians’  Directory 


Allergy 

Clinics 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Barnard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Pater  B.  Kamln,  M.O.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.D.,  Internal  Medicine  O-  Sterling  Glllls,  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetncs  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Internal  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Pathology — 

R.  A.  Morse,  M.D.,  Internal  Medicine  '-loyd  R.  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics  RaJjo'osy— 

■w  n ..  . ^ r.  John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.O.,  F.A.C.A. 

Warren  J.  Raymer,  M.O.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D.  RADIOLOGY — CONSULTANTS 

CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 

HARRIS  HOSEN,  M.D.,  F.A.C.A. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

FIFTH  AVENUE  CLINIC  " 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  U Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  AllergyTmmunology 

2530  Morgan,  Corpus  ChrlstI,  Texas,  882-3487 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 

THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  884-3861 

FAMILY  MEDICINE  ORTHOPEDICS 

Travis  B.  Phelps,  M.D.  C.  M.  Yanez,  M.D.,  F.A.C.S. 

T.  D.  Harvey,  M.D.,  A.B.F.P.  UROLOGY 

H.  R.  Rose,  M.D.,  A.B.F.P.  j.  d.  Stephenson,  M.D. 

C.  L.  Vernor,  M.D.  SURGERY  (Consultants) 

INTERNAL  MEDICINE  s.  T.  Coleman,  M.D.,  F.A.C.S. 

G.  A.  Reeves,  M.D.  Donald  E.  Jackson,  M.D.,  F.A.C.S. 

sSo”rOrtiz/M.D.°- 

cArsIPp^SoJ  M D 8l'inic"pa" 

L.'^SJv'id 'i5*rPgh?,‘M.D.,  F.A.C.S. 

DRS.  SAMS  AND  MEADOWS 

Allergy  and  Immunology 

Joseph  T.  Sams,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 

C.  David  Meadows,  M.D. 

900  West  Randol  Mill  Road,  Suite  215,  Arlington,  Texas  76012,  227-5526 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is 
allowed  for  six  months'  advance  payment.  Section  headings 
are  limited  to  those  specialties  in  which  there  is  an  American 
Medical  Association  recognized  specialty  board  and/or  an 


AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Advertising  Assistant,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 
line is  the  20th  of  the  month  preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S,,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.O.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.AJV.M.A.,  Administrator 


LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A,  Harris,  M.D.,  General  Practice 


ADMINISTRATION 

C.  H.  “Hamm”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  O.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY — 
CONSULTANT 
C.  G.  Spears,  M.D. 


RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 


Internal  Medicine  and  Diagnosis 


P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 


PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  G.  G.  Fonville 
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TEXAS  MEDICINE 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 


714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


3801  19th  St.,  Suite  500,  Lubbock,  Texas 


2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 


ROBERT  A.  GRUMMON,  M.D. 


Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


American  Board  of  Surgery 

American  Board  of  Coion  & Rectal  Surgery 

Colon  & Rectal  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


Eye,  Ear,  Nose,  Throat 


Dermatology 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 


R.  T.  Cannon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  A.I.C.S.  John  David  Jones,  M.D. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


III 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 


1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Family  & General  Practice 

BURT  B.  SMITH,  M.D. 

Surgery 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.« 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Dlplomate  American  Board  of  Family  Practice 

Emphasizing  Breast,  Thyroid  and  Gastro-lntestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 

IRWIN  KURTZ,  M.D. 

DIplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

DIplomata  American  Board  of  Surgery 

Gastroenterology 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

DRS.  THOMPSON,  PATMAN  & PERSSON 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

VD  is  sex  pollution! 


As  part  of  an  aducational  program  on  VD,  TMA  has  produced  an  Informative  leaflet  for 
free  distribution.  Help  the  public  get  the  facts  so  they  will  seek  early  treatment.  Send 
your  order  to:  Public  Relations  Division,  Texas  Medical  Association,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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Neurological  Surgery 

Neurology 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dalias,  Texas,  631-1500 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CURK  WATTS,  M.D. 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Hours  By  Appointment  Only 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Nuclear  Medicine 

Suite  557,  Locke  Medical  Butldii^ 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to;  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dalias,  Texas  75238 
Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 

This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 

Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  0.  Box  6374,  Corpus  Chrlsti,  Texas  784H 

512  853-7319 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

'Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  915  533-7465 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  (Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St„  Abilene,  Texas  79601 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529^389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

* Conference  on  Medical  Practice,  Sept.  23,  1972,  Austin 

* Conference  on  Legislation,  Jan.  20,  1973,  Austin 
•X-  106th  Annual  Session,  May  3-6,  1973,  Dallas 

Watch  for  program  details  in  TEXAS  MEDICINE! 


154 


TEXAS  MEDICINE 


Otolaryngology 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 


P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 


K.  P.  Wittstruck,  M.D.,  F.C.A.P. 
Walter  Krohn,  M.D.,  F.C.A.P. 
Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 


Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco, 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 


Texas  76707,  756-7226 


8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 
(PATHOLOGY  ASSOCIATES  OF  TEXAS) 


Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


Pharmaceutical  advertising  in 
TEXAS  MEDICINE  keeps  you  informed 
and  pays  for  publishing  costs. 

When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad 
in  your  journal. 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 


John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Physical  Medicine  & Rehabilitation 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

^yslcal  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

**'*^*>  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

Medical  Center  Office; 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Olplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

WILLIAM  E.  BARNES,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

9041/2  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Oiplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

• 

Present  your  ideas 
in  Texas  Medicine 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

For  details  on  submitting  manuscripts. 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 
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Psychiatry 


Radiology 


Parry  C.  Talking^ton,  M.O. 

Howard  M,  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 


Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 


First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


Texas  Medicine 

regularly  lists  highlights  of  more  than  100 
Texas  and  national  meetings.  It  is,  in  fact,  the 
only  major  source  of  medical  meeting 
information  in  the  state.  Keep  informed  by 
being  a regular  reader  of  the  "COMING 
MEETINGS”  section. 


•Diplomates  American  Board  of  Psychiatry  and  Neurology 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thor3cic  snd  Csrdiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Charles  T.  Meadows,  M.D.  & Associates 

Dlpl^ate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B,  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Uroiogy 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomatG  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

TefeXne  ' ^“^5 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Uroiogy 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

HECTOR  A.  ESCAMILLA,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

Considering  a new  practice  opportunity? 

Let  TMA  Help  You! 

We  will  circulate  your  biographical  sketch 
and  job  preferences  to  communities  and  to 
medical  groups  looking  for  associates.  No 
service  fee  is  involved. 

Contact: 

Physician’s  Placement  Service 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Classified  ads  in  Texas  Medicine 

GET  RESULTS! 

Only  $8.00  for  50  words  that  reach 
over  11,800  readers  each  month. 

See  full  details  on  facing  page. 
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TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group, 
100-be<I  fully  accre<lite<l  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  76216. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certifiecl  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35.000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  7870L 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WELL  ESTABLISHED  32-man  multispeeialty  group  in  Dallas,  Texas, 
needs  an  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngologist.  Early 
partnership,  liberal  vacation  and  meeting  time,  life  insurance,  group 
hospitalization,  retirement  benefits,  teaching  opportunities,  new  facilities, 
interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Administrator, 
P.  O.  Bo.x  28,  Dallas,  Texas. 

GENERAL  PRACTITIONER  TO  JOIN  2 GP’s  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

AN  OB-GYN,  UNDER  40  YEARS  OF  AGE,  is  wanted  to  join  a four- 
doctor  OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  part- 
nership. Contact  Midland’s  Women’s  Clinic,  2009  West  Wall,  Midland, 
Texas  79701. 

GENERAL  PRAC’TITIONER  NEEDED  in  Beaumont,  Texas.  City  of 
120,000  servicing  400,000  to  600,000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,600  per  month  with  60% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new. 
fully  equipped  clinic.  Presently  have  5-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 

PSYCHIATRIC  RESIDEINCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 
78761. 


STAFF  PHYSICIANS  NEEDED  for  school  for  the  retarded.  Progres- 
sive 2,000  resident  state  institution.  Eligibility  for  Texas  license  required. 
Paid  vacation,  paid  sick  leave,  group  insurance,  retirement  plan  and  13 
paid  holidays.  Send  resume  to  John  E.  Muller,  Personnel  Officer,  Austin 
State  School,  P.O.  Box  1269,  Austin.  Texas  78767. 

EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS : Maintain  free 
practice  of  medicine.  Work  for  patient  om  fee-for-service  basis.  Ehill 
department  statxis.  Average  earnings  $45,000  with  guarantee.  Positions 
available  in  Wichita  Falls,  San  Antonio.  Houston,  and  Beaumont.  Call 
1-612-782-9247  collect.  Reply  to  Ad-360,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST  OR  GENERAL  PRACTITIONER— for  staff  of  70-bed 
medical  service  in  130-bed  Veterans  Administration  Hospital.  Starting 
salary  to_  $24,286,  depending  on  qualifications.  Excellent  fringe  benefits. 
Nondiscrimination  in  employment.  Write  or  call  collect:  David  C.  Lindsey, 
M.D.,  Director,  VA  Hospital,  Amarillo,  Texas  79106.  Telephone  806- 
866-9704. 

DEISIRE  GP,  SURGEON  OR  RENT.  16,000  population,  rural  area.  In- 
dustry and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
association.  Cleburne,  Texas.  For  additional  information  contact  Ad-86S, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ATTENTION  PILOT  PHYSICIANS : Combine  emergency  room  work 
with  flying  group,  maintains  bonanza  for  business  and  pleasure.  Please 
reply  to  Ad-366,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas 
78701, 

WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  This  is  an  institution  for  the  moderately  mentally 
retarded  of  the  state.  Salaries  are  quite  competitive  with  other  state  and 
federal  institutions.  40  hour  work  week,  ample  vacation  time,  and  other 
fringe  benefits.  Excellent  community  to  live  near  San  Angelo,  Texas. 
Contact  Medical  Director,  San  Angelo  Center,  Carlsbad,  Texas  76934. 

STAFF  PHYSICIAN  (aerospace  medicine  or  internal  medicine)  with 
the  Kelsey-Seybold  Clinic  at  the  NASA  Manned  Spacecraft  Center,  Hous- 
ton, Texas.  Occupational  health  opportunity  in  addition  to  providing 
medical  support  for  all  manned  testing  and  other  space  related  develop- 
ment programs.  Excellent  starting  salary.  Fringe  benefits  include  paid 
insurance,  professional  travel,  vacation,  and  sick  leave.  Contact  Dr. 
Richard  M.  Fenno,  NASA-MSC  Clinic,  DD2,  Houston,  Texas  77058.  Tele- 
phone 713-483-4222.  An  equal  opportunity  employer. 

GENERAL  PRACTmONER  SEEKS  ASSOCIATE  to  join  him ; wishing 
to  limit  practice.  Large  office  si>ace,  fully  equipped,  own  x-ray ; flexible 
arrangements.  A.  J.  Auringer,  M.D.,  221  South  Fielder  Road,  Arlington. 
Texas  76013.  Telephone  817-261-0906. 


DONLEY  COUNTY  HOSPITAL  DISTRICT  is  seeking  two  medical 
doctors,  general  practice,  to  have  office  space  in  newly  constructed  20  bed 
hospital  and  22  bed  nursing  home.  Very  good  small  town  living  with  lots 
of  recreational  facilities.  Contact  Wes  Langham,  Administrator,  Claren- 
don,  Texas  79226.  Telephone  806-874-3633. 

WANTED:  PHYSICIANS  to  practice  at  Mexia  State  School,  located  in 
central  Texas  just  30  minutes  east  of  Waco.  Many  fringe  benefits:  re- 
tirement, sick  leave,  vacation,  40-hour  week,  group  insurance.  Salary 
range  $21,500  to  $26,600,  depending  on  qualifications.  An  equal  oppor- 
tunity employer.  Contact  Personnel  Officer,  Mexia  State  School,  Box 
1132,  Mexia.  Texas  76667. 

GP  ASSOCIA’TE  NEEDED  DESPERATELY  for  two  man  group  in 
mid-thirties  located  in  Central  Texas.  Ideally  located  for  rural  practice. 
Area  has  AA  school  with  brand  new  building.  Very  progressive  area. 
Salary  to  start  with  and  partnership  in  three  years  as  full  partner. 
Medicare  approved  38-bed  hospital,  32-bed  ECF,  and  104-bed  rest  home 
with  clinic.  Call  AC  817-683-7986  for  Dr.  H.  B.  Halbert  or  Dr.  J.  S. 
Vardiman,  Rosebud,  Texas.  Must  see  to  appreciate  area. 

GENERAL  PRACHTIONER  OR  INTERNIST  WANTED  (Texas  license 
r^uired)  for  student  health  physician.  Salary  $22,600  with  fringe  bene- 
fits and  pleasant  association  with  three  other  physicians  to  care  for  stu- 
dents. Write  Dr.  E.  K.  Mills,  Director  of  Student  Health,  North  Texas 
State  University,  Denton,  Texas  76203  or  call  788-2333.  We  are  an  equal 
opportunity  employer. 

FAMILY  PHYSICIAN  preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians.  New  60-bed  county  hospital. 
Hill-Burton  standards.  Near  Toledo  Bend  and  Sam  Rayburn  lakes,  hunt- 
ing, fishing,  tall  timber.  Practice  includes  major  surgery  and  obstetrics. 
Fit  in  according  to  interests  and  abilities.  Salary  $2,600  monthly  with 
increases  based  on  earning.  Combination  of  income  and  working  environ- 
ment will  be  difficult  to  beat.  J.  D.  Bussey,  M.D.,  P.O.  Drawer  438, 
Newton,  Texas  76966.  Phone  713-379-8155. 

ANES’THESIOLOGISTS — To  serve  as  medical  director  of  inhalation 
therapy  services  company  based  in  Houston,  contracting  to  Gulf  Coast 
area  hospital.  Please  reply  to  Ad-377,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

VA  CAREER  PSYCHIATRIC  RESIDENCY — fully  accredited,  affiliated 
with  University  of  Texas  Southwestern  Medical  School  at  Dallas.  $18,737 
I>er  annum.  Equal  opportunity  employer.  Write  Chief  of  Staff,  VA  Hos- 
pital, Dallas,  Texas  75216. 

UNIVERSITY  HEALTH  SERVICE  physician  needed  in  our  clinic  and 
hospital  within  next  few  months.  Salary  competitive.  Good  fringe  bene- 
fits. Four  physicians.  Excellent  facilities.  John  E.  Wiedeman,  M.D., 
Director,  Southern  Methodist  University  Clinic  & Hospital,  SMU  Box 
167,  Dallas,  Texas  75222.  Phone  214-692-2141. 

GENERAL  PRACTICE,  FAMILY  PRACTICE  with  three  other  family 
practitioners.  Clinic,  40-bed  hospital,  44-bed  extended  care,  pharmacy. 
No  capital  outlay,  no  buy-in,  equal  privileges,  guaranteed  income  until 
established.  Top  opportunity  in  Southwest.  Contact  Gordon  Russell,  Ad- 
ministrator. Hi-Plains  Hospital-Clinic,  203  West  4th,  Hale  Center,  Texas 
79^041. 

ANESTHESIOLOGIST — for  180  bed  hospital  on  upper  Texas  Coast. 
Publicly  owned,  fast-growing  health  services  company.  Please  reply  to 
Ad-376, JPexas ^Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

LIKE  TO  FISH.  HUNT  AND  PRACTICE  MEDICINE?  Come  to  the 
Glenn-Garrett  Clinic  Association  in  Linden,  Texas.  Midway  between  three 
beautiful  lakes — 30  minute  drive.  Good  hunting,  beautiful  scenery  and 
good  schools.  Join  surgeon,  internist,  perliatrician,  and  AFBP  generalist 
in  thriving  practice.  Fully  accredited  40-bed  hospital  with  ICU,  certified 
inhalation  therapy,  certified  physical  therapy.  Interesting  compensation 
and  supplemental  benefits.  Contact  Fred  M.  Roberson,  M.D.,  P.O.  Box 
780,  Linden,  Texas  75563.  Telephon^AC  214-756-6581. 

INTERNIST — Board  certified  or  eligible  to  join  two-member  depart- 
ment in  multispecialty  clinic  with  busy  consultant  practice,  adjacent  to 
225-bed  hospital  with  ICU  and  CCU.  Clinic  is  located  in  rapidly  growing 
area  of  Houston,  Texas.  Starting  guarantee  of  $24,000  with  early  part- 
nership, adequate  time  off.  Regular  attendance  of  meetings  and  courses 
encouraged  and  financed,  other  fringe  benefits.  Please  reply  to  Ad-379, 
Texas _Me^'cme,  1801_North_Lamar  Blvd.,  Austin,  Texas  78701. 

NEWLY  CONSTRUCTED,  MULTT-SPECIALTY,  8-man  clinic  has  open- 
ing  for  general  practitioner  and  internist.  New  120-bed  hospital  adjacent 
to  clinic.  Remuneration  open  detrending  on  board  certification  and  ex- 
perience. Partnership  opportunity  in  two  years.  Interested  applicants 
send  curriculum  vitae  to  Ad-374,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

ASSISTANT  SURGEON  for  Houston  suburbs.  $2,600  minimum  collec- 
tions guaranteed  beginning  first  month.  Not  a loan.  20%  practice  ex- 
pense. Texas  license  required.  Send  C.V.  to  Sanford  Smith,  Director  of 
Physician  Planning,  Hospital  Affiliates,  Incorporated,  P.O.  Box  9836, 
Houston,  Texas  77015. 

LIVE  IN  A FAST  GROWING  COLLEGE  TOWN  of  40,000,  in  Dallas- 
Fort  Worth  metro  area.  Multi-specialty  clinic  wants  GP,  OB/GYN,  or- 
thopedist, internist,  EENT,  ophthalmologist.  Salary  negotiable — partner- 
ship after  one  year.  Medical-Surgical  Clinic,  420  Normal,  Denton,  Texas 
76201. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Volume  68,  May,  1972 


159 


WANTED:  GP  as  an  associate  in  a rapidly  growing  community  in 
the  metropolitan  area  of  Houston.  Must  be  able  to  speak  bilingual  En- 
glish and  Spanish.  No  OB  cases.  Guaranteed  income  of  $2,000  per  month, 
plus  malpractice  coverage.  A well  equipped  medical  clinic  with  complete 
emergency  room,  lab,  and  x-ray  department.  No  investment  necessary. 
A future  partnership  is  offered  if  eligible.  Send  resume  letter  to  Ad-380, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  GENERAL  PRACTITIONER  primarily  interested  in  medi- 
cal practice  with  minor  office  surgery  and  no  obstetrics.  Join  profession- 
al association  with  four  internists,  two  surgeons,  and  three  general  prac- 
titioners in  beautiful  Tyler,  Texas.  Tyler  is  the  medical  center  of  East 
Texas  with  all  specialties  represented,  along  with  a fine  medical  atmo- 
sphere and  outstanding  facilities.  Contact  Carroll  McCrary,  Administra- 
tor, Medical  & Surgical  Clinic  Professional  Association,  Box  3026,  Tyler, 
Texas  76701. 


FAMILY  PRACTICE  PHYSICIAN  AND  INTERNIST  needed  to  join  a 
full  time  five  man  clinic  association  with  part  time  radiologist  and  clin- 
ical pathologist  in  Clifton,  Texas.  Located  36  miles  NW  of  Waco,  16 
miles  from  Lake  Whitney:  good  fishing,  excellent  hunting,  new,  re- 
cently completed,  modem  golf  course.  Excellent  schools,  churches  and 
growing  progressive  small  town.  Closely  associated  with  new  65-bed 
hospital  facility,  which  is  fully  accredited  by  the  Joint  Commission.  Sug- 
gest salary  at  first  with  partnership  in  future.  Financial  terms  open. 
Please  contact  V.  D.  Goodall,  M.D.,  Clifton  Medical  and  Surgical  Clinic 
Association.  Clifton,  Texas  76634.  Telephone  675-8621  or  675-3113. 


PHYSICIANS  NEEDED  FOR  NEW  SPECIAL  MEDICAL  HOSPITAL 
SETTING.  Alternate  calls  with  physicians  in  building.  Only  24  GP’s  in 
town  of  170,000,  need  more.  Chance  for  further  education  while  work- 
ing in  association  with  new  medical  school.  Salary  or  percentage  open 
for  discussion.  Contact  Dr.  A.  R.  Howard,  Chief  of  Staff,  Lubbock 
Medical  Center  Hospital,  Lubbock,  Texas.  Telephone  AC  806-792-7171 
collect. 


$3,000  MONTHLY  COLLECTIONS  GUARANTEED  FROM  FIRST 
MONTH  to  qualified  general  practitioner  to  assume  well  established 
practice  in  Hamlin,  Texas,  a community  of  3,500.  One  practitioner  in 
community,  42  bed  hospital  and  clinic.  Office  space  furnished.  Contact 
Dr.  M.  L.  Smith.  Hamlin  Memorial  Hospital,  632  N.W.  2nd  Street, 
Hamlin,  Texas  79520.  Telephone  AC  915-576-3611. 


Situations  Wanted 


BOARD  ELIGIBLE  IN  ANATOMIC  AND  CLINICAL  PATHOLOGY, 
With  excellent  additional  training  in  cytopathology  and  dermatological 
patholo^.  Available  July  1.  Available  immediately  for  i)ersonal  inter- 
rtew.  Please  reply  to  Box  378,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

LOCUM  TENENS  DESIRED.  Finishing  fourth  year  of  general  surgery 
residency  at  Baylor  University  Medical  Center  middle  of  May.  Awaiting 
start  of  plastic  surgery  residency  July  1.  Available  for  GP  or  surgery 
locum  tenens  May  16-July  1,  1972.  Ron  Atkins,  M.D.,  6400  Live  Oak. 
Dallas,  Texas.  Telephone  827-8178. 


PHYSICIAN,  age  62,  retired  military,  excellent  health.  Desires  part 
to  full  time,  salaried  position  in  Austin,  San  Marcos  area.  Experience 
includes  research  and  development,  administration,  general  practice, 
college  physician  and  some  public  health  work.  Agreeable  to  travel. 
Please  reply  to  Box  396,  Manchaca,  Texas  78652. 


ARMY  MEDIC,  young,  vigorous  medical  corps  NCO,  recently  retired, 
wishes  to  assist  overworked  GP  in  Texas.  Prefer  Gulf  Coast  or  border. 
Twenty  years  of  ever  increasing  responsibility,  often  as  solo  medic  with 
isolated  units  has  prepared  me  for  anything.  Would  also  like  small  clinic 
or  group  practice.  Married,  male,  Caucasian.  Please  reply  to  Ad-382, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


EMERGENCY!  OFFICE  SPACE  AVAILABLE  for  a Spanish  speaking 
physician,  adjacent  to  well  established  pharmacy.  Waiting  room,  office 
and  two  treatment  rooms  partially  furnished.  All  utilities  available.  Con- 
tact Mr.  Loya,  714-227-4646  for  additional  information.  Excellent  op- 
portunity. 

FASTEST  GROWING  AREA  OF  HOUSTON  in  need  of  physicians.  New 
professional  building  ready  July  of  ’72,  built  by  M.D.’s  for  M.D.’s.  You 
design  the  suites,  shared  lab  and  x-ray.  Across  street  from  200  bed  gen- 
eral hospital,  one  mile  from  another  200  bed  hospital.  Golden  opportunity 
for  independent  practitioner.  Write  Ad-370.  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


COMPLETE  OFFICE  SET-UP:  FOR  SALE,  616  S.  Summit,  Fort 
Worth,  Texas.  Perfect  location  next  to  hospitals  and  medical  facilities. 
Excellent  established  practice.  Take  over  lease  and  purchase  furniture, 
equipment,  and  books  left  intact  by  deceased  GP.  Patient  parking  at 
front  door,  doctor’s  covered  parking  at  rear  door.  Contact  Dr.  Ernest 
Rogers,  616  South  Summit,  Fort  Worth,  Texas  or  Winfred  G.  Farquhar, 
P.O.  Box  127,  Marion,  Texas  78124.  Phone  612-468-2373. 


PROPER'TY  NEAR  HOUSTON — All  types  available  for  every  purpose: 
recreation,  investment,  inflation  hedge,  homes,  etc.  Comfortable  drive 
fTOm  Houston  in  any  direction.  Associates  now  in  26  smaller  towns. 
Chuck  Thompson  and  Associated  Brokers.  Box  66074,  Houston  77066. 
Phone  713-462-1262. 


GENERAL  PHYSICIAN  OR  SPECIALIST  for  office  building  disectly 
across  street  from  Shannon  West  Texas  Memorial  Hospital.  Established 
loan  with  low  interest.  Recently  remodeled,  new  plumbing,  heating  and 
cooling  system.  Established  location  for  26  years.  Please  reply  to  1434 
Paseo  De  Vaca,  San  Angelo,  Texas  76901. 


FOR  SALE  BY  OWNER — 610  acres,  12  miles  south  of  Pearsall.  Ex- 
cellent hunting — deer,  quail,  doves,  hogs,  etc.  Joins  66,000  acre  ranch 
with  best  hunting  in  Frio  County.  Also  740  acres,  3 miles  south  of 
Dilley.  $200  acre— terms— A.  R.  Galloway,  AC  612-334-3606  or  AC  512- 


FOR  LEASE  2,400  square  feet  professional  business  or  medical  office 
building  located  within  walking  distance  University  of  Texas  Medical 
School.  John  Sealy  Hospital,  St.  Mary’s  Hospital,  Shriners  Burns  Hos- 
pital, shopping  center.  Ample  parking.  Ideal  for  two  doctors,  dentists, 
optometrists,  any  other  profession.  Write  to  302  Mechanic,  Galveston, 
Texas  77650. 


FOR  SALE:  3 rooms  of  medical  equipment  in  excellent  condition, 
ideal  for  someone  just  opening  an  office.  Includes  electric  Ritter  table, 
pediatric  table  with  scale,  Hamilton  exam  table  with  matching  cabinet. 
Many  assorted  tables,  pans,  instruments,  some  laboratory  equipment. 
100  MA  Profexray  unit  with  dark  room  equipment.  Contact  Robert  A. 
Lloyd,  M.D.,  1200  Ridgecrest.  Denton,  Texas  76201  or  phone  AC  817- 

oo'7  oi  on 


OPHTHALMOLOGY  AND  OTOLARYNGOLOGY— FOR  SALE!  Doctor 
recently  deceased.  Records  available.  Will  sell  equipment  separately. 
Ritter  Unit.  SMR  Treatment  Unit,  Beltone  Audiometer,  new  portable 
suction,  AO  refractor,  hydraulic  chair  and  stand.  Poser  slit  lamp,  other 
instruments  and  equipment.  Office  space  available.  Contact  Mrs.  June 
Yates,  107  Rainbow  Lane,  Corpus  Christi,  Texas.  Telephone  AC  512- 
863-4571. 


GENERAL  PRACTITIONER  WANTED:  Excellent  clinic  for  one  or 
two  physicians,  in  Texas  mid-gulf  coast  town  over  6,000  population, 
county  seat  of  area  serving  12,000.  Centrally  air-conditioned  brick  build- 
ing located  near  town  s first  hospital  which  is  now  under  construction. 
Owner,  an  MD  retiring.  Will  rent  or  lease  reasonably.  Also  excellent 
hunting  and  fishing.  Contact  Ad-381,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


ASSISTANT  MEDICAL  DIRECTOR 

Challenging  opportunity  for  medical  doctor  to  join  medical  staff 
of  10  billion  dollar  life  insurance  company  with  impressive  growth 
record.  Staff  position  providing  professional  climate  in  which  to 
moke  medical  decisions  covering  broad  spectrum  of  medical 
underwriting  and  offers  excellent  opportunity  to  learn  specialized 
field  of  life  insurance  medicine.  Outstanding  benefit  package 
including  non-contributory  retirement  plan.  Located  in  Dallas, 
home  office  is  currently  being  expanded  to  accommodate  in- 
creased business.  Contact: 

Paul  W.  Knox 

Assistant  Vice  President 

& Director  of  Personnel 

Republic  National  Life  Insurance  Company 

P.  0.  Box  6210 

Dallas,  Texas  75222 

214-824-0131 


NOW  LEASING... The  Jefferson  Building 

Austin’s  finest  professional  address  ^ 

Construction  has  begun  on  The  Jefferson  Building. 

Central  Texas'  most  prestigious  and  technically  modern 
professional  office  facility.  Centrally  located  at  38th 
and  Jefferson  in  the  Shoal  Creek  Medical  Complex. 

The  Jefferson  Building  will  be  Austin's 
second  largest  suburban  office  building,  with 
108.000  square  feet  of  floor  space  on  four 
floors 

Leases  for  professional  offices  and  para- 
medical facilities  are  being  considered  now 
Contact  our  leasing  agent  for  full  information 
about  a professional  lease  plan  for  you  in 
The  Jefferson  Building. 

Leasing  and  management  by 


Henry  S.  Miller  Company,  Austin 

1 100  W.  38th,  Suite  101  78705 


William  L.  Putney,  Mgr.  (512)  452-9565 
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The  negative  power  of  undue  anxietj 
in  congestive  heart  failure... 


This  man  thinks  he  can  no  longer 
take  breathing  for  granted. 


!•.  L 
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GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 
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INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussdl,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 
S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D, 

UROLOGY 


DENTISTRY 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator ; 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 


Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Superintendent  of  Nurses: 
Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
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John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O,.  Ophthalmology 

♦Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  internal  Medicint 

B,  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U,,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterol  ogy 

William  N.  New,  M.D.,  Dermatology 
Landon  W.  Stewart,  M.D.,  Internal  Medicine 
William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 
Richard  B.  Dulany,  M.D.,  Urology 
William  F.  Walton,  D.D.S.,  General  Dentistry 

E.  Nelson  Forsyth,  Jr.,  M.D.,  Gastroenterology  & Interna) 
Medicine 

George  D.  Blake,  D.D.S.,  General  Dentistry 
Lucinda  A.  Melichar,  M.D.,  General  Medicine 
Cloyce  L.  Stetson,  Jr.,  M.D.,  Internal  Medicine 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 
C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


♦Inactive  status 


Librium 

^lordiazepoxide  HCI) 

and  safety 


Librium  (chlordiazepoxide  HCI),  after 
more  than  a decade  of  wide  clinical  use, 
continues  to  reflect  a wide  margin  of  safety. 
In  general  use,  the  most  common  side  effects 
reported  have  been  drowsiness,  ataxia  and 
confusion,  particularly  in  the  elderly  and 
debilitated. 

Antianxiety  effectiveness:  Demonstrated 
in  a broad  range  of  psychologic  and  physical 
dysfunctions;  indicated  when  reassurance 
and  counseling  are  not  enough  and  until,  in 


the  physician’s  j udgment,  anxiety  has  been 
reduced  to  tolerable,  appropriate  levels. 

Effect  on  mental  acuity:  Usually  mini- 
mal on  proper  maintenance  dosage.  (See 
Warnings  in  summary  of  prescribing  infor- 
mation.) 

Concomitant  use:  Is  used  as  adjunctive 
antianxiety  therapy  concomitantly  with  cer- 
tain specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  antihyper- 
tensive agents,  diuretics  and  vasodilators. 


significant  anxiety 


Ubrkim' 

Chlordiazepoxide  HCI) 


25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  Instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®  tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


'■  N.  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

. / Nutley.  N J,  07110 
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These  are  Candeptin: 


The  highly  effective  candicidin 
for  ah  your  vaginal  moniliasis  patients. 


First  came  Candeptin  (candicidin)  Tablets 
for  intravaginal  use.  Then  Candeptin  Ointment 
to  treat  labial  involvement  and  for  intravaginal 
use.  Now  unique  Candeptin  Vagelettes— 
candicidin  ointment  in  soft  gelatin  capsules  — 
extend  the  range  of  Candeptin  therapy  to  even 
your  pregnant  and  virginal  patients  (you 
merely  cut  off  the  narrow  tip  and  extrude  the 
contents  through  the  intact  hymen). 

Clinical  proof  of  potency 

Candeptin  brings  your  patients  prompt 
relief  of  itching,  burning  and  discharge  — 
usually  within  72  hours.'  A single,  14-day  course 
of  treatment  is  usually  all  that’s  needed  for  a 
complete  cure.^'^  ’’ 

Significantly  more  potent  in  vitro  than 


nystatin.^  Candeptin  Tablets  and  Ointment  have 
shown  clinical  cure  rates  of  90%  and  higher  in 
both  pregnant  and  non-pregnant  patients.' 

And  in  recent  studies  of  Candeptin  Vagelettes 
Vaginal  Capsules  involving  both  pregnant  and 
non-pregnant  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.^  ^ 

Only  Candeptin  gives  you  a dosage  form 
for  every  therapeutic  need,  plus  eight  years’ 
clinical  proof  of  potency.  Consider  Candeptin 
for  your  next  vaginal  moniliasis  patient. 

CANDEPTIN 

(candicidin) 


Description:  Candeptin  (candicidin) 

Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0 6 mg. 
per  gm.  or  0.06%  Candicidin  activity  in 
U S P petrolatum.  3 mg.  of  Candicidin  is 
contained  in  5 gm.  of  ointment  or  one 
applicatorful  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm.  U.S.P  petrolatum. 

Action:  Candeptin  Vaginal  Ointment. 

Vaginal  Tablets,  and  Vagelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components  During  pregnancy  manual 
Tablet  or  Vagelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment.  Vaginal 
Tablets  or  Vagelettes  Vaginal  Capsules 
have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day.  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear. 

Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm.  tubes 
with  applicator  ( 14-day  regimen  requires 
2 tubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28.  in  foil  with 
inserter  — enough  for  a full  course  of  treat- 
ment. Candeptin  Vagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 

Store  under  refrigeration  to  insure  full 
potency 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  I.  Olsen.  J R.  Journal-Lancet 
85:287  (July)  1965.  2.  Giorlando.  S.VV.: 

Ob/Cyn  Dig.  /3:32(Sept.)  1971.3.  Decker. 

A : Case  Reports  on  File.  Medical  Department. 
Julius  Schmid.  4.  Giorlando.  S. W. . Torres.  J.F.. 
and  Muscillo.  G.:  Am.  J Obsl.  & Gynec. 

90-  370  (Oct.  I)  1964.  5.  Lechevalier.  H.: 
Antibiotics  Annual  1959-1960.  New  York. 
Antibiotica  Inc..  I960,  pp.  614-618  6.  Friedel. 

H.J.:  Maryland  M J..  /5;36(Feb.)  1966. 

Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  I00I9 


Thinking  about  a new  practice  opportunity? 

Lef  Us  Help  You! 

The  TMA 

Physicians’  Placement  Service 

will  circulate  your  biographical  sketch 
and  job  preferences  to  communities 
and  to  medical  groups 
looking  for  associates. 


CANDEPTIN® 

(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 

and  VAGELETTES 
Vaginal  Capsules 


No  service  fee  is  involved.  Just  write  or  call: 

Physicians’  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
(Phone:  AC  512  - 477-6704) 
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SCIENTIFIC  ARTICLES 

60  Computer  Tames  Medi- 
cal School  Admissions 
Procedures 

Mr.  Billy  B.  Rankin  is  di- 
rector of  The  University  of 
Texas  System  Medical  and 
Dental  Application  Center; 
his  coauthor,  Dr.  William 
H.  Knisely,  is  vice-chancel- 
lor for  health  affairs  of 
The  University  of  Texas 
System. 

67  New  Plan  for  Special 
Education  Involves  Physi- 
cians: Medical  Communica- 
tions to  Schools  Are  Im- 
portant Under  Plan  A 

Dr.  Bill  S.  Caldwell  (PhD) 
is  associate  director, 
psychology,  of  the  Child 
Development  Division, 
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Texas  Medicine  Is  published  monthly  by  the  Texas  Medical 
Association. 

Second  Class  Postage  paid  at  Austin,  Texas,  with  additional 
entry  at  Fort  Worth,  Texas,  under  act  of  March  3,  1879. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Scientific  Articles  are  reviewed  by  technical  and  specialist 
consultants  and  are  selected  for  publication  in  Texas 
Medicine  by  the  Scientific  Publication  Committee,  which 
is  appointed  by  the  Board  of  Publication.  Editorials  and 
other  articles  are  subject  to  review  by  officers  of  the 
Texas  Medical  Association,,  appropriate  expert -and-techni- 
cal  consultants,  and  representatives  of  county  medical 
societies  when  in  their  purview. 

Publication  of  any  article  or  statement  is  not  to  be 
deemed  an  endorsement  of  the  views  expressed  therein, 
nor  shall  publication  of  any  advertisement  be  considered 
an  endorsement  of  or  approval  of  the  product  or  service 
involved. 


Department  of  Pediatrics, 
The  University  of  Texas 
Medical  Branch,  Galveston. 
He  is  certified  by  the 
American  Board  of  Pro- 
fessional Psychology.  His 
coauthor.  Dr.  ArrNell 
Boelsche,  is  an  associate 
professor  of  pediatrics 
at  the  Medical  Branch  and 
a fellow  of  the  American 
Academy  of  Pediatrics. 

71  Correction  of  Transpo- 
sition of  the  Great  Ar- 
teries Within  the  First  Year 
of  Life 

Dr.  Keith  W.  Ashcraft  is  an 
assistant  professor  of 
surgery  and  pediatrics,  The 
University  of  Texas  Medi- 
cal Branch,  Galveston.  He 
is  a diplomate  of  the 
American  Board  of  Surgery 
and  American  Board  of 
Thoracic  Surgery.  His  co- 
author is  Dr.  Kenneth  R. 

T.  Tyson,  assistant  profes- 
sor, Departments  of  Pe- 
diatrics and  Surgery,  at  the 
Medical  Branch. 
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81  Factors  in  the  Genesis 
of  Childhood  Urinary  Tract 
Infections 

Dr.  Terry  D.  Allen  is  an 
associate  professor  of  urol- 
ogy, The  University  of 
Texas  Southwestern  Medi- 
cal School,  and  is  associ- 
ated with  Baylor  Univer- 
sity Medical  Center,  Chil- 
dren’s Medical  Center,  and 
the  Dallas  Medical  and 
Surgical  Clinic.  He  is  a 
diplomate  of  the  American 
Board  of  Urology,  a fel- 
low of  the  American  College 
of  Surgeons,  and  a mem- 
ber of  several  other  learned 
societies. 

86  Accidental  Caustic  In- 
gestion in  Childhood:  A 
Review.  Pathogenesis  and 
Current  Concepts  of 
Treatment 

Dr.  Keith  W.  Ashcraft’s  co- 
author for  this  article  is 
Dr.  Jimmy  L.  Simon,  an  as- 
sociate professor  and 
deputy  chairman.  Depart- 
ment of  Pediatrics,  The 
University  of  Texas  Medi- 
cal Branch. 

93  Pediatric  Grand 
Rounds:  Neurodiagnostic 
Procedures 

Guest  editor  for  this  series 
is  Dr.  A.  A.  Mintz,  asso- 
ciate professor  of  pediatrics 
at  Baylor  College  of  Medi- 
cine. Dr.  Russell  J.  Blattner 
is  professor  and  chairman 
of  the  Department  of  Pedi- 
atrics there.  Participating 


in  this  month’s  grand 
rounds  are  Dr.  Thomas  E. 
Zion,  director  of  pedi- 
atric neurology,  and  Dr. 
Robert  Zeller,  pediatric 
neurologist,  Blue  Bird  Clin- 
ic, Methodist  Hospital. 
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Programs;  What  Now,  and 
What  Next? 

Dr.  H.  D.  Henderson,  Jr. 

53  PAC  Programs  Merit 
Full  Support 

Dr.  Braswell  Locker 
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ON  THE  COVER 

This  month  marks  the 
end  of  a long  struggle 
through  complicated 
courses  for  more  than  400 
seniors  in  Texas  medical 
schools.  A news  item 
on  graduation  activities 
around  the  state,  a 
review  of  the  current 
thinking  of  medical  educa- 
tors about  the  three-year 
curriculum,  and  an  article 
on  how  the  computer 
tames  the  mound  of 
applications  filed  with 
medical  schools  are 
included  in  this  issue. 

NEXT  MONTH 

July’s  issue  will  bring 
you  several  concise  and 
informative  articles  on 
commonly  abused  drugs. 
Prepared  by  members 
of  the  Baylor  Chapter, 
Student  American  Medical 
Association,  these  articles 
will  offer  pertinent  and 
current  data  on  the  pheno- 
thiazines;  marijuana; 
solvent  inhalation;  LSD, 
DMT,  and  STP;  psilocybin; 
mescaline;  barbiturates; 
and  tobacco. 
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In  tl^nypertensive  patient 
bn  cerebral  or  peripheral 


WSOdLAN 


the  compatible  vasodilator 


• has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

• conflicts  have  not  been  reported  with  con- 
currently administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

• complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufficiency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators''''  have  reported  favorably  on  the  effects  of  isoxstiprine.  Effects  have  been 
demonstrated  both  by  objective  measurement' ''  and  observation  of  clinical  improvement.'  ^ 
Composition:  VasodIlan  tablets,  isoxstiprine  HCI,  10  mg.  and  20  mg.  Vasod’ilan  syrup, 
isoxsuprine  HCI,  10  mg.  per  5 ml.  teaspoonful.  Indications:  In  cerebral  vascular  dis- 
orders, for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con- 
ditions such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders , for 
relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp- 
ing of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud's  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom- 
mended doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose;20  mg. — bottles  of  100  and  500.  Syrup,  10  mg.  per  5 ml. 
teaspoonful — bottles  of  1 pint.  References:  1.  Clarkson,  I.  S.,  and  LePere,  D.  M. : /\ngi- 
ology  77:190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  A.  D.,  and  Whittier, 

J.  R. : Curr.  Ther.  Res.  7:124-128  (April)  1962.  4.  Whittier, 

J.  R. : Angiology  75:82-87  (Feb.)  1964. 
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TAAA  House  debates  major  issues 


Membership  for  osteopaths,  family 
practice  training  programs,  continuing 
medical  education  for  physicians,  and 
greater  membership  in  the  Texas  Medi- 
cal Association  and  the  American  Med- 
ical Association  were  among  major 
issues  considered  by  the  TMA  House 
of  Delegates  at  its  May  11-13  meeting 
in  San  Antonio. 

Continuing  concern  for  the  best  pos- 
sible delivery  of  medical  care  was  also 
reflected  in  many  other  issues  reviewed 
by  the  delegates. 

Membership  for  DOs 
Doctors  of  Osteopathy  who  are  licensed 
to  practice  medicine  and  surgery  in 
Texas  now  have  the  opportunity  to  be- 
come members  of  the  Association  on 
the  same  basis  as  Doctors  of  Medicine. 
The  House  of  Delegates  approved  con- 
stitutional changes  permitting  osteo- 
paths to  apply  for  membership  through 
county  medical  societies,  and  osteo- 
paths will  be  considered  for  member- 
ship on  an  individual  basis  just  as  Doc- 
tors of  Medicine  are  considered.  The 
action  of  the  House  follows  a year  long 
study  of  a proposed  amendment  sub- 
mitted to  the  1971  House  of  Delegates. 

In  related  action,  the  delegates  sup- 
ported, in  principle,  proposals  by  Texas 
medical  schools  to  award  Doctor  of 
Medicine  degrees  to  Doctors  of  Osteo- 
pathy on  an  individual  basis.  Delegates 
encouraged  all  medical  schools  in  Tex- 
as to  develop  programs  through  which 
individual  DOs  might  qualify  for  the 
MD  degree. 

Continuing  medical  education 
Delegates  expressed  increasing  interest 
in  continuing  medical  education  for  all 
members  of  TMA.  They  observed  that 
self-developed  guidelines  for  continu- 
ing medical  education  are  necessary. 
They  further  charged  the  Council  on 
Medical  Education  and  Hospitals  to 
recommend  at  the  1973  session  of  the 
House  of  Delegates  suitable  goals  of 
achievement  in  continuing  medical  edu- 
cation efforts  of  members,  including 
documentation  of  these  achievements. 

Delegates  vigorously  opposed  legis- 
lation, however,  which  would  require 
continuing  education  for  relicensure. 
Membership  for  interns  and  residents 
Delegates  approved  two  policies  to  en- 
courage interns  and  residents  to  be- 
come members  of  the  Association. 

1.  Interns  and  residents  joining  the 
Association  will  be  granted  dues-free 
memberships. 

2.  House  staff  physicians  who  are 


serving  in  AMA-approved  training  pro- 
grams in  Texas  and  who  hold  institu- 
tional permits  from  the  Texas  State 
Board  of  Medical  Examiners  may  apply 
for  membership. 

Family  practice  programs 
Family  practice  training  programs  in 
Texas  received  considerable  attention 
from  the  delegates.  Recognizing  the 
shortage  of  primary  physicians  in  Tex- 
as, including  family  physicians,  the 
delegates  called  upon  medical  schools 
in  the  state  to  offer  more  opportunities 
for  training  family  physicians.  Dele- 
gates also  supported  approved  family 
practice  programs  in  other  areas  not 
associated  with  medical  schools. 

The  delegates  adopted  recommenda- 
tions by  1971-1972  President  Dr. 
James  H.  Sammons  calling  for  the  fol- 
lowing action: 

1.  A reevaluation  by  the  Council  on 
Medical  Education  and  Hospitals  of 
teaching  programs  of  Texas'  six  medi- 
cal schools  designed  to  graduate  those 
physicians  rendering  primary  care. 

2.  A concerted  reevaluation  by  sev- 
eral Association  councils  and  commit- 
tees of  the  role  that  the  TMA  should 
play  in  the  educational  process — both 
undergraduate  as  well  as  postgraduate. 

3.  A request  by  the  House  to  each 
of  the  six  schools  of  medicine  in  the 
state  to  upgrade  existing  divisions  of 
family  practice  to  departments  of  fam- 
ily medicine.  In  those  schools  without 
either,  such  a department  should  be 
immediately  developed.  It  should  be  as 
fully  financed  as  other  departments, 
with  full  staffs  and  with  appropriate 
teaching/learning  experience  for  their 
students. 

4.  To  cause  to  be  introduced,  at  the 
next  regular  appropriate  special  session 
of  the  Texas  Legislature,  legislation  to 
provide  grants,  loans,  or  scholarships 
to  students  who  wish  to  study  medi- 
cine and  who  agree  to  practice  medi- 
cine in  a rural  area  of  the  state.  An 
amendment  to  the  Texas  Constitution, 
approved  by  voters  in  1952,  permits 
such  legislation,  but  the  amendment 
has  never  been  implemented.  The  dele- 
gates further  requested  that  when  such 
legislation  has  been  enacted,  the  Gov- 
ernor be  requested  to  immediately  ap- 
point six  well-qualified  physicians  in 
the  primary  care  areas  to  begin  this 
program  at  once. 

Tax-financed  health  care  programs 
and  regulations 

The  House  of  Delegates  expressed  its 
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concern  over  certain  government  regu- 
lations in  several  areas  of  health  care 
that  it  feels  adversely  affect  the  pri- 
vate practice  of  medicine. 

Delegates  approved  a resolution  for 
submission  to  the  AMA  House  of  Dele- 
gates protesting  the  “fraud”  statement 
on  Medicaid  checks  which  delegates 
feel  is  discriminatory.  Delegates  recom- 
mended that  the  statement  now  being 
printed  on  the  back  of  Medicaid  checks 
be  printed  on  the  back  of  all  govern- 
ment checks  or  be  removed  from  the 
back  of  Medicaid  checks.  The  "fraud” 
statement  reads,  “I  understand  that 
endorsement  hereon,  or  deposit  to  the 
accounts  of  the  within  named  payee, 
is  done  with  the  understanding  that 
payment  will  be  from  federal  and  state 
funds  and  that  any  false  claims,  state- 
ments, or  documents,  or  concealment 
of  a material  fact,  may  be  prosecuted 
under  applicable  federal  or  state  laws.” 

The  House  further  expressed  con- 
cern that  patients  are  not  well  informed 
on  the  limitations  of  the  Medicaid  pro- 
gram and  asked  the  carrier  to  provide 
hospitals  with  appropriate  explanations 
of  the  regulations  to  patients  with  Med- 
icaid coverage.  The  House  adopted  the 
recommendation  of  Dr.  James  H.  Sam- 
mons asking  that  a pamphlet,  which 
could  be  made  available  in  physicians’ 
offices,  be  prepared  for  Medicaid  pa- 
tients explaining  to  them  what  services 
are  not  covered  under  the  program. 


Resolutions  regarding  the  AMA 
Delegates  also  debated  several  pro- 
posals regarding  membership  in  and 
the  organizational  structure  of  the 
American  Medical  Association.  By  a 94 
to  85  vote,  delegates  declined  to  ap- 
prove compulsory  AMA  membership  for 
all  members  of  TMA. 

Delegates  did,  however,  approve  a 
resolution  seeking  better  representa- 
tion of  the  medical  profession  and  uni- 
fication in  the  AMA.  They  instructed 
Texas  delegates  to  the  AMA  to  seek  an 
AMA  Constitution  and  Bylaws  change 
to  unify  state  medical  organizations 
and  specialty  organizations  within  the 
AMA  and  to  provide  proportionate  rep- 
resentation for  these  organizations  in 
the  AMA  House  of  Delegates. 

Penalty  for  first-offense  marijuana 
possession 

Delegates  supported  a resolution  call- 
ing for  reduction  of  the  penalty  for  pos- 
session of  marijuana  (first  offense) 
from  a felony  to  a misdemeanor. 

The  resolution  noted  the  stiff  penal- 
ties for  first-time  possession  of  mari- 
juana and  continued; 

“Whereas,  The  punishment  is  so  out 
of  proportion  to  the  offense  (as  com- 
pared to  other  abuses)  that  it  leads  to 
miscarriage  of  justice  in  many  cases. 
The  threat  of  such  severe  penalty 
should  be  more  appropriately  reserved 
for  repeated  misuse,  sale,  and  delivery; 
and 


Unanimously  approved  by  the  1972  House 
of  Delegates  was  the  nomination  of  Dr. 
Mario  E.  Ramirez  for  the  Association’s  Dis- 
tinguished Service  Award.  A family  practi- 
tioner in  Roma,  Dr.  Ramirez  is  a member  of 
the  AMA  Committee  on  Health  Care  of  the 
Poor  and  the  TMA  Council  on  Tax-Financed 
Health  Care  Programs.  He  is  also  currently 
serving  as  chairman  of  TMA’s  Special  Com- 
mittee on  Health  Care  of  the  Poor.  Active  on 
a local  level,  too.  Dr.  Ramirez  is  Starr  Coun- 
ty Judge.  He  will  be  presented  the  award  at 
the  Association’s  Conference  on  Medical 
Practice  which  is  scheduled  for  Sept.  23  of 
this  year  in  Austin. 

“Whereas,  The  laws  against  mari- 
juana possession  are  socially  unsound; 
therefore  be  it 

“Resolved,  That  the  House  of  Dele- 
gates of  the  Texas  Medical  Association 
call  upon  the  Governor  of  Texas  to  in- 
clude in  his  call  for  a July  19,  1972, 
special  session  of  the  Legislature,  legis- 
lation to  reduce  the  first  offense  pen- 
alty for  possession  of  marijuana  to  that 
of  a misdemeanor  . . .” 

The  resolution  further  added  that  a 
delay  in  consideration  of  this  problem 
could  result  in  the  “creation  of  a so- 
cially undesirable  blot  on  the  otherwise 
unblemished  records  of  young  imma- 
ture citizens  of  this  state  (as  well  as  of 
older  citizens).” 

Ad  hoc  committee  appointed 
The  delegates  authorized  an  ad  hoc 
committee  to  study  the  structure  and 
functions  of  TMA’s  Executive  Board 
and  to  make  appropriate  recommenda- 
tions on  the  matter  at  the  next  meet- 
ing of  the  House. 

The  House  of  Delegates  also  referred 
to  the  ad  hoc  committee  several  recom- 
mendations made  by  the  Committee  of 
Eleven,  a group  of  young  physicians 
appointed  by  the  Board  of  Trustees  to 
make  long-range  suggestions  regarding 
the  future  of  the  Association.  The  com- 
mittee called  for  more  aggressive  ac- 


Delegates  listen  intently  to  resolutions  and  reports  on  matters  of  utmost  importance  to 
medicine.  On  the  front  row  (from  left  to  right)  are  Dallas  physicians  Dr.  Don  G.  Harrel, 
a trustee  of  the  Association;  Dr.  J.  E.  Miller,  past  TMA  Distinguished  Service  Award  win- 
ner and  delegate  from  Texas  to  the  AMA;  and  Dr.  Elgin  O.  Ware,  Jr.,  a TEXPAC  board 
member. 
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tion  in  representing  members,  with  re- 
direction of  efforts  toward  public  rela- 
tions and  legislation  and  less  toward 
educational  pursuits  and  postgraduate 
education,  which  the  committee  felt 
were  being  fulfilled  by  specialty  or- 
ganizations. 

Matters  of  insurance 
Adopted  by  county  medical  society 
delegates  to  the  TMA  House  was  a 
resolution  citing  the  need  for  adequate 
health  insurance  coverage  for  the  first 
14  days  of  life.  Delegates  felt  that  this 
coverage  was  important  for  families 
and  should  be  offered  by  insurance 
companies. 

The  House  also  approved  a resolu- 
tion instructing  officers  of  TMA  to 
notify  all  members  that  Aetna  Life  and 
Casualty  Company  has  advised  some 
of  its  policyholders  that  Aetna  will  sup- 
port and  assist  policyholders  in  avoid- 
ing payment  of  fees  for  medical  ser- 
vices in  excess  of  the  amount  deter- 
mined allowable  by  the  company.  TMA 
trustees  were  instructed  to  give  moral 
and/or  legal  support  to  any  TMA  mem- 
ber confronted  with  the  situation.  Dele- 
gates considered  the  Aetna  action  a 
serious  violation  of  the  patient’s  con- 
tract with  his  physician. 

Director  of  research 
animal  facility  honored 

The  director  of  the  Research  Animal 
Facility  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
has  been  awarded  the  Distinguished 
Service  Award  of  the  American  Associa- 
tion for  Laboratory  Animal  Science. 

The  award  was  presented  in  recogni- 
tion of  the  many  years  of  leadership 
and  dedication  of  Dr.  Mervyn  B.  Starnes 
(DVM)  in  the  field  of  laboratory  animal 
medicine. 

Dr.  Starnes,  who  is  also  an  associate 
professor  of  microbiology,  joined  South- 
western’s faculty  in  1960.  At  South- 
western, he  has  contributed  substan- 
tially to  the  growth  of  biomedical  re- 
search and  has  been  engaged  in  the 
various  expansion  programs  of  the 
school. 

An  early  member  of  the  Animal  Care 
Panel,  which  later  became  the  American 
Association  for  Laboratory  Animal  Sci- 
ence, Dr.  Starnes  was  one  of  the  or- 
ganizing members  of  the  association’s 
Texas  branch.  He  has  served  as  presi- 
dent and  secretary-treasurer  of  the 
state  chapter. 


Emeritus  and  honorary 
TMA  members  named 

At  its  recent  session  in  San  Antonio, 
the  Texas  Medical  Association  House  of 
Delegates  elected  two  physicians  to 
emeritus  membership  in  the  Associa- 
tion and  approved  honorary  member- 
ships for  44  MDs. 

Receiving  emeritus  memberships  in 
recognition  of  their  exceptional  and  dis- 
tinguished service  to  scientific  or  or- 
ganized medicine  were  Drs.  J.  Layton 
Cochran  of  San  Antonio  and  George  R. 
Herrmann  of  Galveston. 

New  honorary  members,  who  were 
nominated  by  their  county  medical  so- 
ciety, included: 

Austin — Dr.  Judson  Harriss  Williams. 
Borger — Drs.  Milton  M.  Stephens  and 
Walton  G.  Stephens. 

Brenham — Drs.  Fred  H.  Hodde,  Roger 
E.  Knolle,  and  Otto  F.  Schoenvogel,  Sr. 
Canadian — Dr.  Ernest  H.  Morris. 
Cleburne — Dr.  Charlie  C.  Jowell. 
Colorado  City — Dr.  J.  Melvin  Crymes. 
Dallas — Drs.  Fred  S.  Brooksaler,  H. 
Frank  Carman,  Gaston  G.  Harrison,  May 


Agness  Hopkins,  Irene  T.  Nesbitt,  and 
Frank  A.  Selecman. 

El  Paso — Drs.  Erwin  J.  Cummins  and 
E.  W.  Rheinheimer. 

Fort  Stockton — Dr.  James  Franklin  Gip- 
son. 

Fort  Worth — Dr.  William  M.  Crawford. 
Grand  Prairie — Dr.  Charles  D.  Cupp. 
Hereford- — Dr.  Ralph  R.  Wills. 

Houston — Drs.  Valliant  C.  Baird,  Adam 
N.  Boyd,  Loyall  D.  Farragut,  Lyle  Hook- 
er, Harvey  L.  Kincaid,  Guy  E.  Knolle, 
Sr.,  Robert  H.  McMeans,  Sidney  G.  Ohl- 
hausen,  James  W.  Pope,  Cornelius 
Pugsley,  William  J.  Snow,  and  Joseph 
D.  Walker. 

Iowa  Park — Dr.  Gordon  G.  Clark. 

Italy — Dr.  A.  O.  Dykes. 

Liberty — Dr.  Russell  M.  Bellamy. 

Lufkin — Dr.  Jack  H.  Wade. 

McAllen — Dr.  John  Frederick  Lubben, 
Jr. 

Nacogdoches — Dr.  Stephen  B.  Tucker. 
Texarkana — Drs.  William  Hibbitts  and 
C.  A.  Smith. 

Tyler — Dr.  Jesse  Goldfeder. 

Waco — Drs.  Boyd  D.  Alexander  and 
Charles  Gray  Catto. 


TMA 

105  2! 
ANNUAL 
ESSION 


Dr,  John  D.  Martin  (left),  El  Paso  ophthalmologist  and  new  Vice-President  of  the  Texas 
Medical  Association,  congratulates  President-Elect  Dr.  Charles  B.  Dryden  (right),  Wichita 
Falls  urologist.  Dr.  Dryden,  who  is  currently  president  of  the  Texas  Urological  Society  and 
immediate  past  chairman  of  the  Association's  Board  of  Councilors,  will  take  office  next 
May  during  the  106th  Annual  Session  of  TMA.  Also  elected  to  Association  posts  during  the 
just-completed  Annual  Session  was  Dr.  Jack  B.  Lee  of  San  Antonio,  Speaker  of  the  House 
of  Delegates;  Dr.  Travis  Smith  of  Abilene,  Vice-Speaker  of  the  House  of  Delegates;  and 
Dr.  Joe  T.  Nelson  of  Weatherford,  member  of  the  TMA  Board  of  Trustees.  Dr.  John  Smith 
of  San  Antonio  was  reelected  chairman  of  the  Board  of  Trustees,  and  Dr.  Haden  E.  McKay 
of  Humble  will  serve  as  chairman  of  the  Board  of  Councilors  during  the  coming  year. 
Continuing  in  office  during  1972-1973  will  be  Dr.  Byron  P.  York  of  Houston,  Secretary  of 
the  Association,  and  Dr.  Charles  P.  Hardwicke  of  Austin,  TMA  Treasurer. 
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UPON 
CLOSE 
INSPECTION 
YOU  WILL 
FINO 


THE  TMA  INSURANCE  PROGRAM  HAS  THE 
MOST  COMPREHENSIVE  PLAN  AVAIL- 
ABLE. IN  ADDITION  TO  THIS  EXCELLENT 
PACKAGE  OF  BENEFITS  THE  ASSOCIA- 
TION MAINTAINS  A FULL  TIME  INSUR- 
ANCE OFFICE  TO  SERVE  YOU. 


Coverages  Available: 

• GROUP  LIFE  INSURANCE 

• LIFE  AND  MEDICAL  INSURANCE  FOR 
EMPLOYEES 

• INDIVIDUAL  LIFE  INSURANCE 

• DISABILITY  INCOME 

• OFFICE  OVERHEAD  EXPENSE 

• ACCIDENTAL  DEATH  AND  DISMEMBERMENT 

• MAJOR  MEDICAL 

For  Assistance  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

PHONE— 512/476-6551 

Underwritten  By 

Pmdential 
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Commencemenl-  day  arrives  for  AAD  candidates  in  Texas 

ing  the  third  and  the  last  small  class 


More  than  400  students  at  Texas  medi- 
cal schools  received  their  degrees  ear- 
lier this  month,  climaxing  years  of 
study  for  the  MD  degree. 

In  addition,  some  34  PhD  degrees 
and  eight  master  of  arts  degrees  were 
awarded  at  commencement  exercises. 

Graduation  day  for  the  class  of  1972 
came  on  Saturday,  May  27,  for  stu- 
dents at  Baylor  College  of  Medicine  in 
Houston;  on  Saturday,  June  3,  for  sen- 
iors at  The  University  of  Texas  Medical 
School  at  San  Antonio;  on  Monday, 
June  5,  for  graduates  of  The  University 
of  Texas  Southwestern  Medical  School 
at  Dallas;  and  on  Wednesday,  May  7, 
for  the  new  MDs  from  The  University 
of  Texas  Medical  Branch  at  Galveston. 

Speakers,  awards,  and  special  activi- 
ties at  the  various  schools  were  as  fol- 
lows: 

Baylor  College  of  Medicine,  Houston 
Graduates  of  Baylor  received  their  de- 
grees on  May  27  at  7:30  p.m.  in  Jesse 
H.  Jones  Hall  for  the  Performing  Arts 
in  downtown  Houston.  Special  speakers 
for  the  commencement  were  Paul  Rog- 
ers, member  of  Congress  from  the 
State  of  Florida,  and  senior  class  presi- 
dent William  Henrich.  The  Oath  of  Hip- 
pocrates was  administered  to  the  med- 
ical graduates  by  Dr.  Temple  Williams, 
associate  professor  of  medicine  and 
microbiology. 

Baylor’s  president  Dr.  Michael  E. 
DeBakey  awarded  the  MD  degree  to  84 
senior  medical  students,  and  13  grad- 
uate students  received  their  PhD  de- 
grees. Kenneth  Ball,  a member  of  the 
senior  class  who  died  on  Dec.  19,  1971, 
was  presented  the  MD  degree  posthu- 
mously. 

Special  awards  (not  available  at 
press  deadline  for  Texas  Medicine)  were 
made,  and  14  seniors  were  elected  to 
Alpha  Omega  Alpha  honorary  medical 
fraternity.  New  fraternity  members  in- 
clude Edward  Balsinger,  Lanny  Garth 
Close,  James  Lowell  Cook,  John  Fran- 
cis Irwin,  David  Alan  Ott,  Leslie  Glenn 
Pool,  Jeffrey  William  Rohifing,  Scott 
Sanford,  William  Terry  Siebert,  Robert 
Keith  Wilson,  Mark  Robert  Wolf,  David 
Vance  Wray,  Nelda  Ann  Park  Wray,  and 
Gene  Erwin  Wyll. 

UT  San  Antonio 

The  first  class  to  complete  four  years 
of  medical  education  at  UT  San  An- 
tonio received  diplomas  at  8 p.m.  on 
June  3 in  the  James  B.  Laurie  Auditor- 
ium at  Trinity  University  in  San  An- 
tonio. Seventy-one  seniors,  represent- 


to  be  graduated  from  the  school,  were 
awarded  their  MD  degrees  at  the  cere- 
monies. Three  PhD  candidates,  who 
had  already  completed  their  academic 
work  at  the  school,  were  graduated  in 
absentia. 

The  Rev.  George  W.  Bailey,  father  of 
graduating  senior  David  T.  Bailey,  gave 
the  invocation  at  the  commencement 
exercises.  Then,  upon  the  request  of 
the  graduates.  Dean  F.  Carter  Pannill 
made  the  commencement  address.  Dr. 
Pannill  also  administred  the  Physi- 
cian's Oath.  One  graduating  senior, 
Sharon  Kay  Muenchow  of  Houston, 
who  is  an  accomplished  organist, 
played  the  "Triumphal  March”  from 
Verdi’s  "Aida”  for  the  traditional  pro- 
cessional. Also  speaking  to  graduates 
was  senior  class  president  Gerald  C. 
Moore  of  San  Antonio. 

According  to  associate  dean  Dr.  Fred 
M.  Taylor,  no  students  were  selected 
for  honors  or  awards.  This  elimination 
of  awards  and  honors  at  graduation  is 
a pattern  established  and  requested  by 
the  graduates  themselves  for  the  past 
three  years,  reports  Dr.  Taylor. 

Other  graduation  activities  included 
a junior-senior  class  skit,  a dinner- 
dance,  class  picnic,  cocktail  party,  and 
dean’s  reception  for  graduates  and 
their  families. 

Southwestern  Medical  School,  Dallas 
Commencement  exercises  at  South- 
western Medical  School  were  held  on 
June  5 in  McFarlin  Auditorium  on  the 
campus  of  Southern  Methodist  Univer- 
sity. Receiving  diplomas  were  the  102 
candidates  for  the  MD  degree  and  13 
who  completed  the  requirements  for  a 
PhD  degree. 

Addresses  were  given  by  Dr.  Bryan 
Williams,  associate  dean  for  student 
affairs  at  Southwestern,  and  James 
Douglas  Waltner,  president  of  the 
school’s  1972  graduating  class.  Dr. 
Paul  C.  MacDonald,  chairman  of  South- 
western’s department  of  obstetrics  and 
gynecology,  administered  the  Physi- 
cian’s Oath  to  the  graduates. 

In  addition  to  formal  commencement 
exercises.  Dean  Charles  C.  Sprague 
hosted  a reception  for  students  and 
their  families  in  the  Skillern  Student 
Union  on  the  medical  school  campus 
at  3 p.m.  on  June  5. 

Several  Southwestern  seniors  were 
named  recipients  of  awards  and  schol- 
arships. These  included:  Stephen  Louis 
Aronoff,  Pfizer  Laboratories  Scholar- 


ship; Clement  Jerry  Kovar,  II,  and 
Stephen  Louis  Aronoff,  Dr.  Cecil  E. 
Bassett,  Jr.,  Memorial  Scholarship; 
Michael  John  Buchele,  Clement  Jerry 
Kovar,  M,  Robert  Dean  Niemeyer,  and 
Joseph  Earl  Davis,  Jr.,  Dallas  County 
Medical  Society  Scholarships;  Billy  Nick 
Griffin,  Dallas-Fort  Worth  Obstetric  and 
Gynecologic  Society  Award;  Joseph  Earl 
Davis,  Jr.,  Roche  Laboratories  Award; 
and  James  Douglas  Waltner,  Upjohn 
Co.  Senior  Achievement  Award. 

Receiving  State  of  Texas  Merit  Schol- 
arships were  the  following  students: 
Stephen  Louis  Aronoff,  Michael  John 
Buchele,  Charles  Raymond  Cramer,  Jo- 
seph Earl  Davis,  Jr.,  Gary  Edd  Fish, 
Jon  Stephen  Golden,  Clark  Red  Gregg, 
Andrew  Scott  Grivas,  Jr.,  William  Rich- 
ard Keane,  Clement  Jerry  Kovar,  II, 
William  Massello,  III,  Robert  Dean 
Niemeyer,  and  David  James  Pillow. 

Four  graduates — William  Arthur  Free- 
born, Samuel  Philip  Marynick,  Kermit 
Vincent  Speeg,  and  Alan  Craig  Swann 
— were  recognized  for  their  efforts  in 
Southwestern’s  Student  Research  For- 
um program. 

New  Alpha  Omega  Alpha  honorary 
medical  fraternity  members  were  Ste- 
phen Louis  Aronoff,  James  Baumgart- 
ner, Hal  Browning  Boone,  Michael  John 
Buchele,  Joseph  Earl  Davis,  Jr.,  Gary 
Edd  Fish,  Jon  Stephen  Golden,  Billy 
Nick  Griffin,  Andrew  Scott  Grivas,  Jr., 
William  Mark  Hamilton,  William  Richard 
Keane,  Clement  Jerry  Kovar,  II,  Samuel 
Philip  Marynick,  William  Massello,  III, 
Robert  Dean  Niemeyer,  David  James 
Pillow,  and  William  Sterling  Vance. 

The  Ho  Din  Award  of  Southwestern 
Medical  Foundation,  the  highest  award 
in  recognition  of  "medical  wisdom  and 
human  understanding,”  was  also  an- 
nounced. (The  name  of  the  Ho  Din 
Award  recipient  was  not  available  to 
Texas  Medicine  by  press  deadline.) 

UT  Medical  Branch,  Galveston 
Conferring  of  degrees  upon  the  gradu- 
ates of  the  UT  Medical  Branch  took 
place  at  8:15  p.m.  on  June  7 on  the 
mall  of  the  Moody  Medical  Library. 

Special  speaker  for  the  occasion  was 
Dr.  Sherman  M.  Mellinkoff,  dean  of  the 
University  of  California  School  of  Medi- 
cine. Also  participating  in  commence- 
ment ceremonies  were  Dr.  Melvyn  H. 
Schreiber,  UTMB  professor  of  radiology, 
who  administered  the  Hippocratic  Oath, 
and  Dr.  Joe  T.  Nelson  of  Weatherford, 
who,  as  a member  of  the  UT  System 
board  of  regents,  conferred  degrees 
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Medical  schools  scrutinizing  (and  some 
adopting)  three-year  curriculum  plans 


upon  the  seniors. 

In  addition  to  the  151  MD  degree 
candidates  in  the  1972  graduating  class 
at  the  Medical  Branch,  the  school 
awarded  master  of  arts  degrees  to  eight 
students  and  PhDs  to  five  seniors. 

Graduation  day  activities  also  includ- 
ed a reception  for  graduating  students 
and  their  families,  an  honors  and 
awards  convocation,  and  the  announce- 
ment of  1972  Ashbel  Smith  Distin- 
guished Alumni  Award  winners  at  the 
commencement  exercises. 

The  following  awards  were  presented 
to  UTMB  students  on  June  7 (names  of 
recipients  were  not  available  at  Texas 
Medicine’s  deadline):  Eugene  L.  Porter 
Memorial  Award,  Singleton  Surgical 
Award,  Jimmy  Doyle  Dickens  Memorial 
Award,  Upjohn  Medical  Achievement 
Award,  Roche  Award,  Medical  Student 
Research  Award,  Mu  Delta  Honorary 
Medical  Service  Society  Scholarships, 
Isabella  H.  Brackenridge  Scholarship 
for  Women,  Johanna  Blumel  Memorial 
Scholarship,  Joseph  B.  Kass  Award  for 
Research,  Borden  Undergraduate  Re- 
search Award,  William  N.  and  Ida  Zinn 
Alpha  Omega  Alpha  Award,  Sigma  Xi 
Research  Awards,  Jimmy  Dickens  Me- 
morial Faculty  Award,  Student  Ameri- 
can Medical  Association  Golden  Apple 
Awards,  James  W.  Powers  Memorial 
Award,  the  Nicholas  and  Katherine 
Leone  Award  for  Administrative  Excel- 
lence, and  the  Gold-Headed  Cane 
Award, 

This  year  marked  the  82nd  annual 
commencement  from  the  Medical 
Branch,  the  oldest  medical  school  in 
the  state. 

Funds  given  for  projects 
of  UTMSSA  professors 

Two  faculty  members  in  the  depart- 
ment of  pediatrics  at  The  University  of 
Texas  Medical  School  at  San  Antonio 
have  recently  received  grants  enabling 
them  to  pursue  special  projects,  re- 
ports Dr.  Stanley  E.  Crawford,  profes- 
sor and  chairman  of  the  school’s  de- 
partment of  pediatrics. 

An  American  Heart  Association  grant 
of  $5,030  has  been  awarded  to  Dr.  J. 
B.  Norton,  assistant  professor  of  pedi- 
atrics, for  support  of  his  project  en- 
titled “Ventricular  Function  in  Experi- 
mental Pulmonic  Stenosis.” 

Dr.  William  T.  Kniker,  professor  of 
pediatrics,  also  received  a $22,000 
grant  from  the  Department  of  Health, 
Education,  and  Welfare.  His  research 
project  deals  with  pathogenic  mechan- 
isms in  chronic  nephritis. 


Administrators  and  faculty  members  in 
Texas  medical  schools,  like  those  in 
schools  across  the  entire  nation,  have 
been  debating  the  advantages  and  dis- 
advantages of  the  three-year  versus 
four-year  curricula  for  some  time  now, 
and  many  have  reached  a decision  on 
the  matter. 

At  present,  four  of  the  five  schools 
in  operation  in  the  state  have  decided 
to  adopt  some  form  of  the  three-year 
curriculum,  and  the  fifth  school,  which 
is  seriously  considering  the  matter,  will 
probably  make  a decision  by  the  time 
this  report  is  published. 

The  schools  that  have  elected  to 
provide  students  with  the  opportunity 
to  complete  their  medical  studies  in 
three  years  are  The  University  of  Texas 
Medical  Branch  at  Galveston,  Baylor 
College  of  Medicine  in  Houston,  The 
University  of  Texas  Medical  School  at 
San  Antonio,  and  The  University  of 
Texas  Medical  School  at  Houston.  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas  is  currently  mak- 
ing a decision  regarding  a three-year 
curriculum,  and  Texas  Tech  University 
School  of  Medicine  in  Lubbock,  which 
will  admit  its  first  students  in  the  fall 
of  this  year,  has  designed  a 12-month 
school  year  curriculum  with  a degree 
of  flexibility  that  will  allow  students  to 
proceed  from  high  school  graduation  to 
medical  school  graduation  in  six  years 
without  a reduction  of  educational 
quality. 

Background 

At  the  end  of  last  year,  the  American 
Medical  Association  reported  that  great 
changes,  perhaps  the  most  extensive 
in  half  a century,  have  been  occurring 
in  medical  school  curricula.  The  AMA’s 
Council  on  Medical  Education  noted  in 
its  71st  annual  report  on  medical  edu- 
cation that  as  of  November,  1971,  at 
least  one-third  of  US  medical  schools 
allowed  students  to  graduate  with  their 
MD  degrees  in  three  years.  It  was  es- 
timated that  by  1973,  half  may  provide 
a three-year  program. 

Emphasis  throughout  discussion  of 
a three-year  curriculum  has  been  on 
preserving  the  quality  of  education  and 
not  sacrificing  needed  instruction  in 
basic  knowledge,  while  lessening  the 
cost  of  a medical  education  and  per- 
mitting the  individual  student  to  enter 
medical  practice  earlier. 

Most  students,  report  officials  of 


schools  with  three-year  programs,  have 
responded  favorably  to  the  shortened 
study  time.  But  some  have  questioned 
the  wisdom  of  cutting  off  a year  of 
instruction.  Others  have  complained 
that  lack  of  vacation  time  has  ad- 
versely affected  extracurricular,  medi- 
cal-oriented programs  which,  in  the 
past,  the  students  have  participated  in 
during  the  summer  months. 

One  example  of  this  latter  situation 
is  the  Medical  Education  and  Com- 
munity Orientation  (MECO)  program 
sponsored  by  the  Student  American 
Medical  Association,  which  has  been 
endorsed  by  the  Texas  Medical  Asso- 
ciation and  is  in  its  second  year  in 
Texas.  Such  programs  as  MECO,  report 
students,  permit  a practical,  realistic 
approach  to  community  medicine, 
which  many  students  feel  is  valuable 
in  addition  to  their  formal  medical 
school  training.  But,  because  there  is 
generally  no  provision  in  the  three- 
year  curriculum  for  vacation  time, 
there  is  therefore  no  time  for  programs 
such  as  MECO.  Some  have  suggested 
that  allowing  students  who  participate 
in  such  programs  to  obtain  elective 
credit  for  their  work  would  be  one  way 
of  retaining  such  worthwhile  non-med- 
ical school  experiences. 

Despite  these  and  other  problems 
that  have  been  raised,  the  three-year 
curriculum  generally  has  been  gaining 
favor  for  a variety  of  reasons  and,  as 
stated  previously,  has  been  adopted  by 
many  medical  schools.  Texas  medical 
schools  report  the  following  on  their 
feelings  toward  and  experiences  with  a 
three-year  curriculum. 

UT  Medical  Branch 

UTMB  adopted  a new  curriculum  per- 
mitting graduation  in  three  years  and 
implemented  it  with  the  entering  class 
of  September,  1970.  The  curriculum 
was  implemented  in  order  to  better 
meet  the  needs  of  medical  education 
and  the  objectives  formulated  by  the 
faculty  of  medicine. 

Dr.  Richard  F.  Timmer,  associate 
dean  of  medicine  and  coordinator  of 
curriculum  affairs,  reports  that  an 
evaluation  is  presently  being  made  of 
attitudes  toward  the  curriculum  as  it 
is  being  implemented.  "Although  both 
student  and  faculty  opinions  vary  wide- 
ly, we  are  finding  general  acceptance 
of  the  new  curriculum,”  he  said.  "With 
further  experience  in  implementing  the 
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curriculum,  we  are  identifying  some 
specific  problems  and  in  many  cases 
have  already  started  modification  of 
specific  courses.  Only  after  completion 
of  the  first  class  with  the  new  curri- 
culum will  we  be  able  to  fully  evaluate 
its  acceptance.” 

The  new  curriculum  at  Galveston 
consists  of  the  following  elements:  60 
weeks  (four  15-week  sections)  of  the 
basic  science  core,  10  weeks  of  intro- 
duction to  clinical  medicine,  and  48 
weeks  of  the  clinical  core  (a  rotation 
through  12  weeks  of  internal  medicine, 
12  weeks  of  surgery,  8 weeks  of  obstet- 
rics, 8 weeks  of  pediatrics,  and  8 weeks 
of  psychiatry).  The  student  may  then 
elect  to  receive  his  MD  degree  at  the 
end  of  three  calendar  years  if  all  cri- 
teria for  graduation  have  been  satisfied 
or  to  follow  a fourth-year  “track”  pro- 
gram. The  track  programs  consist  of  48 
weeks  of  a clinical  clerkship;  programs 
are  career  oriented  in  either  medical- 
surgical  specialties,  family  practice,  or 
academic  medicine-medical  research. 
Baylor  College  of  Medicine 
Like  the  Medical  Branch,  Baylor  Col- 
lege of  Medicine  instituted  its  new 
curriculum  in  September,  1970.  Asso- 
ciate dean  Dr.  Edward  Lynch  explained 
that  the  three-year  program  is  optional 
and  offers  four  major  advantages: 

1.  “The  option  to  complete  the  re- 
quirements for  the  MD  degree  in  three 
calendar  years. 

2.  “An  increased  amount  of  time 
available  to  enroll  in  elective  courses 
or  clerkships  which  the  student  be- 
lieves particularly  relevant  to  his  ca- 
reer goals. 

3.  “Greater  flexibility  in  planning 
the  sequence  of  his  clinical  activity. 

4.  “A  shorter  period  of  time  in  the 
basic  sciences  coupled  with  the  oppor- 
tunity to  return  later  in  medical  school 
after  clinical  clerkships  to  courses  of  his 
own  selection  in  the  basic  sciences.” 

Associate  dean  Lynch  outlined  Bay- 
lor’s program  this  way:  “Each  student 
must  satisfactorily  complete  12  quar- 
ters of  academic  work  to  qualify  for 
the  MD  degree.  The  first  quarter  is  12 
weeks  in  duration;  each  subsequent 
quarter  is  11  weeks.  If  the  12  quar- 
ters are  taken  consecutively,  the  stu- 
dent will  complete  his  studies  in  about 
35  months.  The  first  four  quarters 
must  be  taken  consecutively.  There- 
after, the  student  may  upon  his  own 
option  intersperse  vacation  quarters 
between  quarters  of  academic  work. 
By  so  doing,  he  will  graduate  in  four 
years  rather  than  three  years.” 


The  first  four  quarters  consist  prin- 
cipally of  the  core  basic  sciences  and 
introductory  clinical  sciences.  Most  of 
the  first  two  quarters  are  devot- 
ed to  study  of  gross  anatomy, 
microscopic  anatomy,  biochemistry, 
physiology,  neurosciences,  and  psychi- 
atry. During  the  third  and  fourth  quar- 
ters, the  student  enrolls  in  pathology, 
microbiology,  pharmacology,  clinical 
sciences,  epidemiology,  and  human  de- 
velopment. 

The  remaining  eight  quarters  are 
divided  into  five  quarters  of  core  clini- 
cal clerkships  and  three  quarters  of 
elective  courses.  The  student  deter- 
mines the  sequence  in  which  he  ro- 
tates through  the  five  clinical  clerk- 
ships: medicine,  obstetrics-gynecology, 
pediatrics,  surgery,  and  psychiatry-neu- 
rology. He  may  then  select  from  more 
than  400  elective  courses.  “These  elec- 
tive courses,”  said  Dr.  Lynch,  “span 
a wide  variety  of  endeavors  including 
lecture  courses  and  seminars  in  the 
basic  sciences,  research  work  in  basic 
sciences  or  clinical  areas,  laboratory 
work,  clinical  clerkships,  externships, 
and  lectures  and  seminars  given  by 
clinical  departments.  The  student  may 
take  one  quarter  of  elective  courses  at 
another  medical  institution  outside  of 
Houston.” 

According  to  Dr.  Lynch,  the  new 
curriculum  has  been  reasonably  well 
accepted  by  the  faculty  and  students. 
He  added  that  not  every  medical  stu- 
dent wishes  to  graduate  in  three  years. 
“Approximately  70%  to  80%  will  take 
this  option,  but  the  remainder  will 
likely  elect  to  do  their  medical  studies 
in  four  years,”  he  noted. 

UT  San  Antonio 

This  month  marks  the  beginning  of  the 
new  three-year  plan  of  UT  San  Antonio. 
Students  will  begin  their  study  of  mo- 
lecular, cellular,  and  system  sciences 
on  June  29. 

The  curriculum  plan  at  San  Antonio 
offers  the  student  the  option  of  going 
three  or  four  years  before  obtaining  his 
MD  degree.  If  he  chooses  the  three- 
year  plan,  he  will  spend  approximately 
28  weeks  studying  basic  sciences  un- 
der the  general  heading  of  molecular, 
cellular,  and  system  sciences  and  an- 
other approximately  34  weeks  in  a 
course  of  study  related  to  system  and 
clinical  sciences  (with  provision  for  a 
three-week  vacation).  The  student  will 
then  spend  a total  of  49  weeks  in  the 
study  of  various  clinical  disciplines — 
specifically,  7 weeks  in  psychiatry,  14 
weeks  in  medicine,  7 weeks  in  pediat- 


rics, 7 weeks  in  surgery,  7 weeks  in 
surgical  specialties,  and  7 weeks  in  ob- 
stetrics and  gynecology.  He  will  finish 
his  medical  school  study  with  28  weeks 
of  career-oriented  electives. 

Since  the  program  has  not  been  in 
operation  yet,  there  is,  of  course,  no 
way  to  evaluate  the  curriculum  in 
terms  of  student  and  faculty  attitude 
towards  it. 

UT  Houston 

The  UT  Medical  School  at  Houston 
was  designed  with  a three-year  curri- 
culum. According  to  Dr.  Robert  L.  Tut- 
tle, the  school’s  associate  dean  for  ac- 
ademic affairs,  “The  rationale  for  this 
decision  was  based  on  the  fact  that 
an  additional  year  of  productivity  is 
added  to  the  life  of  each  graduate.” 

“In  addition,”  he  said,  "we  plan,  at 
a later  date,  to  develop  a coordinated 
program  with  undergraduate  colleges 
and  universities  to  make  it  possible  for 
some  students  to  complete  the  require- 
ments for  the  MD  degree  in  five  to 
six  calendar  years  after  graduation 
from  high  school,  a measure  which 
will,  even  further,  increase  the  produc- 
tive years.” 

Dr.  Tuttle  explained  that  the  school’s 
educational  program  consists  of  12  11- 
week  instructional  quarters,  with  ap- 
proximately two  months  of  vacation 
time  provided  each  calendar  year. 

The  first  half  of  the  curriculum  is 
devoted  to  the  basic  and  applied  bio- 
medical sciences  that  the  student  will 
need  to  learn  in  preparation  for  the 
clinical  clerkships  that  comprise  the 
seventh,  eighth,  and  ninth  quarters  of 
the  12-quarter  program.  During  the 
first  six  quarters,  “learning  experiences 
are  presented  as  core  and  interdisci- 
plinary courses  by  appropriate  mem- 
bers of  the  faculty  working  as  teaching 
teams,”  said  the  associate  dean. 

As  the  student  progresses  in  his 
studies,  he  is  introduced  to  clinical 
skills  such  as  interviewing,  history-tak- 
ing, and  performance  of  physical  and 
mental  status  examinations. 

“Similarly,”  explained  Dr.  Tuttle, 
“he  is  given  the  opportunity  to  become 
proficient  in  working  with  the  more 
common  laboratory  procedures  and 
manipulating  the  resultant  data”  by 
working  approximately  three  half-days 
per  week  with  faculty  members  in  their 
laboratories. 

During  this  portion  of  the  curricu- 
lum, the  student  will  also  be  exposed 
to  appropriate  material  from  the  be- 
havioral and  social  sciences,  as  well 
as  being  offered  opportunities  to  be- 
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come  familiar  with  the  realities  and 
problems  of  human  medicine  and  fam- 
ily practice. 

In  the  next  three  quarters,  the  stu- 
dent will  be  assigned  a series  of  clas- 
sic clerkships  in  medicine,  community 
medicine,  pediatrics,  psychiatry,  sur- 
gery, and  reproductive  biology. 

The  final  three  quarters  in  UTMSH’s 
12-quarter  program  consist  of  a series 
of  track  options.  Track  programs  avail- 
able include  family  practice,  specialty 
practice,  social  and  community  medi- 
cine, and  behavioral  science  and  med- 
ical research.  Said  Dr.  Tuttle  of  this 
phase  of  the  curriculum,  “In  consulta- 
tion with  faculty  advisors,  each  student 
devises  an  educational  sequence  that 
relates  specifically  to  his  ultimate  ca- 
reer goals  and  to  his  postgraduate  ed- 
ucational plans.  Participation  in  one  of 
these  track  options  will  enable  the  stu- 
dent to  demonstrate  the  acquisition  of 
some  expertise  in  an  area  of  practice 
or  scientific  activity  as  a requirement 
for  receiving  the  Doctor  of  Medicine 
degree.” 

“This  is  a ‘compressed,’  rather  than 
‘shortened’  curriculum,”  emphasized 
the  associate  dean. 

As  the  first  class  of  students  to  be 
enrolled  on  the  Houston  campus  ar- 
rived only  last  June  and  another  class 
of  students  who  were  accepted  into  the 
school  but  took  their  basic  science 
work  at  another  UT  System  institution 
came  only  this  month,  there  has  been 
little  opportunity  to  fully  evaluate  the 
three-year  program.  “At  this  early 
date,  we  have  no  evidence  that  either 
faculty  or  students  are  dissatisfied,” 
reported  Dr.  Tuttle. 

A look  to  the  future 

Southwestern  Medical  School,  the  only 
UT  System  school  not  currently  im- 
plementing a three-year  curriculum, 
will  announce  a decision  on  the  matter 
soon  (if  they  have  not  already  done 
so).  Dr.  F.  Douglas  Lawrason,  asso- 
ciate dean  for  academic  affairs  at 
Southwestern,  reported  on  May  24  that 
a faculty  committee  has  been  carefully 
considering  the  feasibility,  advantages, 
disadvantages,  et  cetera,  of  a three- 
year  curriculum.  According  to  Dr.  Law- 
rason, a report  on  the  committee’s 
findings  was  to  have  been  made  to 
Dean  Charles  C.  Sprague  in  early 
June. 

Thus,  all  of  the  medical  schools  in 
Texas,  in  an  attempt  to  provide  the 
state  and  the  nation  with  more,  high- 
ly competent  physicians,  have  been 
sharply  aware  of  the  current  trends  in 


medical  education,  maintaining  an 
alertness  to  the  matters  at  hand  and 
responding  with  constructiveness  to 
the  problems  facing  medical  education 
today. 

E.  W.  Bertner  chair 
established  at  Baylor 

Creation  of  the  Ernst  William  Bertner 
Chair  in  Obstetrics  and  Gynecology  was 
announced  recently  by  L.  F.  McCollum, 
chairman  of  the  board  of  trustees  of 
Baylor  College  of  Medicine,  and  the 
Rev.  J.  Milton  Richardson,  chairman  of 
the  board  of  St.  Luke’s  Episcopal  Hos- 
pital, both  located  in  Houston. 

The  Bertner  chair  was  established  in 
memory  of  Dr.  E.  W.  Bertner,  one  of 
the  founders  and  the  first  president  of 
the  Texas  Medical  Center,  through  a 
gift  from  the  Bertner  Foundation.  The 
endowed  chair  will  provide  $40,000  a 
year  for  the  support  of  the  chairman 
of  Baylor’s  department  of  obstetrics 
and  gynecology  as  chief  of  the  obstet- 
rics and  gynecology  service  at  St. 
Luke’s  Hospital. 

The  Bertner  chair  is  the  seventh  en- 
dowed chair  created  during  the  $30 
million  endowment  campaign  which 
the  college  concluded  this  past  March. 

In  accepting  the  gift,  Mr.  McCollum 
said,  “This  outstanding  gift  is  further 
evidence  of  the  great  cooperative  en- 
deavor that  exists  between  Baylor  Col- 
lege of  Medicine  and  St.  Luke’s  Epis- 
copal Hospital.  These  two  institutions, 
working  together  in  providing  health 
services  for  the  women  of  this  city  and 
state,  will  continue  to  bring  outstand- 
ing medical  care  to  an  ever-increasing 
number  of  women.  We  are  indeed 
grateful  to  the  trustees  of  the  Bertner 
Foundation  for  this  gift  and  honored  to 
announce  a chair  which  is  named  for 
Dr.  Bertner,  a distinguished  citizen  and 
physician.” 

Pediatrics  study  funded 

The  National  Tuberculosis  and  Respir- 
atory Disease  Association  has  awarded 
a $12,000  grant  to  Dr.  Jerry  J.  Eller, 
an  assistant  professor  of  pediatrics  at 
the  University  of  Texas  Medical  School 
at  San  Antonio. 

Dr.  Stanley  E.  Crawford,  chairman 
of  the  school’s  department  of  pediat- 
rics, reports  that  the  funds  will  be  used 
to  support  Dr.  Eller’s  project,  “Charac- 
terization of  the  Pattern  and  Magnitude 
of  the  Total  Cellular  and  Antibody  Im- 
mune Response  in  the  Respiratory 
Tract  Following  Initial  Challenge  with 
Viral  Mycobacterial  Antigens.” 


Awards  go  to  exhibitors 
at  1972  Annual  Session 

Scientific  exhibitors  and  artists  were 
honored  at  the  Association’s  105th  An- 
nual Session  for  their  outstanding  dis- 
plays. 

Winners  of  the  Aesculapius  Award, 
which  is  presented  to  the  Texas  physi- 
cians displaying  the  most  outstanding 
exhibit,  were  Drs.  Byron  J.  Bailey  and 
Gary  L.  Schechter  of  Galveston. 

Other  winners  among  the  scientific 
exhibits  included: 

Group  1 — Individual  Exhibits:  first.  Im- 
mediate Revascularization  of  the  Heart, 
Drs.  Ben  F.  Mitchel,  Jr.,  Maurice  Adam, 
Cary  J.  Lambert,  and  Gerald  F.  Geisler, 
Dallas;  second.  The  Wedge  Shaped  Var- 
iable Height  Tibial  Plateau  Prosthesis 
for  Knee  Arthroplasty,  Dr.  Bernard  E. 
McConnell,  Greenville;  and  third.  Sur- 
gical Management  of  Cardiovascular 
Disease,  Dr.  Hector  A.  Escamilla,  San 
Antonio. 

Group  2 — Group  Exhibits:  first,  Self- 
Evaluation  in  Radiology,  Drs.  Peter 
Zanca,  Robert  Waggener  (PhD),  Michael 
Howard,  Ben  Logan,  and  Manuel  Las- 
tra.  The  University  of  Texas  Medical 
School  at  San  Antonio;  second.  Maxillo- 
facial Prosthetics,  Drs.  Joe  B.  Drane 
(DDS)  and  Victor  Matalon  (DDS),  The 
University  of  Texas  Dental  Branch  at 
Houston  and  M.  D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston;  and 
third.  Management  of  Crushing  Injuries 
to  the  Hand,  Drs.  Royce  C.  Lewis,  Jr., 
and  J.  Ted  Hartman,  Texas  Tech  Uni- 
versity School  of  Medicine,  Lubbock. 
Group  3 — Institutional  Exhibits:  first, 
“Fifteen  Years’  Experience  with  Dacron 
Vascular  Prostheses,”  Drs.  Michael  E. 
DeBakey,  George  P.  Noon,  Malcolm  B. 
Daniell,  George  L.  Jordan,  and  Harlan 
J.  Spjut,  Baylor  College  of  Medicine, 
Houston;  second,  Vestibulography  and 


This  popular  exhibit,  Self-Evaluation  in  Ra- 
diology, was  a first-place  winner  in  the  group 
exhibit  category.  It  was  authored  by  several 
UT  San  Antonio  faculty  members. 
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the  Dizzy  Patient,  Drs.  R.  Ray  Battin 
(PhD)  and  H.  E.  Maddox,  III,  and  Su- 
zanne Somerville  (MS),  Houston;  and 
third.  Immunofluorescence  in  Cutane- 
ous Disease,  Drs.  Samuel  F.  Bean  and 
Laurence  M.  David,  Baylor  College  of 
Medicine,  Houston. 

Group  4 — Educational-Promotional  Ex- 
hibits: first.  Space  Program  Benefits, 
NASA  Biomedical  Applications  Team 
and  American  Institute  of  Aeronautics 
and  Astronautics;  second.  Community 
Emergency  Medical  Services,  Harris 
County  Medical  Society,  Houston;  and 
third.  The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences,  Division 
of  Continuing  Education,  Dr.  Grant  Tay- 
lor, Houston. 

In  addition  to  the  awards  for  scien- 
tific exhibits,  prizes  were  given  for  the 
best  entries  in  the  Physicians’  and 
Wives’  Art  Exhibit  at  the  1972  Annual 
Session.  Some  22  creative  MD’s  and 
wives  of  physicians  won  honors  for 
their  works.  Dr.  Henry  H.  Moore,  Jr., 
of  Seguin  won  the  best-of-show  award 
for  his  modern  painting,  "The  Park  Be- 
hind the  Picket  Fence.’’ 

Winners  by  category  were: 

Oil  or  acrylic  paintings — classical:  first, 
"San  Antonio”  by  Mrs.  C.  A.  (Kathleen) 
McFadden,  Abilene;  second,  "Oranges 
in  a Sugar  Bowl”  by  Mrs.  E.  A.  (Mild- 
red) Maxwell,  Dallas;  third,  "Woman” 
by  Mrs.  John  Q.  (Doretta)  Gilchrist, 
Woodville;  and  honorable  mention, 
“Untitled”  by  Dr.  George  D.  Reeves, 
San  Antonio. 

Oil  or  acrylic  paintings — modern:  first, 
"The  Park  Behind  the  Picket  Fence” 
by  Dr.  Henry  H.  Moore,  Jr.,  Seguin; 
second,  "Fire  Plug”  by  Mrs.  A.  A. 
(Judy)  Urrutia,  San  Antonio;  third, 
“Brown  Bottle  and  Onions”  by  Mrs. 
Edwin  F.  (Barbara)  Goodall,  Brecken- 
ridge;  and  honorable  mention,  "Going 
Nowhere”  by  Mrs.  Waid  (Jean)  Rogers, 
San  Antonio. 

Watercolor:  first,  "The  Fourth  Dimen- 
sion” by  Mrs.  John  Q.  (Doretta)  Gil- 
christ, Woodville;  second,  "Mari”  by 
Mrs.  Albert  W.  (Helen)  Rogers,  San 
Antonio:  third,  “Oil  Well  Christmas 
Tree”  by  Mrs.  A.  A.  (Judy)  Urrutia,  San 
Antonio:  and  honorable  mention,  "Oc- 
tober” by  Mrs.  C.  A.  (Kathleen)  Mc- 
Fadden, Abilene. 

Classical  sculpture:  first,  “Robin”  by 
Dr.  William  E.  Barnes,  Jr.,  Austin;  sec- 
ond, "A  Dying  Man”  by  Dr.  Newsom 
Stool,  San  Antonio;  third,  "Untitled” 
by  Dr.  William  R.  Whitehouse,  Cle- 
burne: and  honorable  mention,  "Big- 


horn Sheep”  by  Dr.  William  E.  Barnes, 
Jr.,  Austin. 

Modern  sculpture:  first,  “Untitled”  by 
Dr.  Henry  H.  Moore,  Jr.,  Seguin;  sec- 
ond, "Brothers”  by  Mrs.  Waid  (Jean) 
Rogers,  San  Antonio;  third,  “Boxer”  by 
Dr.  David  R.  Sacks,  San  Antonio;  and 
honorable  mention,  “Peregrine”  by  Dr. 
David  R.  Sacks,  San  Antonio. 

Drawings  and  prints:  first,  “Eyes  of 
Age”  by  Mrs.  A.  A.  (Judy)  Urrutia,  San 
Antonio:  second,  "Backline”  by  Dr.  Wil- 
liam E.  Barnes,  Jr.,  Austin;  third,  "Long 
Dry  Spell”  by  Mrs.  J.  E.  (Betty)  Ball, 
Mount  Pleasant:  and  honorable  men- 
tion, “Matthew,  With  Love”  by  Mrs. 
John  Q.  (Doretta)  Gilchrist,  Woodville. 
Arts  and  crafts:  first,  "Holiday”  by  Mrs. 
Albert  F.  (Virginia)  Vickers,  Austin;  sec- 
ond, "The  Cloisters”  by  Mrs.  J.  W. 
(Jane)  Vieaux,  Dallas;  third,  "Sunset 
Touched”  by  Mrs.  Sherman  D.  (Mary 
Eloise)  Lindsey,  Temple;  and  honorable 
mention,  "Hen  and  Rooster”  by  Dr. 
Thomas  O.  Murray,  Waco. 

Photography:  first,  "Wild  Flowers  with 
Butterfly”  by  Dr.  Perry  W.  Nadig,  San 
Antonio;  second,  "Fido’s  Favorite”  by 
Dr.  Harry  K.  Davis,  Galveston;  third, 
"A  Quiet  Moment”  by  Dr.  William  E. 
Barnes,  Jr.,  Austin;  and  honorable  men- 
tion, “Dune  Patterns,”  by  Dr.  Joe  C. 
Rude,  III,  Austin. 

Judges  for  the  art  competition  were 
Philip  J.  Evett,  professor  of  sculpture 
at  Trinity  University,  and  Cecil  D.  Case- 
bier,  nationally  known  painter  with  the 
department  of  art  at  Trinity  University. 

Chest  disease  terms 
to  be  compiled  in  glossary 

A glossary  of  standard  terms  with 
major  clinical  importance  in  the  field 
of  respiratory  diseases  is  now  being 
prepared  by  a joint  committee  of  the 
American  College  of  Chest  Physicians 
and  the  American  Thoracic  Society,  the 
medical  arm  of  the  National  Tubercu- 
losis and  Respiratory  Disease  Associa- 
tion. 

To  be  published  with  financial  sup- 
port from  Breon  Laboratories  of  New 
York  City,  the  glossary  will  be  designed 
to  fill  a need  recognized  by  the  two 
major  medical  organizations  concerned 
with  lung  diseases.  It  will  be  published 
jointly  in  the  official  journals  of  the 
organizations.  Chest  and  the  American 
Review  of  Respiratory  Disease. 

Dallas  physician  Dr.  William  F.  Miller, 
who  is  with  the  Cardiopulmonary  Insti- 
tute of  Methodist  Hospital,  is  serving 
as  an  ACCP  representative  on  the  joint 
committee. 


Blue  Cross-Blue  Shield 
honors  three  directors 

Three  members  of  the  board  of  direc- 
tors of  Blue  Cross  and  Blue  Shield  of 
Texas,  with  a combined  longevity  on 
the  group’s  board  of  more  than  a half- 
century,  were  honored  recently. 

Recognized  at  a special  dinner 
were  James  W.  Aston,  chairman  of  the 
board  and  chief  executive  officer  of  the 
Republic  National  Bank  of  Dallas;  Dr. 
Everett  C.  Fox,  Dallas  dermatologist; 
and  Boone  Powell,  executive  director  of 
Baylor  University  Medical  Center. 

Dr.  Fox  was  presented  a gold  pin  for 
his  20  years  of  service,  and  Mr.  Aston 
and  Mr.  Powell  each  received  pins  de- 
noting their  15  years  on  the  board.  The 
presentations  were  made  by  Tom  L. 
Beauchamp,  Jr.,  president  of  Blue 
Cross  and  Blue  Shield  of  Texas. 

Dr.  Fox,  who  first  joined  the  Blue 
Cross  board  in  March,  1952,  is  in  pri- 
vate practice  in  Dallas  and  is  also  a 
consulting  dermatologist  to  Baylor, 
Methodist,  and  Medical  Arts  Hospitals. 
He  is  a past  president  of  the  Dallas 
County  Medical  Society  and  was  a 
member  of  the  Dallas  city  council  from 
1947  to  1949.  In  March,  1971,  Dr.  Fox 
was  elected  a lifetime  honorary  mem- 
ber of  the  Blue  Cross-Blue  Shield  board. 

Mr.  Aston  has  been  extensively  in- 
volved in  civic  activities  for  many  years, 
including  a number  of  organizations  in 
the  medical  and  health  fields.  He  has 
been  a member  of  the  Blue  Cross 
board  since  March,  1957. 

Mr.  Powell  has  been  associated  with 
Baylor  University  Medical  Center  since 
1945  and  was  named  administrative 
and  chief  executive  officer  in  1948. 
Like  Mr.  Aston,  he  became  a member 
of  the  Blue  Cross  board  in  March, 
1957. 

San  Antonio  insurance 
company  changes  names 

The  American  Hospital  and  Life  Insur- 
ance Company  of  San  Antonio  has 
changed  its  name,  reports  W.  P.  Hinsch, 
vice-chairman  of  the  board  and  chair- 
man of  the  company’s  executive  com- 
mittee. 

Beginning  the  first  of  this  month, 
the  company  became  known  as  Ameri- 
can Security  Life  Insurance  Company. 

The  firm,  which  has  been  providing 
hospitalization  insurance  to  Texans 
since  1935,  may  be  reached  at  the 
same  address:  American  Security  Life 
Insurance  Co.,  P.O.  Box  2341,  San  An- 
tonio 78298. 
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He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

! □ also  relieves  fullness  and  bloating 

□ non-constipating 
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^TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 
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Though  Talwin®  can  be  compared 
to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
for  prolonged  periods  face  fewer  of 
the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of.significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 
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(as  hydrochloride) 


a 


a new  outlook  in 


Contraindications : Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than  ^ 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 


dironic 

pain 

M.  of  moderate  to  severe  intensity 

of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  ^VARNINGS)  ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic : sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other : rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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Turner’s  Clinical  & ^ 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY  i 


GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D. 
DAVID  LIBMAN,  M.D. 


ivfiogoBS 

^ctiBckups? 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 

American  Cancer  Society^ 
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Bactociir 

(sodium  oxacillin) 

•capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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Changes  made  in  TMA’s 
major  medical  insurance 

Using  information  obtained  from  the 
insurance  survey  and  questionnaire 
conducted  last  fall,  the  Texas  Medical 
Association’s  Committee  on  Associa- 
tion Insurance  Programs  has  revised 
TMA’s  major  medical  insurance  plan  to 
make  it  more  compatible  with  mem- 
bers’ needs. 

According  to  Dr.  Charles  W.  Castle, 
committee  chairman,  some  changes, 
which  will  automatically  become  effec- 
tive on  Aug.  1,  1972,  include  benefit 
increases  that  will  apply  to  all  members 
presently  insured.  Other  changes  are 
optional. 

Those  changes  automatically  apply- 
ing to  all  policies  are: 

1.  The  current  benefit  maximum  of 
$40,000  per  illness  will  be  changed  to 
a lifetime  maximum  of  $100,000  per 
individual. 

2.  The  present  deductible  amount 
for  each  illness  will  be  changed  to  one 
deductible  per  year  for  each  individual 
insured. 

3.  The  maximum  benefit  amount  for 
mental  illness  will  be  increased  from 
$5,000  to  $10,000. 

4.  The  maximum  benefit  per  illness 
after  age  70  will  be  increased  from 
$5,000  to  $10,000. 

Additional  benefits  which  may  be 
applied  for  on  an  optional  basis  are: 

1.  A surgical  schedule  and  payment 
of  physician’s  fees  for  hospital  calls. 

2.  Changing  the  present  $300  or 
$500  deductible  to  a new  $100  deduct- 
ible. 

The  new  benefit  changes  for  all  in- 
sureds will  require  an  increase  in  pre- 
miums, noted  the  committee,  adding 
that  the  $100  deductible  and  profes- 
sional fees  options  will  have  their  own 
rates. 

Dr.  Castle  advised  that  the  com- 
mittee found  it  necessary  to  request  a 
30%  increase  in  the  present  overall 
major  medical  premium  rates,  effective 
on  Aug.  1,  1972.  In  requesting  the  in- 
crease, the  committee  noted  that  on 
the  evaluation  date  of  Nov.  1,  1971, 
the  amount  collected  in  premiums  was 
less  than  the  amount  of  incurred 
claims.  Experience  loss  figures  since 
that  time  have  produced  no  indication 
that  the  situation  will  improve. 

While  reviewing  claims  paid  during 
the  policy  year,  which  ended  last  Nov. 
1,  the  committee  found  that  the  high 
costs  of  hospitalization  were  reflected 
in  claim  payments  made  to  insured 


members.  Of  the  702  claims  paid,  50 
were  for  amounts  in  excess  of  $2,000. 
The  following  is  a tabulation  of  the 
claims  made  and  the  amounts  involved: 


Amount  paid 

No.  of  claims 

$ 2,000  + 

22 

$ 3,000  + 

13 

$ 4,000  + 

4 

$ 5,000  + 

4 

$ 6,000  + 

3 

$ 7,000  + 

1 

$ 8,000  + 

1 

$15,000  + 

1 

$30,000  + 

1 

The  committee  reemphasized  that 
the  TMA  major  medical  plan  contains 
a reciprocal  coordination  of  benefits 
provision.  Under  this  provision,  pay- 
ments are  not  coordinated  unless  the 
insured  also  has  in  effect  another  group 
plan  which  contains  a mandatory  co- 
ordination clause.  Prior  to  introduction 
of  this  reciprocal  coordination  of  bene- 
fits clause,  the  TMA  plan  paid  its  full 
amount  first  and  the  plan  with  the 
mandatory  coordination  of  benefits 
clause  would  pay  the  remainder  of 
covered  expenses  up  to  100%.  This 
usually  meant  that  TMA’s  plan  paid 
80%  of  the  costs  while  the  other  plan 
paid  only  20%.  The  reciprocal  clause, 
explained  the  committee,  merely  en- 
ables the  Association’s  plan  to  share 
more  equitably  in  payments  when  co- 
ordination is  a mandatory  provision  of 
the  other  plan  held  by  the  insured. 

Association  members  are  urged  by 
the  committee  to  evaluate  their  insur- 
ance coverage  for  hospitalization  and/ 
or  professional  fees  if  they  have  more 
than  one  policy  in  force.  Provisions  of 
policies  may  vary,  but  as  a general 
rule,  the  following  guidelines  apply: 

1.  If  a physician  has  an  individual 
policy  and  TMA’s  major  medical  plan 
in  force,  both  plans  should  pay  their 
full  benefits  at  the  time  of  claim. 


2.  If  a physician  or  his  dependents 
have  a group  policy  that  contains  a 
mandatory  coordination  of  benefits 
clause  and  TMA’s  major  medical  plan, 
benefits  will  be  coordinated  at  claim 
time  so  that  a combination  of  payments 
from  both  group  plans  will  not  exceed 
100%  of  actual  covered  expenses. 

3.  If  a physician  has  a group  plan 
that  does  not  contain  a mandatory  co- 
ordination clause  and  TMA’s  major 
medical  plan,  both  plans  should  pay  full 
benefits. 

When  payments  are  coordinated,  the 
maximum  total  benefit  of  each  plan  is 
not  reduced.  In  essence,  if  one  group 
plan  has  a maximum  of  $25,000  and 
the  other  has  a maximum  of  $40,000, 
the  physician  still  has  $65,000  worth 
of  coverage,  but  he  cannot  collect  in 
excess  of  100%  of  the  actual  charges 
at  any  time,  even  though  he  has  been 
paying  two  premiums. 

Disciplinary  actions  taken 
by  LVN  board  listed 

The  Board  of  Vocational  Nurse  Exam- 
iners has  announced  that  it  has  re- 
voked the  licenses  of  two  licensed  vo- 
cational nurses. 

The  action,  taken  at  the  April  10, 
1972,  meeting  of  the  board  resulted  in 
the  revocation  of  the  licenses  of  John- 
nie Merion  Anders  Justice  (alias:  Car- 
ter, Hughes)  of  Dallas,  LVN  #20684, 
and  of  Elva  Castillo  Garcia  of  Alice, 
LVN  #17980. 

The  board  also  alerted  physicians  to 
four  suspected  imposters:  Margaret  A. 
B.  Staat  Harves  of  Big  Spring,  Social 
Security  no.  551-82-0637;  Helen  Gist 
Long  of  Dallas,  Social  Security  no.  452- 
46-3686;  Shirley  A.  Alexander  of  Hous- 
ton, Social  Security  no.  453-64-6683; 
and  Ida  Lee  Erick  of  League  City. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 


on  mutual  funds.) 

Investment  media 

Original 

price 

9-30-68 

Net  asset 

4-28-72 

4-28-72 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$12.73 

$12.73 

Loomis-Sayles  Capital  Development  Fund 

14.20 

13.77 

15.94 

T.  Rowe  Price  Growth  Stock  Fund 

25.93 

32.43 

36.04 

Loomis-Sayles  Mutual  Fund 

16.82 

15.59 

19.57 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

23.44 

29.88 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

11.13 

11.13 

*Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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TEXAS  MEDICINE 


BRENTWOOD  HOSPITAL 

Offers  the  South's  Newest  Concepts  in  Care  for 
Neuro-Psychiatric  Disorders: 

ALCOHOLISM,  DRUG  ABUSE,  NEUROLOGICAL,  ETC. 


A fully  carpeted  hospital : featuring  private  and  semiprivate  rooms 
in  colorful  decor;  adjacent  baths,  color  television  and  individual 
phones  available;  comfortable  day  rooms. 

DIAGNOSTIC  FACILITIES: 

Medical  Laboratory  • Radiology  • Electroencepholography 
Electrocardiography  • Complete  Psychologicol  Testing 

THERAPEUTIC  FACILITIES: 

Social  Service  • Occupational  Therapy  • Recreational  Therapy 
Comprehensive  adolescent  milieu  therapy  • Fully  accredited  school 
program  • Psychotherapy  • Electroshock  Theropy 

ACCREDITATIONS: 

American  Hospital  Association  • Louisiana  Hospital  Association 
Medicare  * Blue  Cross 

National  Association  of  Private  Psychiatric  Hospitals 

Brentwood  also  has  an  Anesthesia  Department  and  an  extensive- 
ly equipped  Pharmacy,  as  well  as  a modern  Dietary  Department, 
managed  by  a registered  dietitian. 


BRENTWOOD 

HOSPITAL 

1800  IRVING  PLACE 

Shreveport,  Louisiana  71101  Phone  (318)  424-6581 
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iBtacillln' 

(ampicillin  trihydrate) 

^capsules  equivalent  to  250  mg.  and  500  mg. 
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to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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5 Texas  students  named 
research  forum  winners 

Winning  participants  in  this  year’s  Stu- 
dent American  Medical  Association- 
University  of  Texas  Medical  Branch  Na- 
tional Student  Research  Forum  have 
been  announced,  and  the  list  includes 
five  students  at  Texas  medical  schools 
who  were  honored  for  their  research. 

This  year,  the  forum  attracted  parti- 
cipants from  72  medical  schools  in 
America  and  Canada.  Some  130  pa- 
pers were  presented  during  the  April 
20-22  meeting. 

Texas  students  who  were  honored 
included:  Ronald  Joe  Taska,  Baylor 
College  of  Medicine,  Houston,  “Peri- 
pheral Tissue  Distribution,  Brain  Dis- 
tribution, Metabolism,  Placental  Trans- 
fer, and  Fetal  Distribution  of  Mescaline- 
i^C,  HCI  in  Monkeys,”  honorable  men- 
tion, Roche  Laboratories  Awards,  medi- 
cal student  category;  Travis  E.  Solo- 
mon, University  of  Texas  Medical 
School  at  Houston,  “Effects  of  Cigar- 
ette Smoking  and  Nicotine  on  Pancre- 
atic Secretion,”  honorable  mention. 
Mead  Johnson  Excellence  of  Research 
Awards,  medical  student  category;  Mar- 
shall L.  Smith,  University  of  Texas 
Medical  Branch  at  Galveston,  “Pineal 
Gland  Extracts  and  the  Female  Ovula- 
tory Cycle,”  honorable  mention,  Mead 
Johnson  Excellence  of  Research 
Awards,  graduate  student  category; 
Martin  A.  Wasserman,  University  of 
Texas  Medical  Branch  at  Galveston, 
“Comparative  Beta  Adrenergic  Recep- 
tor Antagonisms  of  Propranolol,  Practo- 
lol,  Butoxamine  on  Rat  Atria,  Fundus, 
and  Uterus  in  vitro,”  honorable  men- 
tion, Mead  Johnson  Excellence  of  Re- 
search Awards,  graduate  student  cate- 
gory; and  James  H.  Jorgensen,  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston, “The  Use  of  the  Limulus  in 
vitro  Endotoxin  Assay  for  the  Diagnosis 
of  Gram-Negative  Septicemia  in  Burn 
Patients,”  honorable  mention.  Mead 
Johnson  Excellence  of  Research 
Awards,  graduate  student  category. 

AMA  now  charging  for 
copies  of  *Pill’  pamphlet 

The  American  Medical  Association  has 
announced  that  there  will  be  a charge 
on  all  orders  for  the  AMA  pamphlet. 
What  You  Should  Know  About  “The 
Pill." 

Prices,  which  became  effective  at 
the  beginning  of  this  year,  are  based 
on  the  AMA’s  cost  of  producing  and 
distributing  the  pamphlet. 


For  specific  price  information  or  to 
place  an  order,  physicians  should  write 
to  the  AMA  Headquarters’  Order  De- 
partment, 535  N.  Dearborn  St.,  Chica- 
go, III.  60610. 

Winners  announced  in 
TMA  sports  competition 

Dr.  Mac  Works,  sports  events  chair- 
man for  the  just-finished  San  Antonio 
Annual  Session,  reports  that  although 
“Mother  Nature  threw  us  a curve,” 
three  tournaments  were  played  at  the 
annual  meeting — some  even  in  the 
rain! 

Fourteen  shooters  in  the  skeet  and 
trap  contest  battled  the  elements  with 
the  following  results: 

Dr.  George  E.  Thannisch  of  Lufkin 
won  the  men’s  championship  and  high 
overall  trophy,  hitting  49  of  50  skeets. 

Dr.  Carl  E.  Bosshardt  of  San  An- 
tonio won  second  high  overall. 

Dr.  Hector  X.  Samaniego  of  San  An- 
tonio, who  shot  a straight  25  of  25 
during  the  hardest  rain  that  fell  dur- 
ing the  tournament,  placed  third. 

Dr.  S.  B.  Morrison  of  Waco  was  the 
second  best  skeet  shooter. 

Mrs.  W.  V.  Ramsey  of  Abilene 
claimed  the  women’s  skeet  and  trap 
title. 

Dr.  Carl  Bosshardt,  who  was  in 
charge  of  the  skeet  and  trap  shoot, 
reported  that  the  31/2  inches  of  rain 
that  fell  in  two  hours  on  the  San  An- 
tonio shooting  range  did  not  daunt  the 
shooters  one  bit. 

The  tennis  tournament,  which  was 
rescheduled  from  Wednesday  to  Fri- 
day, attracted  46  participants.  Results 
of  the  net  contest  were  as  follows: 

Men’s  singles:  Dr.  James  Rytting  of 
San  Antonio,  winner,  and  Dr.  Carlos 
Perry  of  San  Antonio,  runner-up. 

Senior  men's  singles:  Dr.  Dari  E. 
Vanderploeg  of  San  Antonio,  winner, 
and  Dr.  Robert  D.  Mertz  of  Corsicana, 
runner-up. 

Women’s  singles:  This  event  only 
went  to  the  semi-final  stage,  with  the 
playoff  between  Mrs.  Lavonne  Rytting 
of  San  Antonio  and  Mrs.  Barbara  Kurtz 
of  San  Antonio. 

Dr.  Bernard  Fein,  chairman  of  the 
tennis  events,  reported  that  because  of 
the  weather,  no  doubles  events  were 
played. 

Dr.  Works,  who  also  served  as  chair- 
man for  the  golf  tournament,  said 
that  the  contest  drew  only  21  entries 
on  Mother’s  Day,  adding  somewhat 
jokingly  “thus  casting  doubt  on  the 


true  state  championship  nature  of  the 
event.”  Nevertheless,  several  winners, 
including  the  following,  were  declared: 

Low  gross:  Dr.  W.  H.  Hadnott  of  San 
Antonio,  champion;  Dr.  Charles  H. 
Cornwell  of  Marlin,  second;  Dr.  William 
V.  Glenn  of  San  Antonio,  third;  and 
Dr.  Mac  Works  of  San  Antonio,  fourth. 

Low  net:  Dr.  Michael  Kurilecz  of  Dal- 
las, champion;  Dr.  Robert  C.  Shingle 
of  San  Antonio,  second;  Dr.  Jack  A. 
French  of  San  Antonio,  third;  and  Dr. 
Harold  L.  Griffin  of  Columbus,  fourth. 

Seniors  champion  for  the  golf  tour- 
nament was  Dr.  Charles  H.  Cornwell 
of  Marlin. 

Travis  County  medical 
foundation  incorporated 

An  organization  destined  to  have  sig- 
nificant, long-range  benefits  for  the 
citizens  of  Travis  County  has  been  es- 
tablished by  the  Travis  County  Medical 
Society. 

Dr.  Darrell  B.  Faubion,  president  of 
the  Travis  County  Medical  Society,  has 
announced  the  incorporation  of  the 
Central  Texas  Medical  Foundation,  “a 
non-profit  corporation  created  and  de- 
signed by  members  of  the  Travis  Coun- 
ty Medical  Society  to  provide  better 
health  care  for  residents  of  Central 
Texas.” 

Dr.  Faubion  said  the  foundation  has 
numerous  objectives,  foremost  among 
which  is  the  promotion,  development, 
and  encouragement  of  medical  educa- 
tion and  distribution  of  medical  health 
services  and  care  to  area  residents. 

“It  will  be  the  goal  of  the  founda- 
tion,” stated  Dr.  Faubion,  “to  work  and 
study  with  all  legally  constituted  health 
agencies  so  as  to  upgrade  and  sustain 
the  best  possible  medical  care  for  the 
Central  Texas  area  and  to  establish 
uniform  standards  of  medical  care  and 
health  services.” 

The  foundation  will  be  in  a position 
to  cooperate  with  and  assist  insurance 
carriers  in  developing  programs  to  fit 
community  needs  and  to  aid  in  estab- 
lishing standards  of  medical  care  and 
service  for  such  programs,  in  addition, 
to  assure  the  maintenance  of  such 
standards,  the  foundation  will  be  in  a 
position  to  participate  in  claims  review 
and  other  administrative  procedures. 

While  specific  projects  and  priorities 
have  not  been  established  at  this  time, 
it  is  expected  that  the  foundation  will 
assume  an  important  role  in  medical 
education  in  the  community,  according 
to  Dr.  Faubion. 
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Wichita  Falls  Clinic-Hospital 

1300  Eighth  Street,  Wichita  Falls,  Texas  76301 


GKNEKAL  SURGERY 

\V.  E.  Cninip,  M.l).,  E.A.C.S. 

James  T.  Lee,  M.U. 

Charles  H.  Wilson,  M.U.,  E.A.C.S. 

ORTHOPEIIIC  SURGERY 
Jack  E.  Maxfiekl.  M.D.,  E'.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson.  M.D..  E.A.C.R. 

Joe  D.  Stee<l,  M.D..  D.A.B.R. 

Julian  H.  Acker.  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson.  F.A.C.R.,  Radiology 
Joe  D.  Steed.  M.D..  D.A.B.R..  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Ratliology 

MEDICINE  . „ , 

P.  K.  Smith.  M.D.,  F.A.C.P..  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall.  M.D..  Diagnosis  & Internal  Meclicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr..  M.D. 

Melvin  Horany.  M.D. 

James  T.  Cook,  M.D. 

UROLOGY" 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY' 

W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable.  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.;  ME  4-2426 

A specialized  clinic  dedicated  to  the 

physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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Pyopen' 

(disodium  carbenicillin) 

■vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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This  piece  of  tubing  could 
cost  you  your  life  savings. 

Without  it,  it  could 
cost  you  your  life. 

It’s  a duplicate  of  an  aorta  (the 
main  artery  from  the  heart).  An  aortic 
transplant  is  frightfully  expensive.  But, 
there’s  no  ehoice  in  the  matter. 

It’s  either  life  or  death. 

Blue  Cross  and  Blue  Shield  feels 
you  shouldn’t  have  to  think  twice  about  it. 

If  you’re  already  protected  by  our  program, 
you  know  what  we  mean.  If  not,  well, 
we’ve  developed  a plan  to  help  people 
afford  major  surgery.  Without  depleting 

their  entire  life  savings. 

We’re  amazed  that  doctors  can 
transplant  something  plastic  for  something 
real.  They’re  dedicated  to  saving  your  life. 
And  so  are  we.  And  we’re  dedicated  to 
saving  your  life  savings,  too. 

^ BLUE  CROSS’  ^ BLUE  SHIELD' 

People  helping  people.® 


® American  Hospital  Association 
National  Association  of  Blue  Cross  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


SOUTHWEST  MEOICAL  CENTER 

6565  De  MOSS  DRIVE 


• 100,000  SQUARE-FOOT  PROJECT 
ON  5-ACRE  SITE 

• EXPERTLY  DESIGNED  FOR  ALL 
CONVENIENCES 

• PRIVATE  BATHS 

• DOCTORS’- NURSES’  LOUNGES 

• CONFERENCE  ROOM 

• PHARMACY  AND  SNACK  BAR 

• FULL  MAINTENANCE 

PRESENTLY  UNDER  CONSTRUCTION 
OCCUPANCY  AUGUST  1972 


• TOTAL  SECURITY 


• EXCESS  FREE  PARKING 


• NEAR  TO  HOSPITALS  AND 
SUPPORTING  FACILITIES 


• CENTRAL  LOCATION  IN  MAJOR 
GROWTH  AREA 


• ASSET  VALUE  OF  GROUP  IDENTITY 


• FULLY  EQUIPPED  LABORATORY  AND 
X-RAY  FACILITIES 

MODEL  OFFICE  AVAILABLE  FOR  INSPECTION 
LEASE  INFORMATION:  772-3681 


WXMDSWePT  COJlPORJ7JOJ<l 

6201  BONHOMME  HOUSTON,  TEXAS  77036 
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TEXAS  MEDICINE 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simpie  anaigesic. 

Do  not  administer  casuaiiy.  Carefuiiy  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  haliucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  Including  dosage,  please  see 
lull  prescribing  inlormation. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA. B356  -9 


if  sldn  is  infected, 
or  open  to  infection  ••• 

choosje  the  topicids 
that  ^ive  yoiir  patient 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

\ani8hinj^  Oeam  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin)  ■ 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg,  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg,,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%  , 
methylparaben  as  preservative.  ‘ 

in  tubes  of  15  g.  * 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  irt- 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  : 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  * 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  externai  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Wellcome 


AMERICAN  HEALTH  CONGRESS 

AMERICAN  HEALTH  CONGRESS  ’72  is  being  sponsored  by 
American  Hospital  Association,  Catholic  Hospital  Association, 
American  Nursing  Home  Association,  and  Health  Industries 
Association.  The  Congress  will  be  held  Aug.  7-10  at  Chicago- 
McCormick  Place  in  Chicago.  This  first  national  health  care 
meeting  has  been  formed  as  the  result  of  more  than  five  years 
of  study  and  planning.  The  rapid  widening  of  common  interests 
among  all  types  of  health  care  institutions,  growing  out  of  their 
commitment  to  better  health  care  for  all  people  everywhere,  is 
basic  to  the  health  congress  concept.  Theme  of  the  first  Ameri- 
can Health  Congress  is  “It’s  Better  When  We’re  Together.” 

The  quantity  of  quality — how  much  quality  exists  in  the 
health  care  system  today — will  be  discussed  by  Dr.  Joseph  En- 
glish, president  of  the  New  York  City  Health  and  Hospitals 
Corporation.  Dr.  English’s  presentation,  “Quality — Commitment 
or  Compromise?”  will  be  followed  by  ten  concurrent  sessions 
devoted  to  various  aspects  of  quality  of  care.  Involvement  of 
medical  staff  in  quality  management  will  be  explored,  and  qual- 
ity as  a patient  right,  improved  care  through  patient  education, 
and  the  use  of  computers  in  health  care  will  be  discussed. 

Robert  Cunningham,  editor  of  Modern  Hospital,  will  discuss 
“Delivery  Systems — Real  and  Ideal,”  to  keynote  an  afternoon- 
long  discussion  of  health  care  delivery.  The  session  will  include 
an  examination  of  present  delivery  systems,  a discussion  of  the 
integration  of  government  health  services  into  a community 
health  care  system,  a detailed  study  of  health  maintenance  or- 
ganizations, and  a discussion  of  the  physician’s  role  in  health 
care  delivery. 

A Federal  Luncheon  is  scheduled,  and  will  be  addressed  by 
Dr.  Jerome  H.  Jaffe,  special  consultant  to  the  President  for 
narcotics  and  dangerous  drugs.  The  luncheon  is  arranged  to 
meet  the  special  interests  of  administrators  and  other  repre- 
sentatives of  federal  hospitals. 

Contact:  Daniel  S.  Schechter,  American  Hospital  Association, 
840  N.  Lake  Shore  Dr.,  Chicago  60611,  program  chairman. 


COMING 

MEETINGS 


CURRENT  REGIONAL  MEETINGS 

ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE, cosponsored  by  American  Cancer 
Society,  Colorado  Division  and  Colorado 
Medical  Society,  is  scheduled  for  July  21- 
22  at  the  Brown  Palace  Hotel  in  Denver. 
Theme  of  the  2Cth  annual  conference  is 
“A  New  and  Human  Look  at  Cancer.” 
Guest  speakers  will  be  Dr.  Melvin  J. 
Krant,  director,  oncology  division,  Lemuel 
Sbattuck  Hospital,  Boston ; Dr.  Felix  N. 
Rutledge,  professor  of  gynecology,  UT 
Medical  School  at  Houston  ; Dr.  James  W. 
Reagan,  professor  of  pathology.  Case 
Western  Reserve  University,  Cleveland ; 
and  Dr.  John  S.  Stehlin,  surgical  oncolo- 
gist, Houston.  "Human  Values  and  Con- 
tinuing Care  of  the  Patient  with  Advanced 
Cancer”  will  be  discussed  in  a panel  ses- 
sion. Contact;  Dr.  J.  Robert  Spencer,  1764 
Gilpin  St.,  Denver  80218,  chairman. 

CURRENT  NATIONAL  MEETINGS 

AMERICAN  CANCER  SOCIETY,  INC., 
announces  its  National.  Conference  on  Hu- 
man Values  and  Cancer,  June  22-24,  at 
the  Regency  Hyatt  House  in  Atlanta,  The 
conference  will  be  divided  into  sessions 
on  “The  Adult  with  Cancer,”  “Adapta- 
tion to  Cancer — The  Return  to  Society,” 
“The  Child  with  Cancer,”  “The  Patient 
and  the  American  Cancer  Society,”  and 
“Auxiliary  Service  Programs.”  Contact: 
Dr.  William  M.  Markel,  219  E.  42nd  St., 
New  York  10017. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses  on  p.  37. 
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MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  will 
meet  at  the  Hilton  Hotel  in  Denver,  Aug. 
20-26.  The  34th  Annual  Assembly  will  fea- 
ture seminars  on  immediate  prosthetic 
fitting,  hypnosis  in  rehabilitation,  myo- 
pathy, the  neurogenic  bladder,  hip  recon- 
struction, myelomeningocele,  spinal  sup- 
port in  scoliosis,  neuromuscular  facilita- 
tion and  inhibition,  management  of  non- 
physical disabilities  in  cerebral  palsy,  elec- 
trodiagnosis in  upper  extremity  pain  syn- 
dromes, muscle  atrophy,  and  dynamics  of 
deformity  in  the  rheumatoid  hand.  Another 
feature  of  the  meeting,  "Meet  the  Expert" 
breakfasts,  will  include  discussions  on 
evaluation  and  management  of  Bell’s  palsy, 
electrodiagnosis  instrumentation,  different 
approaches  to  the  conservative  treatment 
of  low  back  pain,  and  rehabilitation  of  pa- 
tients with  neurological  conditions  related 
to  drug  addiction.  Topics  of  special  lec- 
tures are  "Stroke:  A History  of  Its  Reha- 
bilitation” and  "The  Psychiatrist  in  the 
Health  Maintenance  Organization."  Scien- 
tific papers  will  be  presented  in  joint  ses- 
sions with  the  American  Congress  of  Re- 
habilitation Medicine.  Contact:  Creston  C. 
Herold,  30  N.  Michigan  Ave.,  Chicago 
60602,  executive  officer. 

AMERICAN  CONGRESS  OF  REHABILI- 
TATION MEDICINE,  meeting  in  conjunc- 
tion with  the  American  Academy  of  Physi- 
cal Medicine  and  Rehabilitation,  Aug.  20- 
26  in  Denver,  will  offer  interdisciplinary 
forums  on  "Health  Insurance,"  "The  Mini- 
Rehab  Team : Maximum  Care  in  a Mini- 
mum Setting,”  "Evaluation  and  Treatment 
of  Cardiopulmonary  Disease  and  Physical 
Activity  Impairment  in  Patients  with  Pre- 
existing Physical  Disability,”  "Assessment 
of  Vocational  Potential,”  "Gait  Study  and 
Clinical  Application,”  and  "The  Treatment 
Environment  as  a Therapeutic  Tool.”  Re- 
habilitation nursing,  clinical  epidemiology 
of  stroke,  and  cancer  rehabilitation  are 
topics  to  be  covered  in  “Meet  the  Expert” 
breakfasts.  Contact:  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  executive 
officer. 


AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS  will  meet  with  the  International 
Society  of  Blood  Transfusion  in  a joint  In- 
ternational Transfusion  Congress,  Aug.  27- 
Sept.  2,  in  Washington.  DC.  Plenary  ses- 
sions will  be  devoted  to  hemostasis,  im- 
munogenetics,  immunochemistry,  cellular 
metabolism,  and  transplantation.  Other 
scientific  sessions  will  cover  hepatitis,  frac- 
tionation, automation,  oxygen  transport, 
rheology,  genetics,  blood  and  serum  groups, 
transfusion  reactions,  red  cell  metabolism, 
cryobiology,  coagulation,  plasmapheresis, 
separation  technics,  immunoglobulins,  and 
data  processing.  Contact:  Transfusion 
Congress,  AABB,  Suite  401,  916-19th  St., 
NW,  Washington,  DC  20006. 


ALSO  IN  JULY 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Ft. 
Worth,  July  23-26,  1972.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 


ALSO  IN  AUGUST 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Aspen.  August,  1972.  Dr.  Eric  G.  Comstock,  PO  Box  2666, 
Houston  77001,  Exec.  Dir. 

FLYING  PHYSICIANS  ASSOCIATION.  INC.,  Georgia, 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd.,  Lake  Bluff,  111.  60044,  Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  York  City,  Sept.  26-28,  1972.  Roger  Tusken,  Box 
8165,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sept.  25-29,  1972.  Dr.  C. 

M.  Kos,  16  Second  St.,  SW,  Rochester,  Minn.  66901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS. 
Atlanta,  Sept.  6-10,  1972.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  CANCER  SOCIETY,  INC.,  Seventh  National 
Cancer  Conference,  Los  Angeles,  Sept.  27-29,  1972.  Dr. 
Sidney  L.  Arje,  219  E.  42nd  St.,  New  York  10017,  Coord. 

B AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFIL- 
IATE, INC.,  Houston,  Sept.  21-24,  1972.  Dudley  H.  Haf- 
ner,  PO  Box  9928,  Austin  78767,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Congress  on  Oc- 
cupational Health,  Chicago;  Sept.  11-12,  1972.  AMA,  636 

N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4,  1972.  John  W.  Andes,  616  Busse 
Highway,  Park  Ridge,  111.  60068,  Exec.  Sec. 

B BLACKFORD  MEMORIAL  LECTURES,  Denison, 
Sept.  9,  1972.  Dr.  John  D.  Gleckler,  211  N.  Fannin, 
Denison  76020,  Chrmn. 

INTERNATIONAL  CONGRESS  OF  INTERNAL  MEDI- 
CINE, Boston,  Sept.  6-9,  1972,  Dr,  Thomas  A.  Warthin, 
4200  Pine  St.,  Philadelphia  19104,  Gen.  Chrmn. 

B PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Sept.  28,  1972.  Carlle  Umphres,  PO  Box  3276,  Ama- 
rillo 79106,  Exec.  Sec. 
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TEXAS  MEDICINE 


■ TEXAS  MEDICAL  ASSOCIATION,  Austin.  Sept. 
22-24,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas.  Sept.  28-30, 
1972.  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Sec. 

WORLD  MEDICAL  ASSOCIATION,  INC.,  Amsterdam, 
Sept.  18-21,  1972.  Miss  M.  L.  Natwick,  10  Columbus  Cir- 
cle. New  York  10019,  Exec.  Sec. 


OCTOBER 


AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  St.  Louis,  Oct.  16-20,  1972.  Joseph  J. 
Garvey,  PO  Box  10,  Joliet,  III.  60484,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Phoenix,  Oct.  17-21,  1972.  Dene  R.  Murray,  One 
E.  Wacker  Dr.,  Chicago  60601,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Den- 
ver. Oct.  22-26,  1972.  Dr.  Alfred  Soffer,  112  E.  Chestnut, 
Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Canada,  Oct.  15-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  2-6,  1972.  C.  Rollins  Hanlon,  65  E.  Erie  St..  Chicago 
60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco, 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans, 
Oct.  9-13,  1972.  Ruth  Yakel,  620  North  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

■ AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Houston.  Oct.  12-14,  1972.  Margaret  H.  Henry, 
36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio  44094, 
Exec.  Sec. 

AMERICAN  FRACTURE  ASSOCIATION,  San  Francisco, 
Oct.  7-11,  1972.  Dr.  H.  W.  Welimerling,  610  Grieshiem 
Bldg.,  Bloomington,  111.  61701,  Exec.  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs,  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Air  Pollution 
Medical  Research  Conference,  Chicago,  Oct.  2-3,  1972; 
Environmental  Quality  and  Food  Supply,  Washington, 
DC,  Oct.  18-20,  1972.  AMA,  535  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION.  New 
Orleans.  Oct.  15-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 


AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Las  Vegas,  Oct.  19-23.  1972. 
Dallas  F.  Whaley,  29  E.  Madison.  Suite  812.  Chicago 
60602,  Exec.  Dir. 

■ ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Ft.  Worth,  October,  1972.  Frank  K. 
Woolley,  2111  Enco  Dr.,  Oak  Brook,  111.  60521,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA.  New  Orleans.  Oct.  16-18.  1972. 
Dr.  A.  E.  Brown,  501  Boylston  St.,  Boston  02117,  Exec. 
Sec. 

a EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Ft.  Worth,  October, 
1972.  W.  E.  Russell,  4429  N.  Central  Expressway,  Dallas 
75205,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  23-25.  1972.  Alma  O’Donnell,  601  Northwest 
Expressway,  Oklahoma  City  73118,  Exec.  Officer. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  New  Or- 
leans, Oct.  1-3,  1972.  Annette  S.  Boutwell,  PO  Box  10387, 
Raleigh,  NC  27605,  Exec.  Officer. 

a TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Gal- 
veston, Oct.  15-19,  1972.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

a TEXAS  SURGICAL  SOCIETY.  San  Antonio,  October, 
1972.  Dr.  Jesse  E.  Thompson.  3434  Swiss  Ave.,  No.  400, 
Dallas  75204,  Sec. 


NOVEMBER 


a AMERICAN  HEART  ASSOCIATION.  Dallas.  Nov.  16- 
20,  1972.  Dr.  James  M.  Hundley,  44  East  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  clinical  conven- 
tion. Cincinnati,  Nov.  26-29,  1972.  AMA,  536  N.  Dear- 
born St.,  Chicago  60610. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Atlan- 
tic City.  Nov.  12-17.  1972.  Dr.  .Tames  R.  Kimmey,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  New  Orleans, 
Nov.  1-4,  1972.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr., 
Philadelphia  19119,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Miami.  Nov.  2-6.  1972.  Dr.  John  A.  D.  Cooper.  One  Du- 
pont Circle,  Washington,  DC  20036,  Pres. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO.  Guad- 
alajara. November.  1972.  Virginia  E.  Bryant,  333  W. 
Thomas  Rd.,  No.  207,  Phoenix  86013. 
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NO  CAMPING  1 

NO  swimming 

NO  HIKING 
NO  relaxing 
NO  FISHING 
NO  HUNTING 
NO  RIDING 

NO  sightseeing 


Only  you  can  prevent  forest  fires. 
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TEXAS  MEDICINE 


.jpaM 


WHEN 

iheyVe  got  an 


EARFUL 


Recommend  E.R.O.  Ear  Drops  to  ease  the 
problems  of  excessive  ear  wax. 

Ideal  for  treatment  room  or  home  medicine  chest, 
E.R.O.  contains: 

• Benzocaine 

• Antipyrine 

• Glycerine 

This  formula  softens  and  facilitates  removal  of 
excessive  ear  wax. 

B clear  otic  solution.  E.R.O.  will 
not  impede  visual  examination 
of  the  ear.  And  patients  appreciate 
the  low  cost  and  convenient 
availability.  Plastic  dropper  is 
safe  and  easy  to  use. 


So  when  they’ve  got  an  earful,  recommend  E.R.O. 
Ear  Drops.  Prescribed  by  physicians  for  more 
than  25  years,  E.R.O.  is  safe  and  effective 
for  children  and  adults. 

for  literature  and  samples  write 

cm) 

First  Texas  Pharmaceuticals,  Inc.  oaiias, Texas  75222 

ihe  Concern  for  Care 


DIRECTIONS:  Warm  and  put  three  to 
five  drops  in  ear,  then  soak  a small 
plug  of  cotton  with  drops  and  swab 
out  ear,  or  syringe  the  ear  with  warm 
water.  Repeat  treatment  if  needed. 
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SICURUY  SINCC  1912 

DASUAIJY INOEMNHY  EXCHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with  inno- 
vations and  new  developments  in  this  clouded,  sensitive  area  of  liability 
protection.  And  the  one  that  doesn’t  talk  malpractice  coverage  just  to 
get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Texas  doctors  need  is  Casualty  Indemnity  Exchange,  the  car- 
ierthat  in  1968  pioneered  the  modern  approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY  in  the  market. 


Contact  your  local  agent,  or 
Russell  Grace  Insurance 
2304  West  7th  Street  • Ft.  Worth,  Texas  76107 
(817)  332-9269  or 


doctors  need, 
is  a Malpractice 
Liability  Carrier 
that  won’t  fade 
when  trouble 


comes. 


36 


TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


HEALTH  SERVICE  MAINTENANCE:  The 

Department  of  Health  Administration, 
University  of  Oklahoma  Health  Sci- 
ences Center,  Oklahoma  City,  announc- 
es a short  course  entitled,  “Manpo\wer 
Considerations  in  the  Evolving  Main- 
tenance Health  Service.”  The  course  is 
offered  with  support  of  the  Department 
of  Health,  Education  and  Welfare,  Re- 
gion VI,  and  will  be  held  July  10-14  at 
Howard  Johnson  Motor  Lodge  in  Okla- 
homa City. 

The  course  will  present  a broad  an- 
alysis of  manpower  considerations  in 
planning,  establishing,  and  operating  a 
maintenance  health  service.  Special 
emphasis  will  be  given  to  new  types  of 
health  workers  and  to  new  or  extended 
roles  of  existing  health  personnel. 
Problems  in  recruiting,  staffing,  and 
personnel  management  will  be  con- 
sidered. 

Contact:  Department  of  Health  Ad- 
ministration, College  of  Health,  Univer- 
sity of  Oklahoma  Health  Sciences  Cen- 
ter, 619  North  East  15th  St.,  Oklahoma 
City  73104. 


CANCER:  Cancer  of  the  Digestive  Tract 
is  the  subject  of  a course  sponsored 
by  the  American  Gastroenterological 
Association.  Emphasis  will  be  on  ad- 
vances in  the  basic  understanding  of 
cancer  in  general,  with  particular  em- 
phasis on  cancer  of  the  digestive  tract. 
The  practical  aspects  of  the  diagnosis 
and  management  of  common  gastro- 
intestinal cancers  will  be  studied  by  a 
panel  of  experts.  The  course  is  sched- 
uled for  July  20-22  at  the  Aspen  Insti- 
tute for  Humanistic  Studies.  Registra- 
tion fee  is  $80  for  members  of  AGA; 
$100  for  nonmembers.  Contact:  Fran- 
ces T.  Chalmers,  Box  190,  McLean, 
Va.  22101. 


OBSTETRICS  AND  GYNECOLOGY:  The 
Eighteenth  Annual  Southern  Obstetric 
and  Gynecologic  Seminar  will  be  held 
at  Grove  Park  Inn,  Asheville,  NC,  July 


23-28.  Faculty  will  include  Drs.  Bayard 
Carter,  Roy  Parker,  and  Ed  Bishop,  all 
of  North  Carolina;  Dr.  Robert  Greenblatt, 
Georgia;  Dr.  Abe  Mickal,  Louisiana; 
and  Dr.  Don  McEwen,  Canada.  Broad 
aspects  of  obstetrics  and  gynecology 
will  be  covered.  Contact:  Dr.  George 
T.  Schneider,  1514  Jefferson  Highway, 
New  Orleans  70121. 

NUCLEAR  MEDICINE:  A Course  in  Nu- 
clear Medicine — Its  Use  in  Defining 
Disease,  will  be  sponsored  by  UT  Grad- 
uate School  of  Biomedical  Sciences  at 
Houston,  Division  of  Continuing  Edu- 
cation; and  UT  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston.  The 
course  will  be  held  July  24-28,  and 
is  designed  for  physicians,  basic  scien- 
tists, and  technologists  interested  in 
the  use  of  isotopic  techniques  in  de- 
termining the  origin  and  extent  of  dis- 
ease in  various  organ  systems  of  the 
body. 

Sessions  will  cover  thyroid,  liver, 
brain,  pancreas,  renal,  bone,  lung, 
heart  and  in  vitro  studies.  Tuition  fee 
is  $100.  For  more  information  contact 
the  Division  of  Continuing  Education, 
UT  Graduate  School  of  Biomedical  Sci- 
ences at  Houston,  PO  Box  20367, 
Houston  77025. 

HAND  SURGERY:  The  American  Acad- 
emy of  Orthopaedic  Surgeons,  in  co- 
operation with  the  American  Society 
for  Surgery  of  the  Hand,  will  sponsor 
a Symposium  on  the  Hand,  Sept.  IS- 
IS, at  the  Convention  Center  in  San 
Antonio.  Directing  the  three-day  course 
of  lectures  and  panel  discussions  will 
be  Dr.  David  P.  Green,  Chief,  Hand 
Surgery  Service,  UT  Medical  School  at 
San  Antonio. 

The  symposium  is  designed  for  or- 
thopaedic surgeons,  general  surgeons, 
plastic  surgeons,  and  nurses,  physical 
therapists,  and  occupational  therapists 
interested  in  patients  with  hand  prob- 
lems. The  course  will  provide  an  in- 
depth  discussion  of  common  but  diffi- 


cult problems  in  hand  surgery,  includ- 
ing such  topics  as  the  use  of  synthetic 
materials  and  prosthetics  in  tendon 
and  joint  replacement,  rheumatoid 
arthritis,  complications  of  hand  sur- 
gery, the  stiff  hand,  difficult  fracture 
problems,  peripheral  nerve  injuries,  and 
congenital  abnormalities. 

For  application  forms  and  further  in- 
formation, contact  Dr.  Green  at  UT 
Medical  School  at  San  Antonio,  7703 
Floyd  Curl  Dr.,  San  Antonio  78229. 


SURGERY:  Scott  and  White  Memorial 
Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation,  Temple,  will  spon- 
sor the  annual  George  Valter  Brindley 
Lecture  in  Surgery  on  Sept.  5.  The  lec- 
ture will  be  given  by  Dr.  O.  Theron 
Clagett,  professor  of  surgery  at  Univer- 
sity of  Minnesota  Medical  School,  and 
member  of  the  staff  of  Mayo  Clinic, 
Rochester. 

For  more  information,  contact  Dr. 
N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501. 


PEDIATRICS:  “General  Pediatrics”  is 
the  title  of  a course  sponsored  by  UT 
Medical  School  at  San  Antonio  and 
American  Academy  of  Pediatrics.  The 
course  is  scheduled  for  Sept.  14-16  at 
the  medical  school,  and  will  stress  the 
practical  management  of  pediatric 
problems  over  a wide  field,  utilizing 
recent  advances  in  techniques  and 
knowledge.  The  specific  areas  of  pedi- 
atric hematology,  neonatology,  immu- 
nology and  child  psychology  are  in- 
cluded. The  course  is  specifically  de- 
signed for  pediatricians.  Fee  for  mem- 
bers of  AAP  is  $75;  non-members, 
$105. 

Contact  the  director  of  the  course. 
Dr.  Stanley  E.  Crawford,  Professor  and 
Chairman,  Department  of  Pediatrics, 
UT  Medical  School  at  San  Antonio, 
7703  Floyd  Curl  Dr.,  San  Antonio 
78229. 
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Your  help  is  needed  to  inform 
Texans  about  the  seriousness 
of  venereal  disease. 


Gantrisin®  (sulfisoxazola)  Roche®  provides 

your  patients  with 

many  important  advantages: 

• high  urinary  levels 

• general  iy  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  eVap  per  tablet) 


get  the  facts  / seek  early  treatment 


The  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
in  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VD  brought  a drop  in  reported  cases 
after  World  War  li,  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VO  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  also  ranked  very  high 
in  the  incidence  of  gonorrhea. 

WHO'S  GETTING  IT?  Over  half  of  all  new  VD  in- 
fections are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  ail  the  venereally  infected  young  adults 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  "free  love."  VO 
Is  not  contracted  from  towels,  dishes,  or  public 
toilets.  It  is  spread  through  intimate  contact,  pri- 
marily sexual  intercourse,  with  someone  who  has  the 
disease. 


Venereal  disease  contin- 
ues to  strengthen  its  posi- 
tion as  the  number  one 
communicable  disease  in 
the  nation  simply  because 
people  are  not  aware  of  the 
seriousness  of  the  VD  prob- 
lem within  their  own  com- 
munities or  of  the  danger- 
ous consequences  of  the 
disease. 

Texas  had  the  highest 
syphilis  rate  in  the  nation 
last  year  and  also  ranked 
very  high  in  the  incidence 
of  gonorrhea. 

As  part  of  an  educational 
program  on  VD,  the  Texas 
Medical  Association  has 
produced  an  informative 
pamphlet  for  free  distribu- 
tion to  the  public.  You  can 
help  by  ordering  this 
pamphlet  and  distributing 
it  in  your  community. 

Particular  attention  needs 
to  be  directed  toward 
young  people.  The  majority 
of  venereal  disease  cases 
in  Texas  are  among  the  15 
to  24  year  old  age  group 
and  our  state  now  is  re- 
porting 10  percent  of  all 
the  venereally  infected 
young  adults  in  the  nation. 

Your  assistance  is  need- 
ed to  help  control  the  se- 
rious spread  of  VD  in 
Texas. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

- FREE  - 
FROM  TMA 


I 

I CUP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 
I TEXAS  MEDICAL  ASSOCIATION 

I 1801  NORTH  LAMAR  BLVD. 

I AUSTIN,  TEXAS  78701 

I Please  send  me copies  of  the  pamphlet, 

1 “VD  Is  Sex  Pollution.” 

Name 

I Address 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  in- 
fections {primarily  cystitis,  pyelitis,  pyelonephritis)  due 
to  susceptible  organisms  (usually  £.  coli,  Klebsiella^ 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  in  the  absence  Of 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tests 
are  not  always  reliable.  The  test  must  be  carefully  .coordi- 
nated with  bacteriologic  and  clinical  response.  When  the 
patient  is  already  taking  sutfonamides,  follow-up  cultures 
should  have  aminobenzoic  acid  added  to  the  culture  media. 
Currently,  the  increasing  frequency  of  resistant  organisms 
is  a limitation  of  the  usefulness  of  antibacterial  agents  in- 
cluding the  sulfonamides,  especially  in  the  treatment  of 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa- 
tients receiving  sulfonamides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg/ 
100  ml  should  be  maximum  total  sulfonamide  level,  as 
adverse  reactions  occur  mo/e  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfonamides,  in- 
fants less  than  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis),  pregnancy 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has  not 
been  established.  Sulfonamides  will  not  eradicate  group 
A streptococci.  Deaths  associated  with  sulfonamide  ad- 
ministration have  been  reported  from  hypersensitivity 
reactions,  agranuloci/tosis,  aplastic  anemia  and  other 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  Complete  blood  counts  and 
urinalyses  with  careful  microscopic  examination  should 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  or 
hepatic  function,  severe  allergy  or  bronchial  asthma  is 
present.  In  glucose-6-phosphate  dehydrogenase-deficient 
individuals,  hemolysis  (frequently  a dose-related  reac- 
tion) may  occur.  Maintain  adequate  fluid  intake  to  pre- 
vent crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscraslas:  Agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombinemia,  methemo- 
globinemia. A//erg/c  reactions:  Erythema  multiforme  (Ste- 
vens-Johnson  syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbi- 
tal edema,  conjunctival  and  scleral  injection,  photosensi- 
tization, arthralgia,  allergic  myocarditis.  Gastrointestinal 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  reac- 
tions: Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia. Miscellaneous  reactions.-  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred  with  sulfonamide 
therapy.  Sulfonamides  bear  certain  chemical  similarities 
to  some  goitrogens,  diuretics  and  oral  hypoglycemic 
agents.  Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sulfonamides. 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


City. 


.State Zip ' 

» 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUILT-IN 
BENEFITS  OF 
GANTRISIN 


1. 

High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine— usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella-Aerobacter,  Staphylococcus  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

z 

Generally  good  tolerance 

Because  of  Gantrisin’s  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1 002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 

For  other  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page. 

*Koch-Weser,  J..  et  al.:  Arch.  Intern.  Med.,  728:399,  197). 


For  nonobstructed  cystitis 
begin  with 

Gantrisin* 

sulfisoxazoIe/Roche' 

Usual  adult  dosage: 

4to  8 tablets  sfaf 
2 to  4 tablets  q.i.d. 


X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 

t ■ 

r 

Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
‘ to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  U pj ohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25  % , and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  eitythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


clindamycin  HCl  hydrate,  Upjot  n 

'Reynolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
..  Data  on  file.  Medical  Research  Department,  The  Upjohn  Company 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


© 1971  The  Upjohn  Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3 ^ of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

QeodriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCl  hydrate 

contains;  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS;  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS;  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS;  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
holf-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS;  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic;  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevotions 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION;  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
20  mgAg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 


or  glomerulonephritis. 

SUPPLIED;  ISO  mg  Capsu/es-Bottles  of  16's  and  lOO's.  75  mg  Capsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  )lg.  Sensitivity  Powder-Vials. 


For  additional  product  information,  see  your  Upjohn  representative  or 
consult  package  insert.  MED  6-4-S  (LNU-3)  JA7I-1565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Wbuld  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians : 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Wbuld  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  v/ith  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  be 
determined. 

The  Bureau  of  Drugs  has 
suggested  the  package  in- 
sert as  a possible  means  of 
communicating  information 
on  relative  efficacy  of  drugs 
to  the  physician.  I find  this 
objectionable,  since  I do 
not  believe  the  physician 
should  have  to  rely  on  this 
source  for  final  scientific 
truth.  There  is  also  a prac- 
tical objection:  Since  fewj 
physicians  actually  dis-^ 
pense  drugs,  they  seldom^ 
see  the  package  insert.  In 
any  event,  I would  main- 
tain that  the  physician 
should  know  what  drug  he 
wants  and  why  without  de- 
pending on  the  government 
or  the  manufacturer  to  tell 
him. 

Undoubtedly,  physicians 
are  swamped  by  excessive 
numbers  of  drugs  in  some 
therapeutic  categories.  And 
I am  well  aware  that  many 
drugs  within  such  cate-^ 
gories  could  be  eliminated 
without  any  loss,  or  per- 
haps even  some  profit,  tc 
the  practice  of  medicine. 
But,  in  my  opinion,  neither 
the  FDA  nor  any  other 
single  group  has  the  exper- 
tise and  the  wisdom  neces- 
sary to  determine  the  one 
“drug  of  choice”  in  all 
areas  of  medical  practice.  ' 


i 
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Advertisement 


One  of  a series 


Maker  of  Medicine 


Kenneth  G.  Kohlstaedt.M.D., 
Vice  President, 
Medical  Research, 

Eli  Lilly  and  Company 


In  my  opinion,  it  is  not 
the  function  of  any  govern- 
ment or  private  regulatory 
agency  to  designate  a “drug 
of  choice.”  This  determina- 
tion should  be  made  by  the 
physician  after  he  has  re- 
ceived full  information  on 
the  properties  of  a drug, 
and  then  it  will  be  based  on 
his  experience  with  this 
drug  and  his  knowledge  of 
the  individual  patient  who 
is  seeking  treatment. 

• If  an  evaluation  of  com- 
parative efficacy  were  to  be 
made,  particularly  by  gov- 
ernment, at  the  time  a new 
drug  is  being  approved  for 
marketing,  it  would  be  a 
great  disservice  to  medi- 
cine and  thus  to  the  patient 
—the  consumer.  For  exam- 
ple, when  a new  therapeu- 
tic agent  is  introduced,  on 
the  basis  of  limited  knowl- 
edge, it  may  be  considered 
to  be  more  potent,  more 
effective,  or  safer  than 
products  already  on  the 
market.  Conceivably,  at 
this  time  the  new  drug 
could  be  labeled  “the  drug 
of  choice.”  But  as  addi- 
tional clinical  experience  is 
accumulated,  new  evidence 
may  become  available. 
Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exarn- 
ple,  broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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Eli  Lilly  and  Company 
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Additional  information 
available  to  the 
profession  on  request. 


Editorials 

TAX  FINANCED  HEALTH  PROGRAMS;  WHAT  NOW,  AND  WHAT  NEXT? 


Last  year  I spent  over  100  hours  in 
meetings  and  briefings,  pored 
over  400  lb  or  more  of  written 
material,  and  spent  a number  of 
minutes  with  my  friendly  psy- 
chiatrist. Why  spend  so  much  time 
and  energy?  As  a member  of 
the  Texas  Medical  Association’s 
Council  on  Tax-Financed  Health 
Care  Programs,  I have  stepped 
from  the  world  of  day-to-day  treat- 
ment of  medical  problems  and 
into  the  world  of  alphabetized 
organizations,  bureaus,  and  bills, 
picking  up  along  the  way  a 
whole  new  vocabulary.  I spent  one 
entire  day  just  listening  to  rep- 
resentatives of  each  of  the  various 
divisions  of  HEW  describe  their 
various  duties  and  programs; 

I came  away  convinced  that  there 
are  many  bright,  expert  young 
men  and  women — and  some  not  so 
young  or  expert — who  devote 
their  entire  lives  to  learning  the 
minutiae  of  regulations  and  admin- 
istration of  various  federal  and 
state  programs  relating  in  some 
way  to  health  care.  To  illustrate  the 
enormity  of  this  undertaking, 
we  received  a list  of  over  100  such 
programs  currently  being  admin- 
istered in  District  Six;  more 
than  $200  million  is  spent  annually 
in  these  various  programs. 

Until  recently  there  has  been 
little  or  no  input  from  the  private 
medical  community.  Constant 


proliferation  of  programs,  regula- 
tions and  laws  representing  special 
interests  has  resulted  in  situations 
such  as  this:  In  one  Texas 
county  more  than  50  different 
programs  related  to  health  and 
welfare  exist.  They  spend  in  excess 
of  $10  million  per  year  in  this 
one  area,  with  little  or  no  visible 
results.  Many  of  these  consist 
of  administrators,  assistants,  and 
secretaries.  They  operate  in 
nice  offices  and  rarely  do  they 
know  that  just  down  the  street 
other  administrators,  assist- 
ants, and  secretaries — all  well  paid 
— are  operating  similar  programs. 

The  only  apparent  effort  being 
made  to  coordinate  these  programs 
has  been  by  the  county  medical 
society,  which  has  tried  to  bring  all 
of  these  people  together  (along 
with  the  people  who  are  allegedly 
being  helped)  to  see  if  they  cannot 
develop  a workable  approach 
to  the  problems  that  need  solutions. 

The  definition  of  health  has 
changed  in  the  past  ten  years  from 
a statement  concerning  “freedom 
from  disease’’  to  the  WHO’s 
current  definition  as  “general 
human  or  social  well  being.’’ 

In  1970  the  AMA  defined  health  as 
“a  state  of  physical  and  mental 
well  being,”  thereby  excluding 
the  term  “social  well  being.” 

At  precisely  this  point,  the  plan- 
ners for  the  future  have  chosen 
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to  decide  that  we  have  a crisis  in 
medical  care  in  the  United  States.  Either  of 
these  definitions  of  health  care  involves 
sociological,  governmental,  and  environmental 
factors  in  addition  to  the  simple  manage- 
ment of  either  mental  or  physical  health 
processes  as  we  now  understand  them.  To 
quote  from  Elsom’s  article,*  “Efforts  to 
improve  the  structure  of  medical  care  services 
through  revisions  in  financing  and  adminis- 
tration are  increasingly  attracting  persons  from 
outside  the  medical  profession  with  previous 
training  in  finance,  insurance,  engineer- 
ing, and  administration.  Because  such  persons 
are  unfamiliar  with  the  nature  of  the  medical 
process,  their  expectations  of  what  medi- 
cine can  achieve  are  often  unrealistic.” 

She  goes  on  to  point  out  that  a knowledge 
of  the  nature  of  the  component  parts  of  the 
medical  process  discloses  that  in  the  matter  of 
the  delivery  of  medical  care  much  objective 
data  can  be  utilized  effectively,  but  impor- 
tant limitations  exist  at  each  point  in 
the  medical  process  where  the  physician’s 
clinical  judgment  becomes  crucial.  Thus, 
the  planners  for  the  future  financing  and 
organization  of  medical  care  must  pro- 
vide for  these. 

Many  physicians  in  organized  medicine 
believe  that  it  is  essential  for  doctors  of  medi- 
cine to  become  concerned  with  the  fact  that 
there  are  multitudinous  programs  already 
underway  which  have  little  or  no  input  from 
physicians  or  patients,  and  begin  to  establish 
communication  with  government  on  what- 
ever level  it  may  be  reached.  We  must  try  to 
redirect  the  planners,  the  regulation  writers, 
and  the  administrators  of  these  multitudi- 

*Elsom KO:  Elements  of  the  medical  process;  their 
place  in  medical  care  planning.  JAMA  217:1226-1232, 
1971. 


nous  programs  so  that  our  tax  money  and  our 
energies  may  be  utilized  more  adequately 
and  effectively.  Members  of  the  TMA  Council 
hope  that  we  have  established  communications 
with  these  people  at  the  local  and  the  state 
level,  and  that  in  some  small  way  we 
have  been  able  to  express  to  them  the  view- 
point of  the  practicing  physician,  and  what  we 
hope  to  be  the  viewpoint  of  the  patients 
who  receive  our  services  and  theirs. 

The  most  widely  discussed  of  the  current 
programs  being  proposed  for  the  delivery 
of  health  services  is  Health  Maintenance 
Organizations — HMO  for  short. 

The  HMO  brings  a comprehensive  range  of 
medical  services  into  a single  organization 
so  that  a patient  is  assured  of  convenient 
access  to  all  of  them.  It  also  provides  these 
needed  services  for  a fixed  contract  fee,  which 
is  paid  in  advance  by  all  subscribers.  A health 
maintenance  organization  is  an  organized 
system  of  health  care  which  accepts  the 
responsibility  to  provide,  or  otherwise  assure 
the  delivery  of,  an  agreed  set  of  comprehensive 
health  maintenance  and  treatment  services 
for  a voluntarily  enrolled  group  of  persons  in  a 
geographic  area,  and  is  reimbursed  through 
a prenegotiated  and  fixed  periodic  payment 
made  by  or  on  behalf  of  each  person  or 
family  unit  enrolled  in  the  plan. 

The  earliest  program  of  this  sort  probably 
was  the  Kaiser  Foundation  Health  Plan  which 
now  cares  for  almost  2,000,000  persons. 

Other  such  organizations  are  all  loosely 
grouped  by  government  advocates  into  the 
general  category  of  HMOs;  they  were  started 
and  now  operate  under  a variety  of  sponsors 
and  financing  mechanisms.  Their  continued 
effectiveness  has  led  to  the  government 
conviction  that  a greater  number  of  HMO 
organizations  can  be  created  and  maintained  if 
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financial  and  technical  assistance  is  made 
available  and  that  thereby  the  health  services 
delivery  system  in  our  country  will  improve. 

An  HMO  may  be  organized  and  sponsored 
by  either  a medical  foundation  (usually 
organized  and  sponsored  by  physicians),  com- 
munity groups,  labor  unions,  governmental 
units,  a profit  or  nonprofit  group  allied 
with  an  insurance  company,  or  some  financing 
institution,  or  by  some  other  arrangement. 

The  HMO  may  be  hospital-based,  medical- 
school-based,  or  be  a free-standing  outpatient 
facility  or  group  of  facilities. 

A somewhat  misty  difference  between 
an  HMO  and  a Foundation  for  Medical  Practice 
has  evolved.  It  is  therefore  important  that 
we  distinguish  between  the  two.  A foundation 
for  medical  care  is  strictly  a limited  function 
corporation  made  up  of  doctors  of  medi- 
cine sponsored  by  a local  medical  society.  It  is 
a separate  and  autonomous  corporation 
with  its  own  board  of  directors.  Every  physician 
member  of  the  county  medical  society 
may  apply  for  membership  (renewable  annual- 
ly) in  the  foundation.  In  brief,  a foundation 
for  medical  care  is  concerned  with  the 
development  and  the  delivery  of  medical 
services  and  with  a reasonable  cost  of  medical 
services  and  health  care  regardless  of  how 
such  care  is  financed.  It  subscribes  to  the 
tradition  of  free  choice  of  personal  physician 
and  hospital  by  the  patient,  and  the  fee 
for  service  concept  with  local  physician  control 
over  medical  programs  and  services.  Secondly, 
a foundation  for  medical  care  establishes 
minimum  standards  for  medical  care  according 
to  the  practice  patterns  in  the  community 
and  seeks  under  these  standards  to  offer  a 
broad  medical  care  coverage  within  a reason- 
able and  stable  cost  level.  The  Texas  Medi- 
cal Association  has  received  a charter  for  a 


Foundation  for  Medical  Care,  and 
pilot  studies  are  underway  in  an  effort  to 
determine  its  applicability  and  its  usefulness  io 
the  physicians  of  Texas.  A Foundation  for 
Medical  Care  is  well  on  the  way  to  the 
completion  of  its  developmental  phase  in 
Bexar  County.  Several  states  now  have  active 
functioning  foundations  for  medical  care 
under  the  auspices  of  the  state  medical 
association. 

There  is  no  national  legislation  authorizing 
the  government  support  of  HMOs  as  such. 

As  is  always  true  in  a large  bureaucracy, 
funds  may  be  diverted  from  one  department  to 
another  or  one  project  to  another,  under 
the  guise  of  research  and  development, 
and  the  Department  of  HEW  has  been  free 
with  its  grant  money  to  authorize  applicants 
to  conduct  feasibility  studies  for  the  estab- 
lishment of  HMOs  throughout  the  country. 
These  grants  by  and  large  have  been  in 
the  amount  of  $60,000  to  $100,000  and  have 
allowed  medical  societies,  medical  schools,  and 
private  individuals  or  private  corporations 
an  opportunity  to  draw  plans  and  programs  for 
the  establishment  of  such  organizations. 

Foundations  for  medical  care  operate  as 
private  corporations  which  negotiate  with 
the  government  for  care  of  certain  groups  who 
receive  health  care  from  government  agen- 
cies as  well  as  private  insurance  carriers 
who  enroll  groups  and  individuals  into  pro- 
grams which  have  been  designed  by  the 
foundation  for  “comprehensive”  health  care. 
This  allows  the  private  sector  of  medicine 
and  insurance  to  operate  without  direct 
supervision  and  control  of  government  agen- 
cies, while  at  the  same  time  achieving  the  gov- 
ernment goal  of  caring  for  those  who  can- 
not obtain  comprehensive  health  care  by 
themselves.  It  further  allows  a solo  practitioner 
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or  a group  of  practitioners  in  the  same 
specialty  to  contract  with  the  foundation 
for  delivery  of  medical  care  without  being 
involved  in  a “closed  panel”  of  physicians. 

A third  type  of  foundation  experiment  which 
recently  has  received  much  publicity  is 
CHAP  (Certified  Hospital  Admission  Program). 
This  consists  of  a pre-admission  evaluation 
program  based  upon  the  standards  or 
norms  of  stays  in  the  hospital.  A physician 
contemplating  hospitalizing  a patient  notifies 
the  CHAP  and  is  told  the  norm  or  usual  length 
of  stay  for  that  type  case,  and  is  expected 
to  conform  to  it  unless  he  can  show  good 
cause  for  departure.  The  program  has  func- 
tioned for  a year  or  more,  and  consider- 
able savings  are  claimed. 

In  other  areas,  some  foundations  are 
negotiating  with  government  for  Medicaid 
patients  in  such  a way  that  the  foundation  is 
at  risk  for  the  Medicaid  population  of  that 
area.  The  effectiveness  of  this  method 
has  not  yet  been  concluded,  but  it  does  have 
the  advantage  of  local  autonomy. 

To  summarize  the  presently  appearing 
differences  between  foundations  for  medical 
care  and  HMOs  as  now  conceived:  the 
HMO  is  an  organization  of  medical  and  health 
services  which  can  be  established  and 
managed  by  a hospital,  an  insurance  company, 
a group  of  citizens,  an  industrial  corpora- 
tion, or  what-have-you.  As  presently  conceived, 
they  may  be  operated  either  for  a profit  or 
not.  A foundation,  on  the  other  hand,  seeks  to 
develop  management  capability  and  sound 
peer  review  systems  utilizing  present  facilities 
and  personnel  in  the  community  and  allow- 
ing the  control  of  medical  health  services 
to  remain  in  the  hands  of  physicians  at 
all  times.  The  medical  foundation  can  give  the 
insurance  industry  and  the  consumer 


assurance  of  a stabilized  cost  and  list  of 
benefits.  An  additional  advantage  of  the  foun- 
dation is  that  it  can  apply  for  and  receive 
research  and  development  grants  from  govern- 
ment agencies  for  innovational  pilot  studies 
to  develop  experimental  health  services 
delivery  systems.  The  plan  at  present  is  to 
attempt,  through  some  organization,  to 
unify  and  correlate  the  multitudinous  federal 
plans  now  in  operation  and  unify  their  goals 
and  their  administration  in  such  a way 
that  actual  health  care  can  be  rendered  to  the 
maximum  degree. 

In  order  to  cope  with  the  many  facets  of 
health  care  as  defined  by  both  government 
and  planners  at  this  point,  in  Dallas,  a Health 
Planning  Council  has  been  organized  under 
the  auspices  of  the  Council  of  Governments. 
This  consists  of  members  of  the  medical 
community,  members  of  the  community  ser- 
vices agencies,  and  members  of  the  con- 
sumers groups.  An  organizational  meeting  has 
been  held,  officers  have  been  nominated, 
and  committee  work  will  shortly  begin.  For  the 
first  time,  this  will  enable  diverse  groups 
concerned  with  health  planning  and  health  care 
in  our  community  to  work  together  under 
one  organization  to  attempt  to  improve 
the  quality  of  medical  care  and  its  delivery 
in  our  area. 

H.  D.  Henderson,  Jr.,  MD,  Dallas. 
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Just  about  the  first  thing 
the  patient  on  Sporostacin 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation,  and  malodor  follows 
soon  after. 


If  that  was  all  Sporostacin 
did,  she’d  still  be  happy. 
But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases,  often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications:  None  known.  Precautions:  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage:  One  appli- 
catorful intravaginally  twice  daily  fora  period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostscin  cream 

(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN,  NEW  JERSEY  08869 


^OPC  1971 
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Why  bear  the 
burden  of  expensive 
equipment? 

Let  us  carry  the  load.  We  ll  buy  the  equipment  you  specify  and  lease 
it  to  you.  Or  we  ll  buy  your  present  equipment  and  lease  that  back 
to  you.  Either  way,  it  frees  your  cash  for  more  profitable  investment, 
instead  of  freezing  it  in  fixed,  depreciating  assets.  Lease  payments 
are  100%  tax  deductible  and  we  handle  tiresome  details  of  owner- 
ship such  as  taxes,  insurance,  etc.  Write  for  a free  brochure  about 
our  leasing  program  at  no  obligation,  or  call  817/336-2938. 

0 DSI  LEASING,  INC. 

1527  Fort  Worth  National  Building  Fort  Worth,  Texas  76102  817/336-2938 
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PAC  Programs  Merit  Full  Support 


Years  of  hard  work  are  paying 
dividends  in  the  elections  of  1972. 

Never  before  has  medicine  had 
so  many  friends  in  Congress — 
and  never  have  we  had  a greater  need 
for  friends ! 

TEXPAC  and  AMPAC  were 
established  in  1961  to  provide 
physicians  with  an  effective  voice 
in  public  affairs.  The  early  years 
were  particularly  rough.  Generally, 
doctors  were  apathetic.  Many 
balked  at  the  idea  that  medicine 
should  get  into  politics.  But  in  the 
1960s  we  learned  that  it  was  “get  in” 
or  “give  up.”  Now,  only  a few  doc- 
tors question  the  need  or  appro- 
priateness of  medicine’s  involvement 
in  the  political  process. 

In  the  mid-1960s,  lawmakers 
were  also  skeptical  about  the  medi- 
cal PAC  program.  Would  doctors 
support  it?  Could  it  survive  as  a 
voluntary  program  with  inexperi- 
enced leadership?  Would  it  stand  by 
its  political  friends? 

These  tests  have  been  met. 
TEXPAC  in  1972  will  have  four 
times  the  number  of  members  that  it 
had  in  1967.  Funds  contributed  are 
five  times  the  amount  during  the 
1964  election  year.  Incumbents 
and  candidates  know  TEXPAC  and 
AMPAC  to  be  permanent,  respon- 
sible members  of  the  political  arena. 

Physicians,  too,  have  responded. 
Today  we  are  confident  that  virtually 
all  physicians  are  voting  in  the 
primary  and  general  elections. 


Many  are  giving  personal  support 
to  local  candidates  of  their  choice. 
And,  fortunately,  increasing  num- 
bers of  doctors  are  helping  their 
]3rofession  through  support  of 
TEXPAC  and  AMPAC. 

What  remains  now  is  for  the 
burden  of  responsibility  to  be  shared 
by  all  Texas  physicians.  Each  of  us 
has  a stake  in  the  success  of  the 
medical  PAC  program.  Each  of  us 
is  needed  to  make  it  function  even 
more  effectively.  Not  one  of  us  can 
afford  to  sit  on  the  sidelines  as  a 
casual  spectator.  The  future  of 
our  profession  is  in  the  balance. 

Braswell  Locker,  MD,  President, 
Texas  Medical  Association. 
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Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  40  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
—ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Factory  Direct  Sales 
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Current  G.U.  Research 


Gantanol*  in  animals 

(sulfamethoxazole) 


Control  12.5  mg  sulfamethoxazole/ kg 

of  body  weight 


50  mg  of  sulfamethoxazole/ kg  100  mg  of  sulfamethoxazole/ kg 

of  body  weight  of  body  weight 


Tissue  slice  technique  maps 
renal  distribution  in  animal  studies 

Please  note  that  while  the  method  described  may  add  to 
the  knowledge  of  how  antibacterial  agents  are  distrib- 
uted in  the  kidney  of  this  animal,  no  conclusions  can  be 
drawn  from  this  study  relative  to  the  drug’s  distribution, 
effect  or  use  in  humans,  as  it  is  not  possible  to  extrapo- 
late animal  data  to  humans. 


■ S' 


Gantanol®  (sulfamethoxazole)  administered  to 
Macaca  speciosa  monkeys 

Working  with  Macaca  speciosa  monkeys,  researchers  at 
the  University  of  Arkansas  Medical  Center  administered 
sulfamethoxazole  at  doses  of  1 2.5  mg,  50  mg  and  1 00  mg/kg 
of  body  weight.  Each  dosage  level  was  given  to  three  animals 
while  three  were  left  untreated  as  controls.* 


Kidneys  inoculated  with  Staphylococcus  aureus 

After  272  hours,  the  1 2 monkeys  were  sacrificed  and  their 
kidneys  frozen  with  CO2.  Sagittal  tissue  slices  were  prepared 
and  placed  on  blood  agar  bacteriological  plates.  They  were 
incubated  at  37°C.  for  1 Vz  hours.  Staphylococcus  aureus  broth 
culture  was  then  used  to  inoculate  the  tissue  and  slices  were 
reincubated.* 


Dark  staining  reveals  heavy  bacterial  growth 

A solution  of  triphenyltetrazolium  chloride,  which  turns  a 
reddish  purple  in  the  presence  of  bacteria,  was  added  to  the 
plates  after  6 hours.  Renal  slices  from  the  untreated  control 
i animals  consistently  demonstrated  heavy  bacterial 
' growth,  as  evidenced  by  dark  staining.* 




fcpn 
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At  the  dosage  of  1 2.5  mg/kg  of  body  weight,  a diffuse 
stain  pattern  indicated  partial  inhibition  of  bacterial  growth. 

_ . ..  , , . _ • - rn I ^ nrv 


Distribution  throughout  Macaca  speciosa 
renal  parenchyma 


W.  ^ - 

Renal  slices  from  monkeys  given  the  50  and  1 00  mg/kg 

Ml§i  '■  doses  showed  no  staining,  indicating  complete  bacterial 

inhibition  and  suggesting  antibacterial  distribution 
throughout  the  parenchyma.* 


*Mobley,  J.  E.;  Redman,  J.  F.,  and  Robbins,  R.  P.:  Surg.  Gynec 
Obstet..  737:1122,  1970. 
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Establishes  antibacterial  levels  in  blood 
and  urine  in  from  2 to  3 hours 

!ln  from  2 to  3 hours  of  the  initial  2-Gm  adult  dose,  effective 
antibacterial  levels  of  Gantanol®  (sulfamethoxazole)  are 
achieved  in  both  blood  and  urine.  This  prompt,  early  treatment 
Mn  acute  nonobstructed  pyelonephritis  may  help  avert  possible 
: chronic  sequelae. 

Controls  primary  bacterial  offenders 

I Antibacterial  Gantanol  (sulfamethoxazole)  controls  susceptible 
' E.  coli,  the  most  common  cause  of  urinary  tract  infections.  It  is 
I also  effective  against  other  susceptible  gram-negative  and  gram- 
positive  urinary  pathogens  such  as  Klebsiella-Aerobacter,  Staph, 
y aureus  and  Proteus  mirabilis. 

j Also  effective  in  nonobstructed  chronic 
and  recurrent  urinary  tract  infections 

It  is  also  common  forthe  elderly  and  debilitated  to  develop 
chronic  nonobstructed  urinary  tract  infections,  primarily  pyelo- 
nephritis and  cystitis.  Such  cases  often  respond  satisfactorily  to 
therapy  with  Gantanol. 

B.I.D./T.I.D.  schedule  gives 
round-the-clock  coverage 

Subsequent  1 -Gm  doses  can  provide  up  to  1 2 hours  of  antibacte- 
rial activity.  The  b.i.d.  dosage  is  recommended  for  mild  to 
moderate  infections;  the  t.i.d.  forthe  more  severe  u.t.i.  Gantanol 
provides  coverage  around  the  clock— coverage  that  is  especially 
important  during  the  hours  of  sleep,  when  urinary  retention 
favors  bacterial  proliferation. 

Your  option:  tablets  or  suspension 

Gantanol  is  available  in  two  convenient  dosage  forms— tablets  or 
a pleasant-tasting  suspension.  It  is  generally  well  tolerated  with 
relative  freedom  from  complications.  The  usual  precautions  with 
sulfonamide  therapy  should  be  observed,  including  adequate  fluid 
intake,  frequent  c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination. The  most  common  side  effects  reported  are  nausea, 
vomiting  and  diarrhea.  (It  should  also  be  noted  that  the  increasing 
frequency  of  resistant  organisms  is  a limitation  of  usefulness  of 
antibacterial  agents,  including  sulfonamides,  especially 
in  chronic  or  recurrent  u.t.i.) 

in  nonobstructed  pyelonephritis 
due  to  susceptible  organisms 

(^ntanol* 

(sulfamethoxazole) 

Basic  therapy 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  acute,  recurrent  or 
chronic  urinary  tract  infections  (primarily  pyelo- 
nephritis, pyeiitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coll,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  and  in  the  ab- 
sence of  obstructive  uropathy  or  foreign  bodies. 
Note:  Since  in  vitro  sulfonamide  sensitivity 
tests  are  not  always  reliable,  carefully  coordi- 
nate in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  The  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents,  including 
sulfonamides,  especially  in  chronic  or  recur- 
rent urinary  tract  infections. 

Blood  levels  should  be  measured  in  patients  re- 
ceiving sulfonamides  for  serious  infections,  since 
there  may  be  wide  variations  with  identical 
doses;  20  mg/100  ml  should  be  the  maximum 
total  sulfonamide  level,  as  adverse  reactions  oc- 
cur more  frequently  above  this  level. 
Contraindications:  Sulfonamide  hypersensitivity: 
infants  less  than  2 months  of  age  (except  adjunc- 
tively  with  pyrimethamine  in  congenital  toxoplas- 
mosis); pregnancy  at  term  and  during  nursing 
period. 

Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not 
been  thoroughly  investigated.  Sulfonamides  will 
not  eradicate  or  prevent  sequelae  to  group  A 
streptococcal  infections,  i.e.,  rheumatic  fever, 
glomerulonephritis.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and 
other  blood  dyscrasias  have  been  reported;  early 
clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis 
with  careful  microscopic  examination  are  recom- 
mended frequently  during  sulfonamide  therapy. 
Clinical  data  are  Insufficient  on  prolonged  or  re- 
current therapy  in  chronic  renal  diseases  of  chil- 
dren under  6 years. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia;  aller- 
gic reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injec- 
tion, photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea, 
anorexia,  pancreatitis  and  stomatitis;  C.N.S.  re- 
actions: headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo  and  insomnia;  and  miscellaneous 
reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E. 
phenomenon.  Due  to  certain  chemical  similar- 
ities with  some  goitrogens,  diuretics  (acetazol- 
amide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia. 
Cross-sensitivity  with  these  agents  may  exist. 
Dosage:  Systemic  sulfonamides  are  contraindi- 
cated in  infants  under  2 months  of  age,  except 
adjunctively  with  pyrimethamine  in  congenital 
toxoplasmosis.  Usual  dosage  is  as  follows: 
Adults  — 2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  (2  tabs  or  teasp.)  b.i.d.  or  t.i.d.  depending 
on  severity  of  infection.  Children  — 0.5  Gm  (1  tab 
or  teasp. )/20  lbs  of  body  weight  initially,  fol- 
lowed by  0.25  Gm/20  lbs  (V2  fab  or  teasp.)  b.i.d. 
Maximum  dose  for  children  should  not  exceed 
75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Sus- 
pension, 0.5  Gm  sulfamethoxazole/teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Pinworm 
therapy  is  often  a 

family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  wfith  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction. 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SCOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 

Tablets  500  mg 

Mintezol 

(THIABENDAZOLE  MSD) 


SO  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include;  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 

1 tablet/ 50  lb 

Repeat 

7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 

1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 

1 tablet/'50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 

1 tablet,  501b 

Repeat  for 

2 to  4 

successive 

days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

■*Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co..  Inc..  West  Point.  Pa.  19486 


BILLY  B.  RANKIN;  WILLIAM  H.  KNISELY,  MD 

Computer  tames 

medical  school 
admissions  procedures 


The  University  of  Texas  System  Medical  and 
Dental  Application  Center  serves  the  UT  admin- 
istration by  providing  easily  accessible  information 
related  to  the  applicant  pool  and  admissions  ac- 
tivities. It  serves  potential  students  by  reducing 
duplication  of  effort  and  providing  assistance  to 
all  persons  involved  in  the  application  process.  In 
addition,  it  will  provide  statistics  to  facilitate 
planning  for  the  future  of  health  professions  edu- 
cation in  the  UT  System,  ultimately  benefiting 
those  interested  in  entering  these  professions,  and 
those  who  will  be  recipients  of  their  skills. 

MOST  MEDICAL  SCHOOLS  in  the  United  States 
are  increasing  their  class  size,  and  new  schools 
are  being  built.  However,  the  problems  of  pro- 
spective applicants,  college  advisors,  and  ad- 
missions committees  are  generally  increasing 
rather  than  decreasing.  Stritter  and  others^  in 
a study  of  the  1969-1970  national  data,  noted 
a 15%  increase  in  applicants  to  US  medical 
schools  during  the  same  period  in  which  the 
available  places  increased  6.1%.  In  1972-1973 
The  University  of  Texas  medical  schools  will  in- 
crease their  first-year  class  size  slightly  more 
than  10%  over  the  previous  year.  However,  the 
number  of  applicants  in  1972-1973  increased 
slightly  more  than  35%  (Fig  1).  Thus,  even 
though  considerable  progress  is  being  made 
toward  increasing  class  size,  there  is  a still 
greater  increase  in  the  number  of  applicants 
for  whom  places  do  not  exist.  Stritter  and  as- 
sociates^  showed  2.3  applicants  for  every  place 
available  nationally.  The  University  of  Texas 
System  schools  had  3.4  applicants  for  every 
place  available  in  the  1971-1972  classes.  While 
there  is  no  way  of  knowing  whether  all  would 
have  succeeded  if  admitted,  the  consensus  is 
that  many  are  turned  away  who  could  succeed 
if  a place  were  available. 

Although  the  total  number  of  applicants  rose 
to  1,464  in  1971,  the  profile  of  the  total  pool 


changed  very  little  as  shown  in  Fig  2.  The  over- 
all grade  point  average  decreased  .03  and  the 
overall  average  of  the  Medical  College  Admis- 
sions Test  scores  increased  1 point.  The  age, 
sex,  and  Texas  residency  distribution  also  re- 
mained essentially  the  same.  The  larger  1971 
entering  classes  were  easily  filled  with  appli- 
cants whose  average  credentials  were  about  the 
same  as  those  of  the  previous  year.  The  aver- 
age grade  point  average  increased  .05,  while 
the  overall  Medical  College  Admissions  Test 
scores  decreased  3 points. 

Today’s  medical  school  applicant  not  only 
faces  greater  competition,  he  also  generally 
encounters  more  red  tape.  Most  admissions 
committees,  through  a desire  to  do  a more 
thorough  job  and  in  response  to  public  de- 
mands to  defend  their  actions,  now  request 
more  detailed  information  about  applicants 
from  whom  they  must  select.  Admissions  per- 
sonnel are  consequently  experiencing  increased 
difficulty  in  placing  the  greater  amounts  of  in- 
formation on  larger  numbers  of  applicants  into 
a meaningful  and  manageable  framework.  The 
problem  is  further  compounded  because,  in  an 
apparent  response  to  competition,  applicants 
are  applying  to  a greater  number  of  schools 
than  formerly.  The  national  average  is  5.5  ap- 
plications per  applicant. 1 Application  to  medical 
school  and  the  subsequent  selection  of  stu- 
dents has,  thus,  become  a more  complex  and 
time  consuming  problem. 

In  1967,  The  University  of  Texas  System 
began  studying  this  problem.  In  1969,  The 
University  of  Texas  System  Medical  and  Dental 
Application  Center  was  established.-  The  Cen- 
ter was  charged  with  the  responsibility  for  all 
aspects  of  the  admissions  process  except  inter- 
viewing and  actual  selection.  The  latter  func- 
tions were  to  remain  the  prerogative  of  admis- 
sions committees  on  each  campus.  The  pri- 
mary goals  were  to  reduce  duplication  of  effort 
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TEXAS  MEDICINE 
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National  data  from  Jmmial  of  Medical  Education and  from  Datagram^  "US  Medical  Student  Enrollments,  1968-69  Through  1971-72," 
Office  of  Student  Records,  AAMC  Division  of  Student  Affairs. 

/.  Applicants  and  available  places  for  freshman  classes  of  medical  schools. 


and  provide  assistance  to  all  individuals  in- 
volved in  the  application  process.  The  major 
groups  to  be  served  were  prospective  and  cur- 
rent applicants,  undergraduate  college  health 
professions  advisors,  the  four  medical  schools 
and  two  dental  schools  in  The  University  of 
Texas  System,  and  The  University  of  Texas 
System  Administration. 

The  Center  is  currently  in  its  third  year  of  op- 
eration and  is  accomplishing  its  primary  goals. 

It  has  devised  and  made  operational  an  effi- 
cient and  accurate  system  for  processing  appli- 
cation materials  for  individuals  applying  to  the 
medical  and  dental  schools  of  The  University 
of  Texas  System.  To  enhance  the  accuracy  of 
the  system,  additional  check  procedures  were 
initiated  which  reduce  the  possibility  that  an 
error  in  an  applicant’s  academic  record  or  sub- 
sequent calculations  would  be  perpetuated  to 
his  disadvantage.  The  current  check  proce- 
dures are  as  follows: 

1.  Applicants  now  transfer  their  transcripted 
college  work  onto  a document  which  can  be 
read  by  machines  as  well  as  humans,  and  in  so 
doing  they  must  carefully  examine  each  course 
recorded.  During  this  process  applicants  detect 
occasional  errors  (wrong  grades,  course  omis- 
sion, etc)  which  might  otherwise  go  unnoticed. 

2.  As  each  applicant’s  file  is  constructed, 
computerized  audit  programs  identify  missing 
or  inconsistent  information  and  alert  the  Cen- 
ter’s staff.  Reconciliation  is  thus  made  as  the 
file  is  constructed. 

3.  The  Center’s  staff  visually,  and  with  com- 
puter assistance,  compares  applicants’  college 
transcripts  against  the  applicant-completed 
documents  and  the  computer  file  generated 
from  these  documents.  This  procedure  elimi- 
nates the  occasional  errors  or  omissions  made 
by  the  applicants  during  the  initial  process,  and 
also  assures  the  fidelity  of  each  item  on  the 
computer  file. 


2.  Profile  of  The  University  of  Texas  Medical 
Schools’  pool  and  enrolled  classes  for  the  1 970-197 1 
and  1969-1970  application  year. 


1971  1970 

^Entering  Class-^  ^Entering  Class-^ 
Pool  Enrolled  Pool  Enrolled 


Total 

1,464 

432  1,250 

392 

Men 

1,296 

385  1,135 

358 

Women 

168 

47 

115 

34 

Resident 

1,114 

413 

943 
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Non-Resident 

350 

19 

307 

20 

Married 
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86 
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70 

Single 

1,043 
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Other 

12 
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10 

3 

Average  Age 

23 

22 

23 

22 
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0 

0 

0 

0 

18 

0 

0 

1 

1 

19 

3 

3 

5 

4 

20 

32 

2 

22 

8 

21 
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97 
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94 

22 
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23 

192 

45 
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58 

24 
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23 

63 

9 

25 

82 

12 

63 

13 

26 

49 
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1 

27 

48 

7 
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7 
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25 

29 

36 

7 

1 

i 

30 

25 

1 ^ 

1 
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53 

9 

38 

2 
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3.04 
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% 

% 

% 

% 
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18 
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32 
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13 

25 

12 

24 
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10 

49 

12 
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19 
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15 
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19 
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17 
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13 

11 

12 

12 
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10 

3 
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4.  Periodic  summaries  relative  to  applicants 
are  sent  to  their  undergraduate  college  advisors 
so  that  the  advisors  may  check  grade  point 
averages,  hours  passed,  etc,  against  records 
maintained  in  their  office.  Here  also,  any  com- 
putational or  summarizing  errors  are  quickly 
spotted  and  corrected. 

5.  Weekly  computer-produced  applicant  pool 
summary  listings  sent  to  the  professional 
schools  show  the  items  present  and  missing 
from  each  applicant’s  file.  The  schools  can, 
therefore,  audit  their  files  and  request  duplicate 
copies  of  any  item  which  might  have  strayed. 

6.  All  records  are  still  carefully  scrutinized 
by  the  experienced  eye  of  admissions  officials 
at  each  professional  school. 

It  serves  applicants  by  reducing  their  expen- 
diture of  effort  and  money.  Application  ma- 
terials are  now  the  same  for  all  University  of 
Texas  medical  and  dental  schools.  By  complet- 
ing one  set  of  application  materials,  paying  one 
filing  fee,  undergoing  one  medical  and  one 
dental  examination,  and  submitting  one  set  of 
transcripts,  applicants  may  apply  to  one  or  all 
six  of  The  University  of  Texas  System’s  four 
medical  and  two  dental  schools. 

The  applicant  specifies  the  schools  he  wishes 
to  consider  his  application,  up  to  all  six.  Dur- 
ing the  current  year  the  1,981  applicants  to 
The  University  of  Texas  medical  schools  re- 
quested 6,751  application  considerations  by 
this  method.  Applicants  requested  considera- 
tion by  3.4  of  the  four  medical  schools  on  the 
average.  These  applicants  completed  only  one 
set  of  materials,  but  many  other  advantages 
accrue  as  well;  for  example,  it  is  now  practical 
to  acknowledge  to  applicants  the  receipt  of  all 
file  documents  as  they  are  received,  thereby 
keeping  applicants  continually  informed  of  the 
status  of  their  files. 

The  Center  assists  health  professions  advi- 
sors in  several  ways.  First,  it  reduces  the  num- 


ber of  separate  evaluations  they  must  prepare. 
The  Center  duplicates  and  distributes  the  eval- 
uation if  the  applicant  applies  to  more  than 
one  System  medical  school.  Each  year  the  Cen- 
ter sponsors  a conference  for  advisors  and 
admissions  personnel  where  topics  of  mutual 
interest  are  discussed.  In  addition  to  exchang- 
ing information,  constructive  courses  of  action 
for  common  problems  are  explored.  These  con- 
ferences are  held  on  the  campuses  of  the  vari- 
ous medical  and  dental  schools  so  as  to  give 
advisors  firsthand  knowledge  of  each.  A peri- 
odic newsletter  is  also  circulated.  The  news- 
letter includes  suggestions,  articles,  comments, 
and  notices  of  interest  to  advisors  and  admis- 
sions personnel. 

During  the  year,  each  advisor  in  a Texas 
senior  college  or  university  who  has  applicants 
applying  to  a University  of  Texas  medical  or 
dental  school  receives  computer-produced  list- 
ings of  data  basic  to  the  consideration  of  appli- 
cants from  his  school.  These  listings  show  all 
actions  which  have  been  taken  by  System  medi- 
cal and/or  dental  schools  on  his  advisees’  ap- 
plications, and  point  up  any  items  missing  from 
the  advisees’  files. 

The  listings  also  identify  applicants  who  have 
not  satisfactorily  completed  required  courses. 
Advisors  are  thus  kept  aware  of  committee 
actions  and  can  check  the  accuracy  of  infor- 
mation relative  to  their  advisees.  They  can  also 
identify  any  applicants  for  whom  file  comple- 
tion or  course  deficiency  has  become  a prob- 
lem. Each  listing  is  accompanied  by  a multi- 
factor statistical  summary  of  the  applicants 
shown.  End  of  year  statistical  information 
relative  to  all  applicants  who  applied  and  the 
entering  classes  of  all  University  of  Texas  med- 
ical and  dental  schools  is  also  provided  to 
allow  each  advisor  to  compare  the  actions 
taken  on  his  advisees,  and  to  relate  them  to 
the  total  applicant  pool.  These  listings  also 
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provide  considerable  insight  into  general  ad- 
missions criteria  and  philosophy. 

Assistance  to  the  medical  and  dental  schools 
is  provided  in  several  forms.  Schools  are  no 
longer  required  to  perform  separate  and  redun- 
dant acts  of  revising,  printing,  packaging,  and 
mailing  application  materials,  basic  informa- 
tional pamphlets,  and  the  associated  corre- 
spondence. The  mailing  of  one  application,  one 
pamphlet,  and  basically  one  set  of  answers 
satisfies  most  routine  inquiries  relative  to  appli- 
cation to  all  six  professional  schools. 

Relatively  sophisticated  computer  assistance 
enables  production  of  far  more  detailed  aca- 
demic profiles  and  summaries  of  applicants 
than  were  previously  practical.  Modern  dupli- 
cation equipment  allows  rapid  reproduction  and 
distribution  of  supporting  documents  which  are 
not  a part  of  the  computer  record.  Computer 
technology  permits  rapid  answers  to  detailed 
statistical  questions  from  admissions  commit- 
tees with  respect  to  the  applicants  applying  to 
their  schools. 

Statistical  summaries  detailing  the  nature  of 
each  school’s  applicant  pool  are  provided  the 
committees  on  a weekly  basis.  Comparable  sta- 
tistical summaries  of  selected  segments  of  the 
applicant  pool  are  also  available.  For  example, 
committees  wish  to  be  kept  informed  as  to  the 
characteristics  (average  GPA,  MCAT  scores, 
age,  etc)  of  those  individuals  “deposited”  in 
their  class  during  the  selection  period. 

Computer-assisted  applicant  pool  manage- 
ment models  can  be  constructed  to  provide  a 
tool  which  reflects  a given  committee’s  prefer- 
ence relative  to  identifiable  qualitative  and 
quantitative  factors.  These  computer  models 
can  then  perform  the  tedious  chore  of  sorting 
a given  pool  of  applications  to  show  how  each 
applicant  stands  in  relation  to  all  others  in  the 
pool,  based  on  a given  set  of  defined  para- 
meters. 


It  is  no  longer  necessary  for  staff  members 
at  the  schools  to  spend  long  hours  hand  com- 
puting and  summarizing  the  various  grade 
point  averages,  semester  hour  counts,  etc,  in 
preparing  applications  for  committee  consider- 
ation. These  functions  are  performed  one  time 
by  Center  personnel  with  computer  assistance 
and  are  provided  to  each  school  indicated  by 
the  applicant. 

The  Center  serves  The  University  of  Texas 
System  administration  by  providing  compatible, 
easily  accessible  information  related  to  the 
Systemwide  applicant  pool  and  Systemwide  ad- 
missions activities.  This  information  makes 
planning  with  and  reporting  to  various  state, 
federal  and  professional  agencies  faster,  more 
reliable  and  much  more  complete. 

The  Center  also  hopes  to  be  of  service  to 
Texans  by  collecting  appropriate  data  in  a stan- 
dardized fashion,  and  in  adequate  quantity, 
to  enable  significant  research  related  to  health 
education.  The  statistical  information  now  avail- 
able on  a Systemwide  basis  will  be  used  to 
help  plan  for  the  future  of  health  professions 
education  in  The  University  of  Texas  System. 
The  ultimate  beneficiaries  of  such  planning  will 
be  the  steadily  rising  number  of  young  people 
interested  in  health  professions  education,  and 
the  recipients  of  the  health  care  skills  which 
they  will  acquire. 
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Whats 

onyour 

patient’s 

lace*** 

may  be  more  important  than 
his  chief  complaint 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
“senile”  keratoses...  and 
they  may  be  premalignant. 

Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  fiat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T*  seen  on  3129167  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fiuorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  on  6112167,  seven  weeks  after  discon- 
tinuation of  5%-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows; 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  flailing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions;  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration;  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fiuorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxy  propyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil  in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efudex 

(fiuorouracil) 

5%  cream /solution 
...a  Roche  exclusive 

/ r\.  Roche  Laboratories 

ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  N.J,  07110 


Volume  68,  June,  1972 


65 


KELSEY-SEYBOLD  CLINIC 


HOUSTON,  TEXAS  77025 


6624  FANNIN  STREET 

INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

Joy  Mackay,  M.D. 

Phillips  Kay  Champion,  M.D. 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D., 
F.A.C.P. 

Ralph  D.  Eichhorn,  M.D.. 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 

F.A.C.P. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke,  M.D. 

General  Medicine  and  Oncology 

Carlos  F.  Taboada,  M.D., 
F.A.C.P. 

Elihu  N.  Root,  M.D. 

Nephrology 

FVancis  X.  Schloeder,  M.D., 
F.A.C.P. 

Hematology 

Jerome  B.  Bart.  M.D. 


AC  (713) 

Infectious  Diseases 

Stuart  Riggrs,  M.D.,  F.A.C.P. 
Allergy 

Thomas  R.  Woohler,  M.D. 
Occupational  Health  Services 

Paul  E.  Wright,  M.D., 

M.P.H..  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  I.  Karstens,  M.D., 
F.A.C.Pr.M. 

Frank  A.  Goss,  M.D. 

Nicholas  H.  Nauert,  Jr..  M.D., 
F.A.C.P. 

Bradley  W.  Prior,  M.D., 
F.A.C.Pr.M. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D., 
F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 

William  A.  Johnson.  Ill, 

M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
♦Ricardo  Daichman,  M.D. 

Manuel  C.  Ramirez,  M.D. 

PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 


526-2671 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D.. 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D., 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

Eduardo  G.  Linares,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  Ph.D., 
M.D.,  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 

CONSULTANTS 

Industrial  Hygiene 

Stanley  M.  Pier,  Ph.D. 
Richard  K.  Severs,  Ph.D. 


Maxillofacial  Surgery 
Edward  C.  Hinds.  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Preventive  Medicine  and 
Epidemiology 
Reuel  A.  Stallones,  M.D., 
M.P.H. 

Psychiatry 

Albert  Owers,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 

Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Cardiology 

David  K.  Brooks,  Ph.D.,  M.D., 
F.A.C.C. 

Efrain  Garcia,  M.D., 

F.A.C.P. 

Social  Service 

Mary  E.  Wheeler,  Ph.D. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

Electronystagmography 

ADMINISTRATOR 
James  A.  Bakken 

♦Military  Service 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  dally  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now.' 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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New  plan  for  Medical 

special  education  communications 
involves  to  schools  are 

physicians:  important 

under  Plan  A 


BILL  S.  CALDWELL,  PhD 
ARR  NELL  BOELSCHE,  MD 

Public  schools  in  Texas  are  implementing  a new 
approach  to  special  education.  The  new  program, 
called  Plan  A , makes  available  special  help  to  new 
categories  of  exceptional  students.  Under  Plan  A, 
physicians  will  have  greater  opportunity  to  plan 
and  participate  in  special  education.  In  order  to 
be  most  effective,  physicians  must  become  fandl- 
iar  with  the  categories  of  exceptionality  and  the 
requirements  for  eligibility  in  Plan  A.  Critical  at- 
tention should  be  given  to  reporting  medical  find- 
ings and  recommendations  to  schools;  reports 
should  be  readily  interpretable  by  school  person- 
nel and  recommendations  made  in  terms  of  edu- 
cational implications. 

PHYSICIANS  THROUGHOUT  Texas  are  aware 
of  an  increased  demand  from  school  systems 
for  medical  participation  in  the  education  of 
exceptional  children.  These  demands  have 
sharply  increased  in  numbers  and  in  the  scope 
of  their  complexity  since  the  implementation  in 
Texas  of  a new  approach  to  special  education. 
This  new  approach,  called  “Plan  A”  in  the 
Administrative  Guide  and  Handbook  for  Special 
Education  of  the  Texas  Education  Agency, 
comes  at  a time  when  there  also  is  a strong 
move  to  provide  special  education  for  a group 
of  children  referred  to  as  “learning  and/or 
language  disabled  children’’.*  Thus,  not  only 
has  the  scope  of  special  education  been  wid- 
ened, but  Texas  is  moving  in  a direction  which 
would  change  the  entire  complexion  of  educa- 
tion for  the  exceptional  child  in  this  state.  Al- 
though changes  are  being  made  almost  con- 
stantly in  the  guidelines  for  special  education, 
the  basic  policies  for  determining  the  eligibility 

*AII  quotations  in  this  paper  are  from  the  Administra- 
tive Guide,  Texas  Education  Agency,  Austin,  March, 
1971. 


of  pupils  needing  special  education  will  likely 
not  be  changed  significantly.  Therefore,  every 
physician  in  Texas  who  has  any  contact  with 
children  attending  school  needs  to  become  fa- 
miliar with  the  direction  in  which  special  edu- 
cation is  moving,  and  with  the  policies  which 
affect  the  medical  profession’s  relationship  to 
special  education. 

New  Scope  of  Special  Education:  Special  edu- 
cation has  broadened  its  scope  and  its  age 
range  so  that  it  will  be  possible  to  provide 
education  for  any  exceptionality.  According  to 
the  Administrative  Guide  and  Handbook  for  Spe- 
cial Education,  exceptional  children  are  those 
“between  the  ages  of  3 and  21,  inclusive,  with 
educational  handicaps  (physical,  mental,  emo- 
tional, and/or  children  with  language  and/or 
learning  disabilities)  as  specifically  defined 
within  this  policy;  and  students  leaving  and  not 
attending  public  school  for  a time  because  of 
pregnancy — which  disabilities  render  regular 
services  and  classes  of  the  public  schools  in- 
consistent with  their  educational  needs.’’ 

Before  the  development  of  Plan  A in  special 
education,  under  the  guidelines  issued  by  Com- 
missioner of  Education  Dr.  J.  W.  Edgar,  in 
1970,  all  special  education  students  were  in 
classes  according  to  their  disability  category. 
These  were  referred  to  as  self-contained  class- 
rooms. This  categorical  approach  to  a special 
education  program  is  now  referred  to  as  “Plan 
B.’’ 

According  to  announced  plans  of  the  Texas 
Education  Agency,  all  accredited  local  school 
districts  operating  approved  special  education 
programs  for  exceptional  children  under  the 
Foundation  School  Program  shall  provide  com- 
prehensive special  education  programs  (ie. 
Plan  A)  by  the  school  year  starting  Sept  1, 
1975.  Now,  34  school  districts  in  the  state  are 
operating  under  Plan  A while  the  remainder  of 
the  districts  continue  under  Plan  B.  The  essen- 
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tial  difference  between  the  two  programs  is  that 
under  Plan  A,  the  majority  of  exceptional  chil- 
dren are  in  regular  classrooms  and  receive 
special  help  from  special  education  teachers 
who  may  serve  as  diagnostic  and/or  remedial 
teachers.  Two  objectives  are  accomplished  by 
this  approach.  First,  exceptional  children  may 
be  taught  and  grouped  for  teachers  according 
to  their  educational  needs  rather  than  accord- 
ing to  a categorical  classification  system.  Sec- 
ond, children  have  the  benefit  of  being  with 
their  peer  mates  in  a regular  classroom  dur- 
ing a part  of  each  day  and  thus  are  no  longer 
set  apart  in  the  way  which  has  been  too  often 
true  under  special  education  in  the  past. 
Categories  of  Handicaps:  Whether  a school  is 
under  Plan  A or  Plan  B,  the  physician  has  a 
role  in  establishing  the  eligibility  of  most  of 
the  students  who  enter  a special  education  pro- 
gram. The  degree  to  which  a physician  be- 
comes involved  with  a school’s  program  will 
depend  in  a large  part  on  that  physician.  Rec- 
ognizing the  value  of  physicians’  participating 
in  the  total  program,  the  new  state  plan  for 
special  education  provides  funds  for  “medical 
consultative  services  . . . diagnosis,  evaluation, 
consultation,  and  assistance  in  in-service  train- 
ing.’’ Eligibility  criteria  have  been  established 
by  the  Commissioner  of  Education  in  each  of 
the  following  categories: 

1.  Physically  Handicapped 

a.  Visually  handicapped 

b.  Auditorily  handicapped 

c.  Minimally  brain  injured 

d.  Orthopedically  handicapped  or  other 
health  impaired 

2.  Mentally  Retarded 

a.  Educable  mentally  retarded 

b.  Trainable  mentally  retarded 

3.  Emotionally  Disturbed 

4.  Language  and/or  Learning  Disabilities 

5.  Pregnant  Students 

6.  Speech  Handicapped 

7.  Multi-Handicapped 


With  the  exception  of  the  speech  handi- 
capped, all  students  require  a physician’s  writ- 
ten report  of  a general  physical  examination. 
At  the  present  time  the  Texas  Education  Agen- 
cy has  issued  no  policy  relative  to  the  time 
when  such  an  examination  may  have  taken 
place,  leaving  this  decision  to  the  discretion  of 
the  physician.  Likewise,  there  is  no  form  issued 
by  the  state  agency  to  report  an  examination, 
although  local  school  districts  may  develop 
such  a form  if  this  helps  them  in  their  apprais- 
al of  the  child  who  is  being  considered  for 
special  education. 

In  addition  to  the  physician’s  written  report 
of  a general  physical  examination,  special  re- 
ports are  required  for  several  of  the  handicap- 
ping conditions.  For  a visually  handicapped 
child  there  must  be  a written  report  from  an 
eye  specialist  on  the  nature  and  extent  of  the 
child’s  eye  condition.  For  the  auditorily  handi- 
capped there  must  be  an  otological  examina- 
tion and  audiologist’s  evaluation  on  the  nature 
and  extent  of  the  child’s  hearing.  There  must 
be  a physician’s  evaluation  indicating  positive 
neurological  findings  in  order  to  qualify  a child 
as  a minimally  brain  injured  child. 

For  the  orthopedically  handicapped  or  other 
health  impaired  child  there  must  be  a descrip- 
tion of  the  handicapping  condition.  For  this 
last  group  there  is  a requirement  of  an  annual 
physical  examination  to  determine  changes  in 
the  physical  condition  and  medical  implications 
which  reflect  appropriateness  of  continued  spe- 
cial education  services.  Orthopedic  handicaps 
or  other  health  impairments  are  defined  as 
follows:  “(a)  muscular  or  neuromuscular  han- 
dicaps which  significantly  limit  the  ability  to 
move  about,  sit,  or  manipulate  the  materials 
required  for  learning,  (b)  skeletal  deformities 
or  abnormalities  which  affect  ambulation,  pos- 
ture, and  body  use  which  are  necessary  in 
school  work,  and  (c)  disabilities  which  result  in 
reduced  efficiency  in  school  work  because  of 
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temporary  or  chronic  lack  of  strength,  vitality, 
or  alertness.” 

A child  may  be  qualified  as  an  emotionally 
disturbed  child  when  there  is  a written  report 
of  medical  appraisal  resulting  in  a psychiatric 
diagnosis  and  a prescription  for  behavioral 
management.  Before  a student  may  be  enrolled 
in  special  education  because  of  pregnancy 
there  must  be  a signed  statement  of  positive 
diagnosis  of  pregnancy.  For  the  multi-handi- 
capped child  the  reports  must  be  a combina- 
tion of  the  requirements  set  forth  for  any  of 
the  above-named  categories. 

In  each  report  to  the  school,  the  physician 
should  clearly  state  whether  the  child  has  a 
handicapping  condition  which  may  influence 
his  learning  and  adjustment  to  school.  If  such 
a condition  exists,  the  physician  should  indi- 
cate which  of  the  categories  best  includes  this 
particular  handicap. 

Medical  Recommendations:  The  new  approach 
to  special  education  focuses  on  the  child’s 
learning  in  school,  that  is,  his  educational  re- 
quirements. All  professionals  who  come  in  con- 
tact with  the  child,  whether  physicians  or  oth- 
ers, are  urged  to  consider  their  evaluation  in 
terms  of  the  educational  implications  of  their 
findings.  This  request  from  the  school  is  not 
a request  for  physicians  to  develop  educational 
programs  or  to  make  recommendations  which 
are  properly  the  prerogative  of  educators.  It  is 
a request,  however,  that  all  medical  reports 
be  understandable  to  persons  in  schools,  rele- 
vant to  the  tasks  which  face  students  in 
schools,  and  capable  of  being  implemented  in 
a school  system  with  due  regard  for  all  of  the 
other  variables  which  must  be  considered  in 
planning  an  educational  program. 

A definitive  medical  diagnosis  and  etiology 
may  be  significant  in  some  children  and  not 
in  others.  School  personnel  are  not  able  to 
determine  this  from  the  medical  terminology 
often  found  in  reports  sent  to  the  schools. 
Therefore  it  is  important  to  interpret  these  for 


the  school  with  an  indication  of  prognosis  and 
whether  the  etiology  implies  a chronic  perma- 
nent condition  or  a temporary  acute  situation. 
This  may  be  exemplified  by  contrasting  a child 
showing  permanent  retardation  caused  by  an- 
oxia at  birth  to  transient  retardation  from  acute 
infection  of  the  brain  with  recuperative  poten- 
tial extending  over  several  months,  such  as 
might  occur  with  measles  encephalitis.  A dif- 
ference in  prognosis  is  also  found  in  hearing 
losses  from  different  etiologies  such  as  audi- 
tory nerve  damage  versus  a loss  due  to  recur- 
rent accumulation  of  fluid  behind  the  tym- 
panic membrane. 

The  physicians  can  be  most  helpful  to  the 
child  and  the  school  personnel  in  the  area  of 
recommendations  which  will  enhance  the  child's 
ability  to  learn.  Too  often,  physicians  expect 
the  school  personnel  to  ‘‘know  what  to  do”  and 
how  to  interpret  the  degree  of  handicap  from 
such  words  as  ‘‘moderate,”  “severe,”  “con- 
ductive,” “sensory  neural”  or  symbols  such  as 
“V.A.,  OD  20/70.”  Physicians  should  take  a 
few  minutes  as  they  fill  out  forms  for  the 
school  to  think  about  the  influence  of  the  medi- 
cal condition  on  the  mechanics  of  handling  the 
child  in  a classroom.  Items  which  may  need 
clarification  can  be  outlined  as  follows: 

1.  Position  of  child  in  classroom.  Does  the 
child  need  to  be  nearer  the  teacher?  Is  hearing 
from  one  ear  better  than  the  other?  Does  the 
child  need  additional  room  for  crutches  or 
wheel  chair?  What  precautions  should  be  taken 
to  avoid  exposure  to  infections? 

2.  Activity  of  child.  Can  the  child  partici- 
pate in  all  classroom  activities?  Should  he  be 
in  a wheel  chair  all  day?  Does  he  need  his 
crutches  at  all  times?  Does  he  need  additional 
rest  periods?  Will  he  hold  reading  material 
close  to  his  eyes?  Does  he  need  glasses  all  the 
time  or  just  for  reading?  Should  he  be  restrict- 
ed on  the  playground? 

3.  Medications  and  diet.  What  is  the  purpose 
of  his  medication?  Should  any  of  it  be  given 
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during  school  hours?  Is  the  child  on  a special 
diet? 

4.  Behavioral  management.  Are  there  any 
specific  suggestions  for  coping  with  the  child's 
behavior?  Should  he  be  allowed  any  special 
privileges,  ie,  should  his  grades  be  based  pri- 
marily on  oral  work?  How  should  a certain  be- 
havior be  handled  by  all  concerned? 

5.  Specific  goals  needing  physician-parent- 
teacher  cooperation.  Are  there  certain  skills  or 
behaviors  which  the  child  is  learning?  Does  he 
need  to  learn  the  E game  for  visual  testing? 
Does  he  need  to  practice  self-help  skills?  Which 
ones? 

6.  Special  problems.  Are  any  specific  pre- 
cautions necessary?  Are  there  certain  warning 
signals  of  acute  conditions  such  as  seizures, 
diabetic  control  imbalance  or  heart  failure? 

7.  Parents.  Are  there  any  ways  the  school 
personnel  can  help  with  the  feelings,  attitudes, 
or  understanding  of  the  parents  toward  this 
child? 

A good  medical  report  will  leave  few  unan- 
swered health  questions  for  the  educational 
personnel.  Full  reports  of  educational  implica- 
tions of  a physical  condition  should  be  sent  to 
the  school.  One  method  of  communicating 
recommendations  concerning  a child  is  illus- 
trated in  Fig  1 as  a physician  reports  on  6-year- 
old  Debra  Ann. 

“Debra  Ann  will  enter  the  first  grade  with 
multiple  handicaps.  She  has  been  followed  in 
several  medical  centers  since  birth  and  now  at- 
tends a Head  Start  Program.  In  preparation  for 
entry  into  first  grade,  the  parents  have  request- 
ed an  evaluation  for  proper  placement.  She  is 
eligible  for  Plan  A as  a multi-handicapped 
child,  being  visually  handicapped  and  educable 
mentally  retarded.” 

The  new  state  plan  for  special  education  in 
Texas  offers  physicians  an  opportunity  to  be- 
come more  intimately  involved  in  the  total 
process  of  educating  the  exceptional  child.  In 
many  instances  only  the  physician  understands 
completely  the  limitations  and  abilities  which 
exceptional  children  possess  and  only  the  phy- 
sician, frequently,  can  furnish  information  to 
the  schools  which  will  allow  the  schools  to  op- 
timize a child’s  chances  for  moving  toward  as 
near-normal  a life  as  is  possible.  Once  the 
school  has  the  information  concerning  a child, 
it  can  then  develop  an  educational  plan  spe- 
cifically for  that  child. 


Physicians  in  Texas  need  not  know  all  of  the 
intricacies  of  educational  programs  for  excep- 
tional children,  but  they  certainly  must  be 
aware  and  be  highly  knowledgeable  about  that 
portion  of  the  state  plan  for  special  education 
which  can  only  be  fulfilled  by  physicians,  and 
which  carries  with  it  an  obligation  and  an  op- 
portunity. 

The  authors,  Child  Development  Division,  Department 
of  Pediatrics,  The  University  of  Texas  Medical  Branch, 
Galveston,  Texas  77550. 


Medical  Condition 

Interpretations  and  Recommendations 
for  School 

1.  Rubella  syndrome 

Mother  possibly  had  measles  during 
pregnancy.  She  denies  this  and  be- 
comes upset  probably  because  she 
feels  guilty.  Suggest  school  not  em- 
phasize the  cause  of  the  handicaps. 
If  placed  with  other  post-rubella 
children,  mother  should  understand  it 
is  because  this  is  where  her  child  can 
get  the  help  she  needs. 

2.  Moderate  sensory  neural 
hearing  loss,  profound 
in  high  frequencies  in 
right  ear.  Left  ear 
normal.  Poor  discrim- 
ination. 

Normal  hearing  in  left  ear. 

Significant  permanent  loss  of  hearing 
in  right  ear  which  cannot  be  helped 
by  a hearing  aid. 

Seat  child  in  front  of  the  classroom, 
always  with  her  normal  left  ear  to- 
ward teacher  or  leader. 

3.  Mild  mental  retardation 

At  the  age  of  5 years  8 months,  she 
functioned  like  a 3-year,  6-month-old 
child.  Material  should  be  geared  to 
this  level. 

4.  Poor  attention  span 
and  hyperactive 

Short  attention  span  and  distractibil- 
ity  may  be  helped  by  medication.  She 
will  be  on  Mellaril  10  mg  three  times 
a day.  One  of  these  tablets  should  be 
given  to  her  at  school  at  noon. 

5.  Vision  obscured  by 
dense  membrane 

OD  20/400 

VA 

OS  20/300 

Vision  in  both  eyes  is  poor.  She  can 
see  objects  and  symbols  when  placed 
1-2  feet  from  her  eyes.  This  qualifies 
her  as  legally  blind.  She  will  have 
surgery  in  the  summer  to  try  to  help 
her  vision  more.  Learning  the  E game 
and  her  colors  will  be  of  great  help 
to  the  physician  to  test  her  vision 
later. 

6.  Mild  cerebral  palsy 

Coordination  of  hands  is  below  nor- 
mal. She  has  received  exercises  from 
the  occupational  therapist.  Printing 
and  writing  will  be  poor  and  sloppy 
but  should  improve. 

7.  Special  precautions 

There  should  be  no  restrictions  on 
classroom  or  playground  activities 
other  than  safety  precautions  because 
of  her  limited  vision.  She  has  never 
had  a seizure  and  no  precautions  for 
this  are  necessary. 

1.  Sample  medical  recommendations  for  multi-handicap- 
ped child. 
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Correction  of  transposition 
of  the  great  arteries 
within  the  first  year  of  life 

KEITH  W.  ASHCRAFT,  MD;  KENNETH  R.  T.  TYSON,  MD 


Approximately  one  out  of  five  children  will  suffer 
a serious  or  fatal  thrombotic-ischemic  complica- 
tion each  year  while  awaiting  correction  of  trans- 
position of  the  great  arteries.  These  problems  ap- 
pear to  be  related  to  the  cyanotic  nature  of  the 
heart  lesioti.  Extensive  experience  with  correction 
of  complex  cardiac  abnormalities  within  the  first 
year  of  life  is  being  accumulated  throughout  the 
world.  The  result  is  the  demonstration  that  cor- 
rection of  transposition  of  the  great  arteries  with- 
in the  first  year  of  life  is  entirely  feasible.  Sum- 
mation of  all  of  the  data  indicates  that  the  opti- 
mum time  for  correction  of  simple  transposition 
of  the  great  arteries  is  within  the  first  year  of 
life.  Our  experience  with  12  children,  reported 
here,  supports  this  concept. 

ALTHOUGH  THE  NATURAL  history  of  patients 
born  with  transposition  of  the  great  arteries 
(TGA)  has  been  altered  considerably  by  var- 
ious palliative  operations,  there  is  considerable 
morbidity  and  mortality  among  those  patients 
awaiting  “correction”  by  Mustard’s  procedure. 
It  is  estimated  that  among  the  patients  having 
an  “adequate”  atrial  septal  defect  (ASD),  a 
10%  morbidity  and  another  10%  mortality  oc- 
cur annually  while  awaiting  correction. ^ Many 
have  a ventricular  septal  defect  (VSD)  as  a 
concomitant  lesion.  If  unprotected  by  pulmo- 
nary stenosis,  or  by  banding  of  the  pulmonary 
artery,  irreversible  pulmonary  vascular  disease 
often  will  develop  by  about  one  year. 

In  order  to  minimize  the  morbidity  and  mor- 
tality due  to  the  passage  of  time,  we  correct 
this  anomaly  during  the  first  year  of  life  when- 
ever possible.  Our  experience  with  12  infants 
undergoing  Mustard’s  operation  for  correction 
of  TGA  in  infancy  forms  the  basis  for  this  re- 
port. Eleven  of  these  patients  were  operated 
upon  at  the  Hospital  for  Sick  Children,  London. 
These  cases  are  summarized  in  Fig  1.  One  case 


recently  treated  at  The  University  of  Texas 
Medical  Branch,  Galveston,  is  reported  in  detail. 
Case  Report:  A 10-month-old  boy  was  admitted 
because  of  signs  of  cardiac  failure.  Cyanosis 
noted  at  birth  became  severe  at  about  2 
months  of  age.  At  another  hospital,  a clinical 
diagnosis  of  tetralogy  of  Fallot  was  made  for 
which  the  patient  underwent  a left  subclavian 
to  pulmonary  artery  anastomosis.  Congestive 
heart  failure  complicated  this  procedure.  In- 
creasing dyspnea  on  feeding  and  episodes  of 
deep  cyanosis  prompted  admission  at  this  time 
with  a tentative  diagnosis  of  TGA. 

The  physical  examination  revealed  a pulse 
rate  of  132/minute,  respiratory  rate  of  30/ 
minute,  and  weight  of  7.2  kg.  The  child  was 
cyanotic.  The  chest  was  clear.  A grade  5/6 
systolic  murmur  was  heard  at  the  second  inter- 
costal space.  No  definite  diastolic  component 
was  heard.  The  liver  was  down  2 cm  below  the 
right  costal  margin.  There  was  a well-healed 
thoracotomy  scar  on  the  left  side,  but  other- 
wise the  results  of  examination  were  within 
normal  limits. 

Laboratory  data  showed  the  hemoglobin  level 
to  be  12  gm/100  ml,  and  hematocrit  was 
370/0. 

At  cardiac  catheterization  there  was  a small 
oxygen  step-up  at  atrial  level.  Right  atrial  oxy- 
gen saturation  was  66%;  left  atrial  saturation 
was  96%.  Mean  atrial  pressures  were  equal, 
but  wave  forms  were  distinctly  different  indi- 
cating a small  ASD.  Both  right  ventricular  sat- 
uration and  aortic  saturation  were  70%.  We 
tried  unsuccessfully  to  disrupt  the  atrial  sep- 
tum with  a balloon  catheter.  Angiography 
showed  transposition  of  the  great  arteries  with 
no  ventricular  septal  defect  and  with  minimally 
functioning  left  Blalock-Taussig  anastomosis. 

The  child  was  considered  to  be  in  difficulty 
because  of  inadequate  atrial  mixing.  It  was 
elected  to  go  ahead  with  Mustard’s  “correc- 
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tion”  of  the  TGA  rather  than  an  operative  atrial 
septectomy. 

On  Aug  19,  1971,  using  cardiopulmonary 
bypass  and  mild  hypothermia.  Mustard's  op- 
eration was  carried  out.  A Dacron  baffle  was 
sutured  into  the  atria  to  direct  caval  blood  flow 
to  the  mitral  valve  and  pulmonary  venous  blood 
flow  to  the  tricuspid  valve,  thus  hemodynami- 
cally  correcting  the  lesion.  The  Blalock-Taus- 
sig  anastomosis  was  ligated. 

Postoperatively,  the  child  was  maintained 
on  mechanical  ventilation  via  nasotracheal 
tube  for  two  days.  Cardiac  output  was  excel- 
lent, postoperative  chest  drainage  was  mini- 
mal, and  a sinus  rhythm  persisted  throughout 
the  postoperative  course.  On  the  sixth  post- 
operative day,  the  child  had  a temperature  ele- 
vation to  39  C as  a result  of  otitis  media.  Con- 
comitant with  this,  some  retention  of  water 
and  transient  pulmonary  interstitial  edema  de- 
veloped, but  it  responded  to  diuretics.  Digitalis 
was  continued  postoperatively.  He  was  dis- 
charged on  a regimen  of  digoxin  maintenance 
and  Lasix,  10  mg  per  day.  His  follow-up  exam- 
ination revealed  normal  growth  and  develop- 
ment with  no  cyanosis.  The  child  no  longer 
takes  any  medications.  There  was  no  clinical 
or  radiographic  evidence  of  systemic  or  pul- 
monary venous  obstruction  when  he  was  seen 
six  months  postoperatively. 

Discussion:  Only  one  of  six  patients  born  with 
transposition  of  the  great  arteries  has  an  ade- 
quate natural  atrial  septal  defect  allowing  opti- 
mum mixing  of  systemic  and  pulmonary  ve- 
nous blood. 2 Two  of  six  patients  require  some 
sort  of  palliative  operation  to  achieve  this  con- 
dition— either  a Rashkind  balloon  atrial  septos- 
tomy (BAS)  or  the  operative  atrial  septectomy 
of  Blalock-Hanlon  (BH).  Half  the  patients  with 
TCA  have  a VSD  which  allows  good  mixing  of 
blood,  but  some  will  require  BAS  or  BH  for 


reasons  of  improving  mixing  or  to  relieve  high 
left  atrial  pressure. 

The  Rashkind  BAS  is  the  most  common  pal- 
liative procedure  in  use  for  TCA  today.  By  this 
closed  technique,  a patent  foramen  ovale  may 
be  effectively,  simply,  and  safely  enlarged  to 
the  size  of  an  “adequate"  ASD.  Age  imposes 
limitations  on  the  procedure,  however.  After 
the  age  of  about  3 months,  the  atrial  septum 
becomes  too  thick  to  be  effectively  torn  by  a 
rubber  balloon.  Often  after  one  BAS  the 
chances  of  producing  an  adequate  ASD  with 
the  Rashkind  technique  are  reduced  because 
of  scarring  of  the  atrial  septum. ^ Open  proce- 
dures must  then  be  used  to  enlarge  small 
intra-atrial  communications. 

Inadequate  mixing  of  venous  blood  produces 
intense  cyanosis  which  results  in  polycythemia 
affecting  blood  flow  in  small  vessels  and  en- 
hancing spontaneous  thrombosis  of  major  ves- 
sels. Aortic  thrombosis  complicating  mild  gas- 
troenteritis ultimately  caused  the  death  of  the 
child  shown  in  Fig  2.  Certainly  she  was  a can- 
didate for  correction  until  this  devastating 
complication  occurred. 

Cerebral  and  peripheral  vascular  accidents 
and  myocardial  ischemia  or  infarction  lead  to 
morbidity  or  death  in  perhaps  20%  of  all  pa- 
tients each  year  who  are  well-palliated  and 
awaiting  corrective  operation.  The  incidence  of 
these  complications  in  poorly  palliated  patients 
is  probably  much  higher  and,  indeed,  is  the 
major  cause  of  death  in  untreated  patients.^ 

In  addition  to  thrombotic-ischemic  compli- 
cations, about  10%  of  patients  with  TCA  will 
have  VSD  with  increased  pulmonary  blood  flow 
and  elevated  pulmonary  artery  pressure.  Band- 
ing of  the  pulmonary  artery  in  such  situations 
prior  to  the  age  of  1 year  has  proven  to  be 
effective  in  preventing  pulmonary  vascular  oc- 
clusive disease.  Banding  after  the  age  of  1 year 
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I.  Summary  of  London  cases. 


Patient 

Date  of 

Operation 

Age  at 
Operation 
(months) 

Lesion 

Previous 

Palliation 

Comments 

1 

7/2/70 

4 

TGA- 

BAS«: 

Died  24  hours  postoperatively  of  low  output 

2 

8-7/70 

8 

TGA,  VSD-i- 

BAS,  B-HS 

Died  6 weeks  postoperatively  of  tricuspid 
insufficiency 

3 

8/11/70 

8 

TGA 

BAS 

Did  well 

4 

8/27/70 

9 

TGA  VSD 

BAS,  PABa 
B-T  Shuntll 

Died  at  operation 

5 

9 '30  70 

10 

TGA 

BAS 

Did  well 

6 

10/7/70 

7 

TGA 

BAS 

Did  well 

7 

10/13/70 

6 

TGA 

BAS 

Did  well 

8 

2/25/71 

9 

TGA 

BAS 

Did  well 

9 

3/23/71 

11 

TGA, 

mult.  VSD 

BAS,  BH 

Died  at  operation 

10 

5/18/71 

11 

TGA 

BAS 

Did  well 

11 

6 3/71 

8 

TGA 

BAS 

Did  well 

*TGA- 

-Transposition  of  great  arteries 

§B-H- 

-Blalock-Hanlon  atrial 

septectomy 

tVSD— 

*BAS— 

-Ventricular  septal  defect  . PAB- 

-Rashkind  balloon  atrial  septostomy  IB-T— 

—Pulmonary  artery  banding 
-Blalock-Taussig  shunt 

2b. 
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will  not  prevent  or  reverse  such  changes.^ 

Aberdeen,®  Barrett-Boyes,®  Dillard^  and  oth- 
ers have  shown  the  feasibility  of  correcting 
transposition  of  the  great  arteries  in  infancy 
by  a variety  of  techniques.  All  have  been  shown 
to  be  quite  effective.  Although  long-term  fol- 
low-up is  lacking,  the  early  results  in  terms  of 
operative  or  hospital  mortality  are  quite  com- 
parable with  reported  results  on  toddlers  and 
older  children  with  TGA. 

Our  overall  results  are  summarized  in  Fig 
3.  The  simple  TGA  mortality  of  11%  is  com- 
parable with  published  mortality  in  large  series 
of  older  patients  undergoing  Mustard’s  opera- 
tion. The  100%  mortality  in  patients  with  as- 
sociated VSD  is,  unfortunately,  comparable 
with  other  data. 

An  exception  to  elective  repair  in  infancy  is 
the  combination  of  transposition,  VSD  and  pul- 
monary stenosis,  which  is  best  corrected  by 
closure  of  the  VSD  in  such  a way  as  to  shunt 
blood  from  the  left  ventricle  to  the  aorta  and 
construction  of  a conduit  to  connect  the  right 
ventricle  to  the  main  pulmonary  artery.  This 
is  probably  best  done  at  an  age  of  over  5 
years. 

Correction  of  transposition  of  the  great  ar- 
teries during  infancy  must  be  recommended. 
"Ideal  size”  for  cardiopulmonary  bypass  is  a 
concept  based  upon  experience,  technical 
knowledge  and  skills  and  the  best  morbidity 
and  mortality  rate.  It  seems  apparent  that  the 
ideal  time  for  correction  of  this  serious  heart 
defect  is  much  earlier  than  was  previously 
thought. 
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TEXAS  MEDICINE 


There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


PROTEIN  CONTENT/  1 Cup  Prepared  Soup* 


Bean  with  Bacon 

7.7 

Beef 

9.1 

Chicken  Broth 

8.4 

Chicken  'N  Dumplings 

6.6 

Chili  Beef 

7.0 

Consomme 

5.6 

Green  Pea 

7.8 

Hot  Dog  Bean 

8.6 

Oyster  Stew 

6.0 

Pepper  Pot 

6.9 

Split  Pea  with  Ham 

11.6 

Vegetable  Beef 

5.7 

When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 

* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 
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3 phases 


of  Eve 


All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral  contraceptives 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— in 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman’s  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


References  1.  Editorial  Oral  Contraceptives:  Which  Pill  for  Which  PatienP  Patient  Care  5:9aU5 
(Feb.)  1969 and  4:135-145  (June  15)  1970. 2.Greenblatt,  R,  B,  Progestational  Agents  in  Clinical 
Practice.  Med.  Sci.  7<S,3749  (May)  1967  3.  Kistner  R.  W;  Gynecology:  Principles  and  Practice,  ed.  2, 
Chicago,  Year  Book  Medical  Publishers,  1971 4.  Kistner,  R.  W:  the  Pill,  Facts  and  Fallacies  About 
Today’s  Oral  Contraceptives,  New  York,  Delacorte  Press,  1968.  5.  Nelson,  J H.  Clinical  Evaluation  of 
Side  Effects  of  Current  Oral  Ck)ntraceptives.  J.  Reprod.  Med.  6:50-55  (Feb.)  1971  6.  Orr  G W Oral 
Progestational  Agents:  Therapy  and  Complications,  S.  Dakota  J.  Med.  22:11-17  (Jan ) 1969 


the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  and 
normal  menses  do  best  on  a middle-of-the-road  pill 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

('■Typical  clues— normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal 
cytology  slide— balanced  “pink  and  blue”) 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slight 
progestogen  dominance.  It  has  an  excellent  record 
of  patient  acceptance. 


Ovulen 


Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


SEARLE 


For  brief  summary  of  prescribing  information, 
see  following  page, 


the  Enovid-E  phase 

Some  womem'  who  secrete  less  estrogen  than  most 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

('■Typical  clues— oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
“blue’.’) 

Patients  with  estrogen  deficiency  may  show; 
premenopausal  syndrome  intermittent  depression 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 

Each  tablet  contains;  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


the  Demulen  phase 

Many  women*  who  secrete  more  estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

('Typical  clues  — shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  “pink’.’) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 
It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
• early  breakthrough  bleeding  is  often 

i^emulen 

Each  white  tablet  contains,  ethynodiol  diacetate  1 mg./ ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28* and  Demulen’- 28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 

pvulen  Demulen 

Each  white  tablet  contains.  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0,1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  In  Ovulen-28®and  Demulerf-28  is  a placebo,  containing  no  active  Ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland,  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 
Contraindications  — Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding, 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
6mbolism  and  rGtinal  thrombosis).  Should  any  of  those  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 

and  studiesofmorbidityintheUnitedSMes  have  shown  a statistically  significant 

association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain';^  leading  to  this  conclusion,  and  000“  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates*'  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 
. , fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
idenLitied  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  inciude  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
rapanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  ot  thern  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
pos^bly  hverfunction  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. I heretore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen 
it  IS  recornmended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Urider  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 

require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 

bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives.  The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
rents should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageof  the  patient  constitutes  no  absolute  limitingfactor,  although  treatment 
wi^th  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
tollowing  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions’  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g„  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
tiow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Ajithough  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness  dizzi^ 
ness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
erythema  nodosum,  hemorrhagic  eruption  and  itching, 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives. hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests:  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test  and  pregnanediol  deter-' 
mination. 


Kererences:  1 Royal  Gollege  of  General  Practitioners:  Oral  Contracep- 
ton  and  Thrombo-Embolic  Disease,  J.  Coll,  Gen.  Pract.  12:267-279  (May)  1967. 
2.  Inman,  W.  K W.,  and  Vessey,  M.  P,:  Investigation  of  Deaths  from  Pulmonary 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  W/omen  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968. 3.  Vessey,  M.  R,  and  Doll  R ■ Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Bnt.  Med.  J,  2:651-657  (June  14)  1969.  4.  Sartwell 
P.  E.,  Masi,  A.  T,  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  thromboem- 
bohsrri  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer 
J.  Epidem,  90365-380 (Nov.)  1969. 


SEARLE 


Products  of  SEARLE  & CO. 
San  Juan,  Puerto  Rico 00936 


Enovid-E 

norethynodrel  2.5  mg./mestranol  0,1  mg. 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 
Indication  - Enovid-E  is  indicated  for  oral  contraception. 

The  Spec/a/ /Vote,  Contraindications.  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid"E® 

brand  of  norethynodrel  with  mestranol 


SEARLE 


Product  of  G,  D.  Searle  & Co. 

RO.  Box  5110,  Chicago,  Illinois  60680 
Where  "The  Pill" Began 


Try  Eutron  on  a stubborn  diastolic 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 


When  you're  not  satisfied  with  your  patient's  diastolic 
''end point"  under  present  treatment ^ consider  a trial  of  Eutron. 
It  will  often  bring  further  reduction  of  blood  pressure^ 
even  in  severe  diastolic  hypertension. 


Special  Characteristics  of  Eutron : 

Course  of  therapy  usually  is  smooth,  with 
blood  pressure  reducing  gradually  over  one  to 
three  weeks. 

Around-the-clock  effect  from  a single  daily  dose. 

Provides  diuresis  when  edema  accompanies 
hypertension. 

Free  of  central  depressant  action. 

Lower  doses  of  pargyline  hydrochloride  are 
made  possible  because  of  the  methyclothiazide 
component. 

TM— Trademark 


Special  Restrictions  (see  back  of  page) : 

Tyramine-containing  foods  (e.g.  aged  cheese) 
should  be  avoided.  (For  further  listing  of  foods, 
see  back  of  page.) 

If  alcohol  is  used,  it  should  be  used  cautiously 
and  in  reduced  amounts. 

Patients  should  be  warned  against  the  concurrent 
use  of  non-prescription  medications  (particularly 
cold  preparations  and  antihistamines),  or 
prescription  drugs  without  physician’s  consent. 

Discontinue  Eutron  at  least  two  weeks  prior  to 
elective  surgery. 

Before  prescribing  Eutron,  see  prescribing 

information  in  package  insert.  A brief 
summary  appears  on  next  page.  201353 


Brief  Summary 
EUTRON™ 

pargyline  hydrochloride  and  methyclothiazide 

Filmtab® 


NDICATIONS.  EUTRON  (pargyline  hydrochloride  and  methyclothiazide)  Is  indicated  In  the 
treatment  of  patients  with  moderate  to  severe  hypertension,  especially  those  with  severe 
diastolic  hypertension,  /r  is  not  recommended  for  use  tn  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  w-  th  sedatives  and  for  thiazide  diuretics  alone 
Because  of  the  potent  diuretic  properties  of  methyclothiazide,  the  combination  is  particularlv 
suited  for  use  when  congestive  heart  failure  or  other  conditions  requiring  diuretic  therapy 
coexist  with  hypertension,  or  when  edema  attributable  to  antihypertensive  therapy  develoos 
As  discussed  in  regard  to  dosage  and  administration,  it  is  desirable  to  establish  the  dosave 
requirements  for  EUTRON  by  the  administration  of  Eutonyl  and  Enduron  separately  * 


CONTRAINDICATIONS.  1.  Pargyline  therapy  is  contraindicated  in  patients  with  pheo- 
chromocytoma,  paranoid  schizophrenia,  hyperthyroidism  and  advanced  renal  failure. 

2.  Pargyline  should  not  be  administered  to  those  with  malignant  hypertension  or  to  children 
under  twelve  years  of  age  because  significant  clinical  information  concerning 'the  use  of  the 
drug  in  these  conditions  is  not  available. 

hydroSnde-^^^  following  drugs  or  agents  are  contraindicated  in  patients  receiving  pargyline 

a.  Centrally  acting  sympathomimetic  amines  such  as  amphetamine  and  its  derivatives  ("also 
found  in  anorectic  preparations). 

Peripherally  acting  sympathomimetic  drugs  such  as  ephedrine  and  Its  derivatives  (also 
found  in  nasal  decongestants,  hay  fever  preparations  and  cold  remedies). 

b.  Aged  and  natural  cheese  (e  g.,  Cheddar,  Camembert,  and  Stilton),  and  other  foods  (e  g. 
pickled  herring,  Chianti  wine,  pods  of  broad  beans,  chicken  livers,  chocolate  and  yeast 
products),  which  require  the  action  of  bacteria  or  molds  for  their  preparation  or  preserva- 
tion, because  of  the  presence  of  pressor  substances  such  as  tyramine.  Banana  peels  are 
also  contraindicated.  Cream  cheese,  processed  cheese,  and  cottage  cheese  can  be  allowed 
m the  diet  during  EUTRON  therapy,  since  their  tyramine  content  is  inconsequential 

In  some  patients  receiving  EUTRON,  tyramine  may  precipitate  an  abrupt  rise  in  blood 
pressure  accompanied  by  some  or  all  of  the  following:  severe  headache  chest  pain  profuse 
sweating,  palpitation,  tachycardia  or  bradycardia,  visual  disturbances  stertorous  breath- 
ing, coma,  and  intracranial  bleeding  (which  could  be  fatal).  A phenothiazine  derivative  or 
phentolamine  may  be  administered  parenterally  for  treatment  of  such  an  acute  hyper- 
tensive reaction. 

c.  Parenteral  administration  of  reserpine  or  guanethidine  may  cause  hypertensive  reactions 
from  suddon  relesse  of  c3t6chol3min6s.  P3renter3l  us6  of  these  drugs  is  contr3indic3ted 
during,  and  for  at  least  one  week  following,  treatment  with  EUTRON. 

d.  Imipramlne,  amitriptyline,  desipramine,  nortriptyline,  or  their  analogues  should  not  be 
used  with  pargyline.  The  use  of  these  drugs  with  monoamine  oxidase  inhibitors  has  been 
reported  to  cause  vascular  collapse  and  hyperthermia  which  may  be  fatal  A drug-free 
interval  (about  two  weeks)  should  separate  therapy  with  EUTRON  and  use  of  these  agents. 

e.  Methyldopa  or  dopamine,  which  may  cause  hyperexcitability  in  patients  receiving  pargyline 
should  not  be  given. 

f.  Other  monoamine  oxidase  inhibitors  should  not  be  added  to  a EUTRON  regimen  since 
they  may  augment  the  effects  of  pargyline. 

4.  Methyclothiazide  is  contraindicated  in  patients  with  a known  sensitivity  to  methyclothiazide 
and/or  other  thiazide  diuretics.  It  should  not  be  used  in  patients  with  severe  renal  disease 
(except  nephrosis)  or  complete  renal  shutdown.  Thiazide  diuretics  should  not  be  used  in  the 
presence  of  severe  liver  disease  and/or  Impending  hepatic  coma.  Hepatic  coma  has  been 
reported  as  a consequence  of  hypokalemia  in  patients  receiving  thiazide  diuretics. 


WARNINGS 

A PATIENTS 

1.  PATIENTS  SHOULD  BE  WARNED  AGAINST  THE  USE  OF  ANY  OVER-THE-COUNTER 
PREPARATIONS,  PARTICULARLY  "COLD  PREPARATIONS"  AND  ANTIHISTAMINES 
OR  PRESCRIPTION  DRUGS  WITHOUT  THE  KNOWLEDGE  AND  CONSENT  OF  THE 
PHYSICIAN. 

2.  PATIENTS  SHOULD  BE  CAUTIONED  ON  THE  USE  OF  CHEESE  (SEE  CONTRAINDICA- 
TIONS) AND  ALCOHOLIC  BEVERAGES  IN  ANY  FORM. 

3.  PATIENTS  SHOULD  BE  WARNED  ABOUT  THE  LIKELIHOOD  OF  THE  OCCURRENCE  OF 
ORTHOSTATIC  HYPOTENSION. 

4.  PATIENTS  SHOULD  BE  INSTRUCTED  TO  REPORT  PROMPTLY  THE  OCCURRENCE  OF 
SEVERE  HEADACHE  OR  OTHER  UNUSUAL  SYMPTOMS. 

5.  PATIENTS  WITH  ANGINA  PECTORIS  OR  CORONARY  ARTERY  DISEASE  SHOULD 
BE  ESPECIALLY  WARNED  NOT  TO  INCREASE  THEIR  PHYSICAL  ACTIVITIES  IN 
RESPONSE  TO  A DIMINUTION  IN  ANGINAL  SYMPTOMS  OR  AN  INCREASE  IN  WELL- 
BEING OCCURRING  DURING  TREATMENT  WITH  EUTRON. 

B.  PHYSICIANS 

'■  ■'^■^'CATED  THE  FOLLOWING  SHOULD  BE  CAUTIOUSLY  PRESCRIBED  IN 

REDUCED  DOSAGES: 

a.  ANTIHISTAMINES 

b.  HYPNOTICS.  SEDATIVES  OR  TRANQUILIZERS 

c.  NARCOTICS  (MEPERIDINE  SHOULD  NOT  BE  USED) 

2.  DISCONTINUE  EUTRON  AT  LEAST  TWO  WEEKS  PRIOR  TO  ELECTIVE  SURGERY. 

^ SURGERY  THE  DOSE  OF  NARCOTICS  OR  OTHER  PREMEDICATIONS 

REDUCED  TO  1/4  TO  1/5  THE  USUAL  AMOUNT.  CLINICAL  EXPERIENCE 
Pm  RESPONSE  TO  ALL  ANESTHETIC  AGENTS  CAN  BE  EXAGGERATED 

SHOuU' b"e  WR^EFUaY  ADJuI??S.  ANESTHETIC 

4.  PARGYLINE  HYDROCHLORIDE  MAY  INDUCE  HYPOGLYCEMIA. 

^ RENAL^FAI^LURE  ^ EXERCISED  IN  USING  EUTRON  IN  PATIENTS  WITH  ADVANCED 

The  possibility  of  sensitivity  reactions  to  methyclothiazide  or  pargyline  should  be  considered 
in  patients  with  a history  of  allergy  or  bronchial  asthma. 

There  have  been  several  reports  published  and  unpublished,  concerning  nonspecific  small 
bowel  lesions  consistmg  of  stenosis  with  or  without  ulceration,  associated  with  the  administra- 
tion of  enteric-coated  thiazides  with  potassium  salts.  These  lesions  may  occur  with  enteric- 
coated  potassium  tablets  alone  or  when  they  are  used  with  nonenteric-coated  thiazides  or 
certain  other  oral  diuretics. 

These  small  bowel  lesions  have  caused  obstruction,  hemorrhage  and  perforation  Surgery 
was  frequently  required  and  deaths  have  occurred.  6 k b i 

Available  information  tends  to  implicate  enteric-coated  potassium  salts  although  lesions 
spO'I'^^neously.  Therefore,  coated  potassium-containing  formulations 
3 be  administered  only  wheri  adequate  dietary  supplementation  is  not  practical,  and 
should  be  discontinued  immediately  if  abdominal  pain,  distention,  nausea  vomiting  or  gas- 
trointestinal bleeding  occurs. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including  thiazides 
EUTRON  does  not  contain  added  potassium. 


USE  IN  PREGNANCY 

Pargyline  Hydrochloride.  Safe  use  of  pargyline  during  pregnancy  or  lactation  has  not  yet 
been  established.  Before  prescribing  pargyline  in  pregnancy,  in  lactation,  or  in  women  of 
childbearing  age,  the  potential  benefits  of  the  drug  should  be  weighed  against  its  possible 
hazard  to  mother  and  child. 

Methyclothiazide.  Thiazides  should  be  used  with  caution  in  pregnant  women  and  nursing 
mothers  since  they  cross  the  placental  barrier  and  appear  in  cord  blood  and  in  breast  milk. 
The  use  of  thiazides  may  result  in  fetal  or  neonatal  jaundice,  bone  marrow  depression  and 
thrombocytopenia,  altered  carbohydrate  metabolism  in  newborn  infants  of  mothers  showing 
decreased  glucose  tolerance,  and  possible  other  adverse  reactions  which  have  occurred  in 
the  adult.  When  the  drug  is  used  in  women  of  childbearing  age,  the  potential  benefits  of  the 
drug  should  be  weighed  against  the  possible  hazards  to  the  fetus. 

PRECAUTIONS 

Pargyline  Hydrochloride.  The  therapeutic  response  to  a variety  of  drugs  may  be  changed 
or  exaggerated,  in  patients  receiving  a monoamine  oxidase  inhibitor  such  as  pargyline  hydro- 
chloride. Caffeine,  alcohol,  antihistamines,  barbiturates,  chloral  hydrate,  and  other  hypnotics 
sedatives,  tranquilizers  and  narcotics  (meperidine  should  not  be  used),  should  be  used 
cautiously  and  at  reduced  dosage  in  patients  who  are  taking  pargyline. 

Pargyline  has  not  been  shown  to  damage  the  kidney  or  liver.  However,  laboratory  studies 
including  complete  blood  counts,  urinalyses,  and  liver  function  tests  should  be  performed 
periodically.  The  drug  should  be  used  with  caution  in  the  presence  of  liver  disease.  All  patients 
with  impaired  circulation  to  vital  organs  from  any  cause  including  those  with  angina  pectoris 
coronary  artery  disease,  and  cerebral  arteriosclerosis  should  be  closely  observed  for  symptoms 
of  orthostatic  hypotension.  If  hypotension  develops  in  these  patients,  EUTRON  dosage  should 
be  reduced  or  therapy  discontinued  since  severe  and/or  prolonged  hypotension  may  precipitate 
cerebral  or  coronary  vessel  thromboses. 

The  hypotensive  effect  of  pargyline  may  be  augmented  by  febrile  illnesses.  It  may  be  advisa- 
ble to  withdraw  the  drug  during  such  diseases. 

Since  pargyline  is  excreted  primarily  in  the  urine,  patients  with  impaired  renal  function 
may  experience  cumulative  drug  effects.  Such  patients  should  also  be  watched  for  elevations 
of  blood  urea  nitrogen  and  other  evidence  of  progressive  renal  failure.  If  such  alterations 
should  persist  and  progress,  the  drug  should  be  discontinued. 

An  increased  response  to  central  depressants  may  be  manifested  by  acute  hypotension 
and  increased  sedative  effect.  Pargyline  also  may  augment  the  hypotensive  effects  of  anesthetic 
agents  and  surgery.  For  this  reason,  the  drug  should  be  discontinued  from  at  least  two  weeks 
prior  to  surgery. 

In  the  event  of  emergency  surgery  smaller  than  usual  doses  (1/4  to  1/5)  of  narcotics 
analgesics,  sedatives,  and  other  premedications  should  be  used.  If  severe  hypotension  should 
occur,  this  can  be  controlled  by  small  doses  of  a vasopressor  agent  such  as  levarterenol. 

Pargyline  therapy  should  not  be  used  in  individuals  with  hyperactive  or  hyperexcitable 
personalities,  as  some  of  these  patients  show  an  undesirable  increase  in  motor  activity  with 
restlessness,  confusion,  agitation  and  disorientation.  Clinical  studies  have  shown  that  par- 
gyline  may  unmask  severe  psychotic  symptoms  such  as  hallucinations  or  paranoid  delusions 
in  some  patients  with  pre-existing  serious  emotional  problems.  This  can  usually  be  controlled 
by  judicious  administration  of  chlorpromazine  intramuscularly,  or  other  phenothiazines  the 
patient  remaining  supine  for  one  hour  after  administration. 

Pargyline  should  be  used  with  caution  in  patients  with  Parkinsonism,  as  it  may  increase 
symptoms.  In  addition,  great  care  is  required  if  pargyline  is  administered  in  conjunction  with 
anti-parkinsonian  agents. 

In  experience  to  date,  pargyline  has  not  been  associated  with  eye  changes  or  optic  atrophy 
as  reported  with  the  use  of  some  hydrazine  monoamine  oxidase  inhibitors.  However,  patients 
receiving  this  drug  for  prolonged  periods  should  be  examined  for  any  changes  in  color  per- 
ception, visual  fields,  fundi,  and  visual  acuity. 

Clinical  reports  state  that  certain  individuals  receiving  pargyline  for  a prolonged  period  of 
time  are  refractory  to  the  nerve-blocking  effects  of  local  anesthetics,  e.g.,  lidocaine. 
Methyclothiazide.  Thiazide  therapy  should  be  used  with  caution  in  patients  with  severely 
impaired  renal  function  because  of  the  possibility  of  cumulative  effects.  Caution  is  also  nec- 
essary in  patients  with  severely  impaired  hepatic  function  or  progressive  liver  disease. 

Thiazide  drugs  may  reduce  response  to  levarterenol.  Accordingly,  the  dosage  of  vasopressor 
agents  may  need  to  be  modified  in  surgical  patients  who  have  been  receiving  thiazide  therapy. 
Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effect  of  the  drug  may  be  enhanced  in  the  sympathectomized  patient. 
All  patients  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte  imbalance,  including 
hyponatremia  (“low-salt”  syndrome).  These  include  thirst,  dryness  of  the  mouth,  lethargy 
and  drowsiness. 

Hypokalemia  may  occur  during  therapy  with  methyclothiazide.  In  such  cases  supplemental 
potassium  may  be  indicated.  Potassium  depletion  can  be  hazardous  in  patients  taking  digitalis. 
Myocardial  sensitivity  to  digitalis  is  increased  in  the  presence  of  reduced  serum  potassium 
and  signs  of  digitalis  intoxication  may  be  produced  by  formerly  tolerated  doses  of  digitalis. 
Hypochloremic  alkalosis  may  occur  following  intensive  or  prolonged  thiazide  therapy.  Re- 
placement of  chloride  may  be  indicated  in  such  cases. 

Thiazides  may  decrease  serum  P B.l.  levels  without  signs  of  thyroid  disturbance. 

ADVERSE  REACTIONS.  Generally  side  effects  should  not  be  severe  or  serious  when  the 
recommended  dosages  are  used,  and  necessary  precautions  are  observed.  If  side  effects 
are  severe  or  persist  in  spite  of  symptomatic  treatment,  the  dosage  should  be  reduced  or  the 
drug  withdrawn.  See  also  Warnings  and  Precautions. 

Pargyline  Hydrochloride.  The  most  frequently  occurring  side  effects  are  those  associated 
with  orthostatic  hypotension  (dizziness,  weakness,  palpitation,  or  fainting).  These  usually 
respond  to  a reduction  of  dosage.  Patients  should  be  warned  against  rising  to  a standing 
position  too  quickly,  especially  when  getting  out  of  bed.  Severe  and  persistent  orthostatic 
hypotension  should  be  avoided  by  reduction  in  dosage  and/or  discontinuation  of  therapy. 

Mild  constipation,  fluid  retention  with  or  without  edema,  dry  mouth,  sweating,  increased 
appetite,  arthralgia,  nausea  and  vomiting,  headache,  insomnia,  difficulty  in  micturition,  night- 
mares, impotence  and  delayed  eiaculation,  rash  and  purpura,  have  also  been  encountered. 
Hyperexcitability,  increased  neuromuscular  activity  (muscle  twitching)  and  other  extra-pyra- 
midal symptoms  have  been  reported.  Gain  in  weight  may  be  due  either  to  edema  or  increased 
appetite.  Drug  fever  is  extremely  rare.  In  some  patients  reduction  of  blood  sugar  has  been 
noted.  Although  the  significance  of  this  has  not  been  elucidated,  the  possibility  of  hypo- 
glycemic effects  should  be  borne  in  mind.  Congestive  heart  failure  has  been  reported  in  patients 
with  reduced  cardiac  reserve. 

Methyclothiazide.  Side  effects  that  may  accompany  thiazide  therapy  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache,  dizziness,  paresthesias,  weakness,  skin  rash,  photo- 
sensitivity. Jaundice  and  pancreatitis  also  have  been  reported. 

Blood  dyscrasias,  including  thrombocytopenia  with  purpura,  agranulocytosis  and  aplast'C 
anemia,  have  been  reported  with  thiazide  drugs. 

Thiazides  have  been  reported,  on  rare  occasions,  to  have  elevated  serum  calcium  to  hyper- 
calcemic  levels.  The  serum  calcium  levels  have  returned  to  normal  when  the  medication  has 
been  stopped.  This  phenomenon  may  be  related  to  the  ability  of  the  thiazide  diuretics  to 
lower  the  amount  of  calcium  excreted  in  the  urine. 

Elevations  of  blood  urea  nitrogen,  serum  uric  acid,  and  blood  sugar  have  occurred  with  the 
use  of  thiazide  drugs.  Symptomatic  gout  may  be  induced. 

Although  not  established  as  an  adverse  effect  of  methyclothiazide,  it  has  been  reported  that 
thiazide  diuretics  may  produce  a cutaneous  vasculitis  in  elderly  patients. 

CL'FILMTAB— Film-sealed  tablets.  Abbott.  TM— Trademark 
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Factors  in  the  genesis 
of  childhood 
urinary  tract  infections 


TERRY  D.  ALLEN,  MD 

A study  was  made  of  112  children  with  urinary 
tract  infection,  with  emphasis  on  identification  of 
the  etiological  factors  responsible  for  the  disease. 
Abnormalities  of  a mechanical  or  functional  na- 
ture were  found  in  the  majority  of  the  cases, 
although  a clear  line  of  separation  between  them 
was  not  always  readily  apparent.  Treatment  con- 
sisted of  surgical  correction  of  basic  anatomical 
derangements,  ureteral  reimplantation  for  estab- 
lished reflux,  and  improvement  of  functional  prob- 
lems by  attention  to  bladder  hygiene  and  the  use 
of  antibacterial  agents  and  psychomotor  drugs. 
With  this  approach,  the  long-term  results  were 
satisfactory. 


THE  URINARY  TRACT  possesses  a remarkable 
resistance  to  infection  due  in  no  small  mea- 
sure to  the  consequences  of  urine  flow.  This 
system  is  so  efficient,  in  fact,  that  infection 
does  not  develop  in  the  normal  urinary  tract 
even  when  the  intraluminal  passageways  are 
deliberately  inoculated  with  bacteria.^  Con- 
versely, it  is  logical  to  suppose  that  the  pres- 
ence of  such  an  infection  is  presumptive  evi- 
dence of  some  malfunction  in  the  mechanics 
of  urine  transport,  although,  in  the  case  of 
children  with  urinary  tract  infection,  clearly 
demonstrable  abnormalities  in  structure  or 
function  have  been  uncovered  only  in  about 
half  of  those  so  investigated. 2 In  the  hopes 
therefore  of  identifying  additional  factors  which 
might  contribute  to  the  development  of  these 
infections  and  to  evaluate  the  results  of  thera- 
py directed  specifically  toward  them,  this  study 
was  undertaken. 

Material:  I reviewed  the  records  of  more  than 
300  children  with  complaints  referable  to  the 


urinary  tract  that  I have  seen  during  the  past 
seven  years.  Of  these,  112  were  thought  to 
have  had  documented  infection  within  the 
urinary  tract.  This  was  established  by  positive 
urine  cultures  in  45  cases,  by  gross  bacteriuria 
on  wet  smears  of  freshly  voided  or  catheterized 
urines  in  18,  and  by  an  unequivocal  clinical 
picture  in  the  remainder.  The  inclusion  of  this 
latter  group  was  necessitated  by  the  fact  that 
many  of  these  children  were  already  being 
treated  by  competent  observers  at  the  time  of 
their  referral  for  urological  consultation.  The 
series  was  composed  of  104  females  and  8 
males  ranging  in  age  from  birth  to  14  years 
and  distributed  as  shown  in  Fig  1. 

Patient  Evaluation:  In  each  case,  the  history 
of  the  child’s  voiding  pattern  was  carefully 
noted  with  particular  attention  to  the  frequency 
of  voiding,  the  volume  passed,  the  character  of 
the  stream  (whether  free  or  restricted,  precipi- 
tous, intermittent,  etc),  the  presence  of  urgen- 
cy with  or  without  incontinence,  enuresis,  and 
the  influences  of  various  extraneous  stresses, 
environmental  factors,  and  medicines  upon 
this  pattern.  Residual  urine  was  evaluated  by 
catheterization  or  by  postvoiding  cystograms 
made  during  excretory  urography.  Selected 
children  also  were  studied  by  voiding  cysto- 
metry and  a few  by  simultaneous  measure- 
ments of  electromyographic  activity  of  the  anal 
sphincter  during  voiding. 

Radiographic  evaluation  of  the  upper  uri- 
nary tract  (usually  by  intravenous  urography) 
was  carried  out  in  111  children.  Aside  from 
simple  duplications  and  one  congenitally  soli- 
tary kidney,  abnormalities  were  noted  in  29 
cases  (Fig  2).  There  were  106  children  studied 
by  cystography,  92  by  voiding  cystourethro- 
graphy, and  20  by  static  films.  The  clear  supe- 
riority of  the  former  technique  was  evidenced 
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AGE  IN  YEARS 

1.  Age  distribution  of  112  children  with  urinary 
tract  infection. 


Normal 

82 

Abnormal 

29 

Atrophy  or  calyceal  clubbing 

10 

“Full"  ureters 

9 

Gross  hydronephrosis 

5 

Ureterocele 

3 

Reflux 

2 

Calyceal  "tic"  or  abscess 

Non-visualization  upper  segment 

2 

secondary  to  ureteral  ectopia 

1 

Vesical  diverticulum 

1 

Foreign  body  in  vagina 

1 

Total 

111 

2.  Findings  in  111  intravenous  pyelograins. 


by  the  fact  that  reflux  was  seen  43  times  dur- 
ing voiding  and  only  once  on  the  static  films. 

Ninety-nine  children  underwent  cystoscopic 
examination  and  bougie  calibration  of  the  ure- 
thra. At  the  same  time,  note  was  made  of  the 
appearance  of  the  ureteral  orifices  and  the 
presence  or  absence  of  trabeculation  and  cys- 
titis cystica. 

Factors  in  the  Genesis  of  Infection  and  Their 
Response  to  Therapy:  After  each  case  had 
been  carefully  reviewed,  an  effort  was  made  to 
assign  it  to  a category  based  upon  those  fac- 
tors which  appeared  to  be  most  responsible  for 
the  infection.  It  became  at  once  apparent  that 
such  designations  would  have  to  be  made 
somewhat  arbitrarily  since  more  than  one  ab- 
normality of  structure  or  function  was  not  un- 
commonly present  simultaneously,  and  the  rela- 
tive importance  of  each  was  not  always  clearly 
evident.  Furthermore,  subtle  functional  abnor- 
malities proved  to  be  difficult  to  define  in 
many  instances.  As  arbitrary  as  they  may 
seem,  the  breakdown  of  these  factors  is  given 
in  Fig  3 and  discussed  along  with  the  results 
of  the  therapy  applied  to  them. 

Gross  Congenital  Abnormalities:  Seven  chil- 
dren exhibited  congenital  abnormalities  of  suf- 
ficient magnitude  to  account  for  the  infection. 
Four  of  these  had  anomalies  associated  with 
duplications;  the  upper  pole  segment  termi- 
nated in  a ureterocele  in  three  of  them,  while 
in  the  fourth  it  emptied  ectopically  into  the 
vagina.  There  was  one  child  with  a neurogenic 
bladder  secondary  to  a myelomeningocele,  one 
with  a urethrorectal  fistula  associated  with  im- 
perforate anus,  and  one  with  a large  congenital 
vesical  diverticulum.  Operative  intervention  was 
recommended  in  each  of  these  patients  and 
was  curative  in  those  in  whom  it  was  carried 
out. 

Urethral  Stenosis:  Urethral  stenosis,  defined 
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Defect 

No,  Cases 

Gross  congenital  defects 

7 

Urethral  stenosis 

18 

Established  reflux 

23 

Functional 

27 

Miscellaneous 

4 

Unknown 

33 

Total 

112 

3.  Etiological  factors  in  urinary  tract 
infections  in  children. 


as  14  French  or  smaller  as  determined  by 
bougie  calibration,  was  diagnosed  in  18  pa- 
tients. The  point  of  greatest  narrowing  was 
usually  found  at  Lyon’s^  ring  or  at  the  external 
meatus.  Vesicoureteral  reflux  was  present  in  six 
of  these  children,  but  seemed  to  be  a second- 
ary rather  than  a primary  factor  (cystography 
was  repeated  later  in  three  of  those  with  re- 
flux, and  in  two,  the  reflux  was  no  longer  de- 
monstrable). While  the  true  significance  of  a 
narrowed  urethra  is  somewhat  difficult  to  as- 
sess, it  was  noted  that  following  urethral  di- 
lation, six  had  no  further  trouble,  seven  failed 
to  return  for  follow-up,  and  five  continued  to 
require  treatment  of  one  sort  or  another. 

Vesicoureteral  Reflux:  Vesicoureteral  reflux 
was  documented  in  43  patients,  but  seemed 
to  be  a major  factor  in  the  genesis  of  the  in- 
fection in  only  23.  This  group  was  composed 
primarily  of  those  with  free  and  persistent  re- 
flux or  reflux  associated  with  grossly  abnormal 
orifices  or  anatomic  derangements  such  as 
complete  duplications.  In  most  of  the  remain- 
ing 20  cases,  the  reflux  appeared  to  be  second- 
ary to  other  diseases  such  as  urethral  stenosis 
(6  cases),  functional  disorders  (7  cases),  ure- 
teroceles (2  cases),  and  myelomeningocele  (1 
case).  In  four  cases,  clearly  definable  etiologi- 
cal factors  were  lacking,  but  the  reflux  did  not 
seem  to  play  a major  role  in  any  of  them. 

In  the  23  cases  in  which  reflux  appeared  to 
be  a significant  factor  in  the  genesis  of  the 
infection,  results  of  conservative  treatment 
were  disappointing.  Time  alone  seldom  re- 
solved the  issue  and  although  suppressive 
antibacterial  therapy  often  held  the  infection 
in  abeyance  while  it  was  being  administered, 
flare-ups  were  the  rule  when  the  medication 
was  withdrawn.  In  general,  these  children  fared 
better  with  vesicoureteral  reimplantation.  In  13 
instances,  such  surgery  was  undertaken.  This 


produced  six  “cures”  as  evidenced  by  clear 
urine  when  medication  was  withdrawn  and  the 
absence  of  further  symptoms,  and  five  “near 
cures,”  each  manifested  by  a single  episode  of 
mild  infection  but  no  further  problems.  One 
was  “cured”  on  the  side  of  the  reimplant,  but 
developed  contralateral  reflux,  and  in  one  pa- 
tient, a child  with  advanced  hydronephrosis, 
the  treatment  was  a frank  failure  and  later  the 
patient  underwent  urinary  diversion.  Of  those 
who  did  not  undergo  reimplantation  of  the 
ureter,  four  are  either  doing  satisfactorily  or 
have  been  lost  to  followup,  while  six  are  still 
having  significant  trouble. 

Functional  Factors:  Twenty-seven  children 
showed  such  striking  abnormalities  in  their 
voiding  patterns  in  the  absence  of  demonstra- 
ble mechanical  factors  that  they  were  con- 
sidered to  have  functional  aberrations  account- 
ing for  their  susceptibility  to  infection.  This  in- 
cluded children  who  voided  infrequently  as  well 
as  those  who  voided  with  a poor  or  intermittent 
stream,  developed  exceptionally  high  intravesi- 
cal pressures  during  voiding,  or  carried  ele- 
vated residual  urines,  all  without  adequate  ex- 
planation. Voiding  cystourethrograms  often 
showed  dilatation  of  the  proximal  urethra  with 
narrowing  distally,  suggesting  failure  of  the  ex- 
ternal urethral  sphincter  to  relax,  but  efforts  to 
prove  this  with  anal  sphincter  electromyo- 
graphy during  voiding  were  inconclusive.  Many 
of  these  children  also  showed  a prominent  aura 
of  restlessness,  inability  to  concentrate,  and 
other  evidences  of  psychodynamic  distur- 
bances. Urethral  stenosis  was  noted  in  one 
child  but  dilation  produced  no  improvement  in 
her  symptoms.  Reflux  was  observed  in  seven 
children,  and  in  three,  technically  successful 
reimplantations  were  carried  out,  but  the  course 
of  the  disease  was  not  altered  except  in  one 
patient  where  it  stopped  her  episodes  of  high 
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fever  and  right  flank  pain  but  not  her  recurrent 
bladder  infections. 

Efforts  at  management  of  these  patients 
were  directed  toward  improving  bladder  hy- 
giene by  encouraging  increased  fluid  intake, 
frequent  voiding,  and  multiple  voiding  routines. 
While  these  measures  along  with  empirical  di- 
lation of  the  urethra  met  with  some  limited 
success,  the  most  impressive  adjuvant  added 
in  recent  years  has  been  imipramine.  This  was 
employed  in  five  cases,  with  dramatic  improve- 
ment in  four  and  failure  in  one.  When  effective, 
imipramine  not  only  led  to  an  amelioration  of 
symptoms  but  reduced  or  eliminated  complete- 
ly the  recurrent  bouts  of  infection.  In  two  in- 
stances, infection  could  be  kept  under  control 
only  when  imipramine  was  added  to  the  regi- 
men and  in  one  of  these,  the  drug  permitted 
the  elimination  of  chronic  bacteriuria  which 
had  been  resistant  to  all  other  measures  for 
more  than  a year. 

Miscellaneous:  One  patient  developed  a uri- 
nary tract  infection  as  a consequence  of  a 
fecal  impaction  and  another  as  a result  of  a 
foreign  body  in  the  vagina.  Neither  had  further 
trouble  after  these  problems  were  corrected. 
One  child  was  diagnosed  as  having  a bladder 
neck  contracture,  another  had  chronic  pyelo- 
nephritis with  segmental  renal  atrophy  in  the 
absence  of  demonstrable  vesicoureteral  reflux. 

Unknown:  After  a reasonable  cause  for  their 
infection  was  assigned  to  every  patient  possi- 
ble, there  still  remained  33  patients  in  whom 
an  adequate  explanation  for  their  trouble  could 
not  be  identified  with  certainty.  Two  of  these 
had  urethral  stenosis  but  were  unimproved  by 
dilation,  and  four  had  vesicoureteral  reflux. 
Five  patients  were  treated  with  medication 
alone  and  had  no  further  trouble,  while  the 
remainder  underwent  urethral  dilation.  Seven- 
teen of  these  did  well  thereafter  or  were  lost 
to  followup,  while  11  continued  to  have  minor 


difficulty.  This  latter  group  included  two  pa- 
tients with  reflux,  one  of  whom  underwent  a 
technically  successful  ureteral  reimplantation 
without  clinical  improvement. 

Discussion:  Contrary  to  earlier  reports^  in  which 
a rather  gloomy  outlook  was  prophesied  for 
children  with  urinary  tract  infection,  this  study 
has  shown  no  such  trend.  One  child  died  in 
infancy  from  congenital  heart  disease  and  an- 
other is  currently  azotemic  as  a result  of 
atrophic  pyelonephritis  acquired  before  she 
came  under  treatment,  but  no  child  has  shown 
significant  progression  of  disease  while  receiv- 
ing appropriate  therapy.  After  gross  anatomical 
abnormalities  were  corrected  and  persistently 
refluxing  ureters  were  reimplanted,  the  remain- 
der of  the  cases  were  handled  with  relative 
ease  by  conservative  measures.  Empirical  dila- 
tion of  the  urethra  relieved  the  immediate  prob- 
lem in  more  than  half  of  the  children  in  whom 
it  was  tried,  while  suppressive  antibacterial 
therapy  and  psychomotor  drugs  such  as  imi- 
pramine brought  most  of  the  remainder  under 
satisfactory  control.  Nonetheless,  urinary  tract 
infection  in  children  is  still  a potentially  recur- 
rent process  as  evidenced  by  the  fact  that  spo- 
radic relapses  were  noted  in  this  series  even 
among  those  who  had  been  free  of  trouble  for 
several  years. 

Of  particular  interest  are  ten  patients  who 
had  chronic  or  recurrent  bacteriuria  in  the 
absence  of  gross  anatomical  defects  or  reflux. 
By  and  large  these  children  seemed  to  tolerate 
this  state  of  affairs  surprisingly  well  with  only 
minimal  if  any  symptoms  and  only  occasional 
flare-ups  of  “clinically  evident”  infection.  Sig- 
nificant functional  voiding  abnormalities  were 
noted  in  half  of  them,  while  a satisfactory  ex- 
planation was  inapparent  in  most  of  the  re- 
mainder. Localization  studies  were  done  in 
four  patients  and  in  each  case  infection  was 
shown  to  be  confined  to  the  bladder.  Six  pa- 


84 


TEXAS  MEDICINE 


tients  had  cystitis  cystica,  generally  considered 
to  be  a sign  of  chronicity,®  yet  of  the  ten  pa- 
tients with  chronic  or  recurrent  bacteriuria,  one 
was  “cured”  by  urethral  dilation,  one  had 
clear  urine  seven  months  later,  and  one’s  urine 
cleared  spontaneously  after  all  other  methods 
employed  during  several  years  had  been  aban- 
doned. Two  cases  currently  are  being  control- 
led by  sulfonamides  and  imipramine,  one  has 
been  lost  to  followup,  and  four  are  still  in- 
fected but  show  no  ill  effects  from  it.  In  no 
instance  has  progression  of  urinary  tract  dam- 
age been  apparent. 

The  original  intent  of  this  review  to  classify 
urinary  tract  infection  by  etiological  factors  has 
been  only  partly  successful,  not  only  because 
of  the  traditional  problems  in  drawing  bound- 
aries between  overlapping  areas  of  responsibil- 
ity but  also  because  of  the  difficulty  in  ade- 
quately defining  subtle  functional  disorders  of 
micturition.  Still,  it  does  not  appear  that  the 
fundamental  philosophies  outlined  at  the  begin- 
ning of  this  article  are  ill-founded,  for  in  less 
than  one-third  of  the  cases  could  no  abnor- 
mality in  structure  or  function  be  identified, 
and  the  majority  of  these  had  no  further 
trouble  after  their  initial  evaluation.  What  is 
clearly  evident,  however,  is  that  a superficial 
appraisal  of  these  children  is  inadequate.  It  is 
not  enough,  for  example,  to  know  that  the  ure- 
thra is  snug  to  14  French  calibration  or  that 
reflux  is  seen  on  a voiding  cystourethrogram; 
a proper  understanding  of  the  forces  at  work 
in  each  child  requires  a penetrating  analysis 
of  his  total  urodynamic  behavior. 

Attention  in  recent  years  has  been  focused 
more  and  more  upon  the  profound  effects  upon 
urinary  tract  function  and  resistance  to  infec- 
tion which  may  result  from  such  functional 
aspects  of  urological  disease  as  self-imposed 
retention,  precipitous  micturition,  or  detrusor- 
sphincter  dyssynergia  with  excessive  intravesi- 


cal pressures,  etc.  Although  such  factors  are 
difficult  to  quantitate,  a clear  impression  of 
their  presence  has  been  found  in  this  study 
to  reaffirm  what  has  been  described  by  others. 
Campbell,®  for  example,  found  a high  incidence 
of  emotional  disturbance  evidenced  by  psycho- 
motor testing  among  children  with  inefficient 
bladder  emptying  and  chronic  cystitis,  while 
Tanagho  and  associates^  demonstrated  con- 
traction of  the  external  sphincter  during  void- 
ing leading  to  an  inefficient  or  intermittent 
stream  in  a number  of  girls  with  recurrent 
lower  urinary  tract  infection.  Hinman®  reported 
on  six  cases  of  bladder  dysfunction  in  children, 
ranging  from  enuresis  with  limited  bladder  ca- 
pacity to  severe  daytime  wetting  accompanied 
by  vesical  trabeculation  and  bilateral  reflux 
with  right  renal  atrophy.  None  of  the  patients 
had  a detectable  neurologic  defect,  and  some 
responded  dramatically  to  psychotherapy  em- 
ploying hypnosis.  Unquestionably,  this  aspect 
of  urological  disease  represents  one  of  the 
most  promising  fields  for  future  investigation. 
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Accidental  caustic  ingestion 
in  childhood:  a review 

PATHOGENESIS  & CURRENT  CONCEPTS  OF  TREATMENT 

KEITH  W.  ASHCRAFT,  MD;  JIMMY  L.  SIMON,  MD 


Accidental  ingestion  of  caustic  agents  is  a signifi- 
cant problem  in  children.  This  injury  became  a 
more  serious  problem  with  the  introduction  of 
liquid  drain  cleaners  several  years  ago.  Wide- 
spread household  use  of  these  agents  has  put  a 
dangerous  chemical  within  reach  of  many  tod- 
dlers. This  article  reviews  the  pathogenesis  and 
current  concepts  of  treatment  of  caustic  injury  to 
the  esophagus. 

PATHOGENESIS:  Granular  lye  has  a tendency 
to  adhere  to  oral  mucosa,  and  esophageal  in- 
jury does  not  universally  follow  its  accidental 
ingestion.  Liquid  lye  preparations,  however, 
slip  easily  into  the  esophagus.  They  produce 
damage  at  areas  where  the  esophagus  is  nor- 
mally closed,  for  example,  the  region  of  the 
cricopharyngeus  and  the  region  of  the  aortic 
arch.i  Caustics  produce  intense  pain  very 
quickly  and  in  the  accidental  situation  the 
amounts  ingested  are  usually  small.  After  burn- 
ing the  esophagus,  the  material  is  quickly  neu- 
tralized in  the  stomach. 

Lye  produces  injury  by  liquefaction  necrosis 
and  continues  to  destroy  adjacent  tissue  until 
sufficient  dilution  of  the  agent  occurs  to  stop 
the  injury  process.  Krey-  demonstrated  in  rab- 
bits that  in  a standard  lye  injury  the  depth  of 
necrosis  is  directly  related  to  the  concentra- 
tion of  the  offending  agent.  In  the  cat,  a three- 
second  exposure  of  esophageal  mucosa  to 
30%  sodium  hydroxide  solution  will  produce 
full-thickness  injury. ^ Recognizing  this  fact,  one 
major  drain  cleaning  product  was  changed 
from  30%  sodium  hydroxide  to  8%  potassium 
hydroxide  solution  in  an  attempt  to  reduce  in- 
jury potential.  Leaped  has  demonstrated  that 
although  the  newer  product  is  not  as  immedi- 
ately destructive,  it  is  still  capable  of  produc- 
ing serious  injury,  even  in  small  volumes. 


In  the  dog,  a circumferential  burn  of  the 
esophagus  is  necessary  to  produce  a stricture.® 
If  the  lye  injury  involves  perhaps  90%  or  less 
of  the  circumference,  a scar  will  form  and  con- 
tract but  the  remaining  uninjured  portion  of 
the  esophagus  will  dilate  and  accommodate 
for  the  contracture.  Viewed  endoscopically,  this 
injury  may  produce  only  a crescentic  scar  on 
one  wall.  Krey's^  study  in  rabbits  seems  to 
support  the  concept  of  near  circumferential  in- 
jury being  necessary  for  stricture  formation. 
It  is  likely  that  in  humans  a similar  near  cir- 
cumferential injury  is  necessary  to  produce  a 
stricture.  This,  more  than  anything  else,  may 
account  for  the  disparity  in  results  of  treat- 
ment to  be  discussed  later. 

Diagnosis:  There  is  little  or  no  correlation  be- 
tween the  presence  of  burn  in  the  mouth  and 
the  presence  of  burn  in  the  esophagus.  Liquid 
lye  ingestions  may  produce  no  oral  injury  and 
yet  the  esophagus  may  be  totally  damaged. 
Esophageal  injury  can  only  be  diagnosed  endo- 
scopically. 

When  injured  by  caustics,  the  esophagus 
becomes  extremely  friable.  It  appears  to  be 
safe  to  perform  endoscopy  in  these  patients 
within  the  first  36-48  hours  after  injury,  pro- 
vided no  attempt  is  made  to  pass  the  esophag- 
oscope  beyond  the  area  of  circumferential  in- 
jury. The  earlier  endoscopy  is  carried  out  with- 
in this  period,  however,  the  less  dangerous  it  is. 

Some  authors  have  made  a point  of  assess- 
ing the  depth  of  injury  endoscopically.  We  are 
able  to  differentiate  between  superficial  ery- 
thema and  complete  mucosal  necrosis,  but  are 
unable  to  anticipate  endoscopically  the  pres- 
ence of  injury  to  the  underlying  muscle  coats. 

Barium  contrast  studies  of  the  esophagus 
are  currently  of  little  value  in  the  early  assess- 
ment of  significant  injury.  There  appears  to  be 
a loss  of  peristaltic  activity  in  the  injured  eso- 
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phagus  but  this  has  not  been  correlated  with 
the  severity  of  the  lesion  or  the  ultimate  out- 
come. 

Current  Therapy:  In  view  of  the  instantaneous 
nature  of  the  injury,  emergency  therapy  is  of 
little  value.  A palatable  liquid  given  to  dilute 
whatever  caustic  remains  adherent  to  the  eso- 
phageal mucosa  may  be  of  some  value.  Emet- 
ics and  lavage  are  clearly  contraindicated. 

For  nearly  20  years  subacute  treatment  of 
accidental  caustic  ingestion  in  children  has  in- 
cluded systemic  corticosteroids.  Antibiotics 
have  been  added  to  this  regimen  to  cover  po- 
tential complications  of  steroids  or  potential 
infectious  complications  of  the  burn.  The  basis 
for  steroid  therapy  is  work  done  by  Spain  and 
associates®  in  1950  in  which  a standard  clean 
dermal  and  subcutaneous  wound  was  produced 
in  mice  weighing  20-25  gm.  In  the  groups  of 
animals  that  were  treated  with  cortisone,  pre- 
treatment was  begun  24  hours  prior  to  injury. 
Cortisone  was  then  given  in  a dose  of  1 mg 
every  12  hours  and  continued  until  sacrifice  of 
the  animals  up  to  five  days  later.  (This  would 
be  roughly  equivalent  to  prednisone  in  a dose 
of  16  mg/kg/day.)  It  was  found  that  the  pro- 
liferation of  granulation  tissue  was  almost  com- 
pletely obliterated  by  cortisone  treatment  for 
the  five  days  that  these  animals  were  treated 
prior  to  sacrifice.  To  assess  the  effect  of  cor- 
tisone on  existing  granulation  tissue,  the  same 
wounds  were  produced  in  another  group  of 
mice.  This  time  cortisone  was  begun  72  hours 
after  injury.  There  was  no  discernible  differ- 
ence between  granulation  tissues  in  the  con- 
trol and  treated  mice  in  this  series  although 
they  were  followed  for  only  four  days.  This  lat- 
ter observation  led  to  the  suggestion  that  ster- 
oids must  be  begun  within  48  hours  of  injury 
in  order  to  have  a beneficial  effect  on  the  for- 
mation of  granulation  tissue  and  scar. 


Weisskopf’s  study  utilizing  dogs  was  the 
first  to  assess  a combination  of  antibiotic  and 
corticosteroid  treatment  of  esophageal  injury 
due  to  lye.'^  He  found  “clear-cut  clinical  dif- 
ference between  control  and  treated  animals.” 
Johnson’s  study  done  in  1962  concluded  that 
although  steroids  inhibit  inflammatory  re- 
sponse and  granulation  tissue  formation,  they 
will  not  prevent  stricture.®  He  also  was  one  of 
the  first  to  note  that  strictures  formed  in  treat- 
ed animals  after  steroids  were  discontinued, 
even  when  they  would  not  form  during  the 
treatment  period.  Haller  and  Bachman’s®  class- 
ic study  in  cats,  using  antibiotics  singularly  or 
in  combination  with  steroids,  provides  the  best 
experimental  evidence  for  benefit  of  steroids  in 
the  treatment  of  lye  injury  to  the  esophagus. 
Knox, 10  in  1967,  created  burns  of  the  esopha- 
gus in  dogs  and  treated  all  with  antibiotics. 
The  use  of  bouginage  and  steroid  alone  or  in 
combination  with  antibiotics  was  shown  to  have 
variable  results.  On  the  basis  of  the  experi- 
mental data  reviewed  above,  it  would  appear 
that  steroids  may  be  worthwhile  in  the  pre- 
vention of  strictures. 

Three  of  the  more  significant  human  studies 
reported  include  one  by  Middlekamp  and  oth- 
ers” who  reported  32  patients  with  history  of 
lye  ingestion  and  endoscopic  evidence  of  eso- 
phageal burns.  All  received  antibiotics  and 
steroids.  Nineteen  of  these  were  assessed  as 
erythema  only  and  none  of  these  developed 
strictures.  Six  patients,  one  of  whom  devel- 
oped an  esophageal  stricture,  were  assessed 
as  having  second-degree  burns.  Seven  patients 
were  assessed  as  having  third-degree  burns. 
All  of  these  developed  strictures  in  spite  of 
treatment  with  ampicillin  and  steroids.  Webb 
and  others”  reported  42  patients  with  demon- 
strated esophageal  burns.  Thirteen  of  these 
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had  erythema  only  and  none  developed  stric- 
tures. Twenty-one  patients  had  second-degree 
burns  and  of  these,  5 of  the  18  treated  with 
antibiotics  and  steroids  developed  strictures. 
Eight  patients  had  third-degree  burns.  Two  of 
these  were  treated  with  antibiotics  only  and 
six  with  a combination  of  antibiotics  and  ster- 
oids. All  eight  had  strictures  severe  enough  to 
require  some  further  form  of  treatment.  Haller 
and  associates'^  recently  reported  a series  of 
69  patients  having  demonstrated  esophageal 
burns.  Interestingly,  4 of  these  received  no 
steroids  and  none  developed  strictures.  Twelve 
patients  received  a less-than-optimal  course  of 
steroids.  Three  of  these  patients  had  strictures 
— a 25%  incidence.  Fifty-three  patients  under- 
went a complete  course  of  corticosteroids 
along  with  antibiotics,  and  strictures  developed 
in  five  (9%). 

Our  own  experience  with  liquid  lye  prepara- 
tions accidentally  ingested  by  children  includes 
12  patients.  All  had  circumferential  burns  of 
the  esophagus  and  all  were  treated  with  ster- 
oids and  antibiotics.  In  11  of  these  patients, 
complete  esophageal  obstruction  which  did  not 
respond  to  dilatation  developed,  and  all  re- 
quired colon  replacement  of  the  esophagus. 
One  child,  in  spite  of  a demonstrated  esopha- 
geal injury,  did  not  have  a stricture. 

These  clinical  data  cast  doubt  on  the  effi- 
cacy of  steroids  in  the  treatment  of  lye  injuries 
of  the  esophagus.  Previous  studies,  in  addi- 
tion to  lacking  uniform  criteria  for  assessment 
of  esophageal  injury  by  esophagoscopy,  show 
some  variability  in  treatment  which  must  nec- 
essarily affect  results.  We  think  that  a well- 
controlled  prospective  clinical  study  is  neces- 
sary for  the  evaluation  of  corticosteroids  in 
human  esophageal  injury,  and  we  are  now  un- 
dertaking such  a study. 
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TEXAS  MEDICINE 


Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  eflicacy  of 
Einpirin®  Compound  tvith  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  tvidely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

(Ill  New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contaiyis  codeine  phosphate* 

(32.4  mg.)  gr.  i/o.  No.  4 contains  codeine 
phosphate*  (64.8  nig.)  gr.  1.  *(Warning— 
may  be  habit-forming.)  Each  tablet  also 
. contains:  aspirin 

\\  gr.3y2,phen- 

acetin  gr. 

21/2,  caf- 
feine gr.  1/2. 

Bottles  of 
100  and  10 

But  for  relief  of  Western  pai 
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Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


When  irritable  colon  feels  like  this 
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. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED'^ 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-tlavored,  scored  tab- 
let contains;  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


STUART PHARMACEUTICALS  1 Pasadena,  California 


nary  bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 
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(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/  sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer)-. 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor. 

You  d agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That’s  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you’ve  seen  pages  in  newspapers  and  national 
magazines  signed  “America’s  Doctors  of  Medicine.”  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public  s health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  "The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write;  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago.  Illinois  60610 
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Pediatric  grand  rounds: 
Neurodiagnostic  procedures 


A.  A.  MINTZ,  MD,  Guest  Editor 
THOMAS  E.  ZION,  MD 
ROBERT  ZELLER,  MD 

Many  meaningless  and  unwarranted  diagnostic 
procedures  are  utilized  in  the  evaluation  of  chil- 
dren with  symptoms  of  central  nervous  system 
disorder.  A more  meaningful  and  useful  ap- 
proach is  discussed  for  the  evolution  of  accurate 
diagnosis  through  the  use  of  appropriate  proce- 
dures that  are  available. 


DR.  ZION  (Director,  Pediatric  Neurology,  Blue 
Bird  Clinic,  Methodist  Hospital):  This  is  a re- 
view of  some  of  the  more  commonly  employed 
neurodiagnostic  procedures  in  terms  of  their 
usefulness,  limitations,  and  abuses.  Time,  ef- 
fort and  money  are  wasted  by  the  physician  who 
orders  a battery  of  diagnostic  studies  having 
little  or  no  relevance  to  the  patient’s  symptoms 
and  signs.  Some  of  our  colleagues  will  attempt 
to  justify  this  practice  on  the  basis  that  certain 
tests  are  “routine,”  but  others  request  labora- 
tory tests  with  no  clinical  rationale  and  with  the 
vague  hope  that  something  unusual  and  unan- 
ticipated will  point  the  way  to  a hitherto  uncon- 
sidered diagnosis.  Any  laboratory  test  or  pro- 
cedure should  be  requested  with  a definite  pur- 
pose in  mind.  This  implies  that  one  has  a 
knowledge  of  the  useful  information  that  can 
be  revealed  by  a specific  procedure,  as  well  as 
the  limitations  of  that  procedure.  Furthermore, 
we  should  be  confident  that  the  procedure  is 
likely  to  provide  information  that  will  confirm 
clinically  suspected  diagnoses,  or  effect  deci- 
sions concerning  prognosis  or  therapy.  Obvi- 
ously, all  laboratory  tests  must  be  interpreted 
in  the  context  of  the  patient’s  age,  history  and 
physical  findings. 

Excluding  the  lumbar  puncture  and  routine 
skull  films,  the  electroencephalogram  probably 
is  the  most  commonly  used  neurodiagnostic 
procedure.  The  traditional  and  most  frequent 
application  has  been  in  the  diagnosis  and  man- 
agement of  seizure  disorders.  The  pediatrician 


must  be  aware  that  maturation  of  structure  and 
function  of  the  brain  is  paralleled  by  sequential 
changes  in  the  EEC.  Thus,  the  EEC  must  always 
be  interpreted  in  relation  to  age-related  norms 
or  standards.  An  adult  pattern  can  be  expected 
by  12-15  years  of  age.  In  general,  the  younger 
the  patient,  the  more  rapid  the  change  in  nor- 
mal characteristics  for  age.  Unfortunately,  few 
electroencephalographers  have  had  wide  experi- 
ence in  interpreting  the  tracings  of  infants  and 
young  children.  Without  this  experience,  there 
exists  the  possibility  of  interpreting  the  tracing 
on  the  basis  of  adult  norms,  leading  to  a sub- 
stantial increase  in  the  number  of  abnormal 
reports. 

Many  parents,  educational  personnel,  and 
even  some  physicians  have  formed  the  gross 
misconception  that  the  EEC  is  a diagnostic  ma- 
chine which  has  the  capacity  of  rendering  an 
absolute  statement  as  to  a child’s  intellectual 
integrity,  or  can  produce  an  etiological  descrip- 
tion of  his  neurological  deficit.  Such  miscon- 
ceptions may  lead  parents  into  insisting  that 
the  physician  order  an  EEG  when  the  physician 
is  well  aware  that  it  will  contribute  no  signifi- 
cant information.  In  such  a situation,  a patient 
explanation  of  the  limitations  of  electroenceph- 
alography usually  will  be  accepted.  Also,  there 
has  been  an  increasing  demand  from  parents 
and  educational  personnel  for  EEGs  in  children 
who  have  academic  problems,  learning  disa- 
bilities, or  hyperkinetic  behavior  syndromes. 
There  is  no  valid  justification  for  using  the 
EEG  in  this  context  since  the  majority  will 
have  normal  EEGs  or  nonspecific  minor  ab- 
normalities which  neither  deny  nor  confirm 
the  existence  of  “brain  damage,”  do  not  permit 
conjectures  as  to  etiology  of  the  clinical  symp- 
toms, and  do  not  offer  information  which  can 
guide  the  teacher  in  remedial  pedagogic  tech- 
niques, or  the  physician  in  his  choice  of  drug 
therapy.  Some  of  our  colleagues  include  an 
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EEG  as  part  of  the  routine  workup  for  uncom- 
plicated mental  retardates.  By  doing  so,  they 
invite  the  interjection  of  further  confusion  by 
having  to  explain  that  the  child  is  obviously 
retarded  in  spite  of  his  normal  EEG.  Parents 
have  great  difficulty  understanding  this  appar- 
ent contradiction.  Should  the  tracing  happen  to 
reveal  a paroxysmal  abnormality,  the  child  is 
in  danger  of  being  given  anticonvulsant  drugs 
even  though  he  has  never  had  a seizure.  Again, 
it  is  necessary  to  point  out  that  in  most  in- 
stances there  is  little  or  no  correlation  between 
the  severity  of  the  EEG  abnormality  and  the 
degree  of  mental  retardation. 

While  most  epilepsies  are  associated  with 
EEG  abnormalities,  neither  logic  nor  experience 
leads  to  the  reverse  inference  that  an  abnormal 
EEG  necessarily  signifies  epilepsy.  I suspect 
that  most  pediatricians  have  had  the  experience 
of  seeing  a normal  EEG  in  a patient  with  obvi- 
ous epilepsy,  as  well  as  a paroxysmal  EEG  in 
a child  who  has  never  had  a seizure.  There  are 
many  situations  in  which  the  EEG  is  both  indi- 
cated and  provides  information  that  assists 
diagnosis  as  well  as  therapy.  The  child  who 
presents  with  an  acute  alteration  of  conscious- 
ness but  without  a history  that  offers  etiological 
explanation  may  demonstrate  changes  on  the 
EEG  compatible  with  acute  ingestion  of  toxins 
or  medication,  or  with  focal  changes  compatible 
with  head  trauma  and  subdural  hematoma.  A 
focal  slow  wave  abnormality  in  the  delta  range 
is  compatible  with  an  underlying  mass  lesion, 
although  the  same  pattern  may  be  seen  as  a 
transient  phenomenon  in  the  postictal  seizure 
patient.  In  the  latter  instance  there  usually  will 
be  resolution  of  the  slow-wave  focus  in  the 
subsequent  24-48  hours.  Voltage  asymmetries 
may  be  helpful  where  there  is  a clinical  sugges- 
tion of  subdural  hematoma,  although  the  ab- 
sence of  such  asymmetry  does  not  exclude  the 


diagnosis.  In  certain  degenerative  diseases  the 
EEG  may  contribute  to  further  pursuit  of  a cor- 
rect diagnosis.  In  subacute  sclerosing  panen- 
cephalitis, for  example,  a pattern  of  paroxysmal 
activity  with  a rather  consistent  periodicity  may 
be  seen.  There  are  obviously  numerous  other 
examples  where  the  EEG  is  both  indicated  and 
useful  in  evaluating  the  patient  with  seizures. 

In  a competent  EEG  laboratory  there  is  no 
need  to  discontinue  anticonvulsants  prior  to  ob- 
taining an  EEG.  This  is  a common  practice  in 
many  areas  of  the  country  and  is  not  only  un- 
necessary, but  invites  the  possibility  of  induc- 
ing status  epilepticus  by  abrupt  discontinuation 
of  medications.  The  experienced  electroenceph- 
alographer  is  not  confused  by  drug  artifact,  and 
furthermore  as  clinicians  we  are  interested  in 
comparing  an  EEG  of  an  epileptic  who  is  taking 
maintenance  anticonvulsant  medication  against 
a tracing  that  was  obtained  prior  to  such  ther- 
apy. It  is  our  belief  that  maximum  information 
is  not  obtained  from  EEGs  without  obtaining 
both  a waking  and  a sleeping  trace,  since  a 
significant  number  of  children  will  show  normal 
waking  records  and  paroxysmal  activity  in 
sleep.  Indeed,  sleep  is  one  of  the  most  com- 
mon, physiological  activating  stimuli.  In  most 
laboratories,  hyperventilation  for  three  minutes 
is  also  used  as  an  activating  technique. 

The  use  of  echoencephalography  has  in- 
creased during  the  past  several  years.  This 
technique  allows  for  the  measurement  of  the 
position  of  midline  structures  in  the  brain  by 
pulsed  ultrasound.  The  reflection  of  sound  by 
the  change  in  acoustic  impedance  at  the  inter- 
face between  tissues  of  contrasting  density 
gives  rise  to  the  echo.  Although  a number  of 
structures  can  give  rise  to  the  midline  echo, 
including  the  pineal,  the  septum  pellucidum, 
and  the  superior  longitudinal  fissure,  the  third 
ventricle  is  the  predominant  interface  responsi- 
ble for  its  presence.  The  technique  has  become 
sufficiently  refined  that  a more  than  3%  devia- 
tion of  this  echo  from  the  midline  may  be 
viewed  as  abnormal.  The  method  continues  to 
be  refined  and  has  some  usefulness  in  the 
serial  determination  of  the  width  of  lateral 
ventricles  in  the  hydrocephalic. 

The  brain  scan  following  the  intravenous  in- 
jection of  radioactive  isotopes  has  become  a 
well  established,  useful  and  dependable  pro- 
cedure in  most  large  hospitals.  Brain  scans 
enjoyed  rapid  acceptance  and  widespread  use 
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because  of  the  ease  with  which  they  can  be 
carried  out  without  discomfort  or  hazard  to  the 
patient.  Technetium  is  the  most  efficient  and 
widely  employed  isotope.  Dynamic  flow  studies 
done  simultaneously  with  the  injection  can  show 
vascular  malformations,  but  the  most  common 
use  is  in  the  demonstration  of  intracranial  mass 
lesions.  Provided  the  lesion  is  larger  than  1 cm 
in  diameter,  this  technique  can  demonstrate 
supratentorial  masses  with  a 90%  accuracy. 
However,  with  deep  midline  or  posterior  fossa 
lesions  the  accuracy  may  drop  to  around  65% 
due  to  greater  uptake  of  overlying  tissues. 

Dr.  Zeller  (Pediatric  Neurologist,  Blue  Bird  Clin- 
ic, Methodist  Hospital):  Transillumination  of  the 
head  should  be  performed  on  all  infants  with 
suspected  neurological  impairment.  This  simple 
test  is  an  effective  method  of  detecting  a 
fluid  accumulation  beneath  the  skull  in  infants 
less  than  one  year  of  age.  Fresh  batteries  in 
the  flashlight  transilluminator  and  adequate 
dark  room  adaptation  of  the  examiner’s  eyes 
are  the  only  requirements.  More  recently  a 
more  powerful  light  source  has  been  made 
available  by  the  use  of  the  Chun  gun. 

Subdural  punctures  are  indicated  in  infants 
and  young  children  with  macrocephaly  or  ab- 
normalities shown  during  head  transillumina- 
tion. They  are  also  indicated  in  the  infant  who 
has  prolonged  or  recurrent  fever  after  several 
days  of  adequate  antibiotic  therapy  for  bacterial 
meningitis.  In  cases  of  recent  or  previous  head 
trauma  with  signs  and  symptoms  of  central 
nervous  system  deficit,  the  subdural  space 
should  be  explored.  Prior  to  the  subdural  punc- 
ture the  examiner  should  perform  a lumbar 
puncture  to  compare  the  protein  and  cellular 
content  of  the  two  fluids  obtained.  This  test 
may  not  be  carried  out  if  the  fontanelle  is 
closed  or  is  too  small  to  allow  the  examiner  to 
introduce  the  needle  at  least  2 cm  lateral  to 
the  midline. 

Radiographs  of  the  skull  are  indicated  in 
most  children  with  seizure  disorders,  recurrent 
headaches,  abnormal  head  size  or  shape,  or 
neurological  signs  suggestive  of  an  intracranial 
abnormality.  They  are  also  indicated  in  children 
with  significant  head  trauma.  When  evaluating 
the  skull  radiographs,  one  should  examine  the 
sutures,  the  bones,  the  foramina,  and  the  pi- 
tuitary fossa,  and  look  for  intracranial  calcifi- 
cations. Radiographically  the  sutures  do  not 
close  until  20  to  22  years  of  age.  Suture 


separation  (diastasis)  caused  by  increased  in- 
tracranial pressure  or  premature  suture  closure 
(craniosynostosis)  should  be  detected.  The 
bones  of  the  skull  should  be  examined  for 
fractures,  thickening,  thinning  or  asymmetry 
between  the  sides.  Examination  of  the  base  of 
the  skull  with  special  attention  to  the  region  of 
the  pituitary  fossa  and  foramina  is  necessary. 
Intracranial  calcifications  may  be  helpful  in 
establishing  a diagnosis. 

Indications  for  arteriography  or  angiography 
are  localized,  progressive  neurological  signs  in- 
dicating a lesion  within  the  cerebral  hemi- 
spheres. Increased  intracranial  pressure  that 
is  unlocalized  and  focal  seizures  which  are  dif- 
ficult to  control  may  also  be  indications  for 
arteriography.  Some  of  the  posterior  fossa  le- 
sions, mainly  tumors  in  the  cerebellum  or  brain 
stem,  can  be  diagnosed  by  sophisticated  neuro- 
radiology with  the  proper  angiographic  studies. 
There  are  no  contraindications  to  angiography 
but  it  is  a hazardous  procedure  and  one  that 
has  some  associated  morbidity  and  mortality. 
There  are  several  varieties  of  arteriograms.  The 
carotid  angiogram  is  carried  out  by  introduction 
of  a needle  into  the  left  or  right  carotid  artery 
in  the  neck  by  percutaneous  puncture  under 
local  or  general  anesthesia.  Vertebral  arterio- 
grams may  be  carried  out  by  direct  percu- 
taneous puncture,  but  more  commonly  by  in- 
jection into  the  brachial  or  subclavian  arteries 
or  occasionally  by  introduction  of  a catheter 
through  the  femoral  artery  and  injection  into 
the  vessels  selectively.  The  radiographs  in  these 
procedures  are  carried  out  in  both  antero- 
posterior and  lateral  projections  in  quick  suc- 
cession. The  evaluation  of  these  studies  is  car- 
ried out  by  observing  the  arteries  and  veins, 
and  distortions  of  these  vessels  in  an  area  may 
indicate  that  a mass  is  present. 

A pneumoencephalogram  or  a ventriculogram 
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is  indicated  in  patients  whose  lesions  are 
either  outside  of  the  cerebral  hemispheres — 
that  is,  in  the  optic  nerves  or  acoustic  nerves — 
or  in  patients  whose  lesions  are  suspected  of 
being  within  the  ventricular  system.  The  pneu- 
moencephalogram or  ventriculogram  is  also 
helpful  in  delineating  tumors  of  the  brain  stem 
and  temporal  lobe  regions.  Hydrocephalus  is 
also  best  evaluated  by  air  study.  Pneumoen- 
cephalogram is  conducted  by  introducing  air 
into  the  lumbar  subarachnoid  space  and  rotat- 
ing the  patient  to  allow  air  to  fill  selective  areas 
of  the  spinal  fluid  pathways.  Ventriculography 
is  conducted  through  a burr  hole  in  the  skull 
and  then  by  needle  introduced  into  the  ventric- 
ular system  through  which  the  air  is  injected. 
The  contraindication  for  doing  a pneumoen- 
cephalogram is  increased  intracranial  pressure 
with  or  without  focal  neurological  signs.  In  a 
child  with  increased  intracranial  pressure,  ven- 
triculography is  an  accepted  procedure. 

Dr.  Mintz:  Is  the  scan  of  value  in  head  trauma? 
Dr.  Zeller:  I do  not  think  so.  The  information 
obtained  from  the  scan  often  will  pick  up  areas 
of  focal  cerebral  edema  following  the  head 
injury,  and  cannot  be  differentiated  from  a 
hematoma  or  tumor  in  the  area. 

Dr.  Mintz:  Dr.  Zeller  said  that  he  thought 
evaluation  of  all  head  injuries  should  include 
skull  x-rays.  A recent  article  suggested  that  the 
yield  was  too  small  to  justify  routine  x-rays. 

Dr.  Zeller:  While  it  is  probably  of  no  clinical 
significance  to  find  a linear  skull  fracture  in 
children  at  the  time  of  their  initial  injury,  I 
think  one  should  be  aware  of  its  presence  be- 
cause of  the  potential  danger  of  a so-called 
growing  skull  fracture.  The  growing  skull  frac- 
ture begins  at  the  time  of  trauma  and  skull 
fracture,  when  the  dura  protrudes  between  the 
two  bony  fragments  at  the  fracture  line.  The 
dura  causes  further  bone  destruction  and  there- 


fore, enlargement  of  the  fracture.  I would  there- 
fore recommend  that  any  child  who  has  had  a 
skull  fracture  have  a repeat  skull  radiograph  in 
three  to  six  months.  There  must  be  individu- 
alization regarding  skull  x-rays  for  head  trauma. 
Only  when  there  are  sufficient  symptoms  relat- 
ing to  level  of  consciousness,  vomiting  or  focal 
CNS  signs  need  x-rays  be  obtained. 

Dr.  Mintz:  There  are  various  available  proced- 
ures and  indications  for  their  employment  in 
neurodiagnostic  work-ups.  Prior  to  any  labora- 
tory or  diagnostic  procedure,  one  should  first 
obtain  a detailed  history  and  perform  a com- 
plete physical  and  neurological  examination.  It 
is  no  longer  acceptable  to  do  only  the  routine 
procedures  on  blood  and  body  fluids.  Private 
and  tax-supported  laboratories  are  now  avail- 
able to  do  sophisticated  procedures  for  infec- 
tious, metabolic,  traumatic  and  neoplastic  dis- 
eases. These,  together  with  indicated  neuro- 
diagnostic procedures,  will  enable  proper  diag- 
nosis and  lead  to  appropriate  therapy  for  cen- 
tral nervous  system  abnormalities. 
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picture  of  an  angina* patient 
not  having  an  attack 

Would  he  be  having  one  now  if  he 
weren't  on  ISORDIL?  Impossible  to  say. 

But  most  patients  on  ISORDIL  TEMBIDS 
have  fewer  and  milder  angina  attacks. 

That's  saying  a great  deal. 

ISORDICTEMBIDS* 


Convenient,  sustained  prophylaxis.  A single 
ISORDIL  TEMBIDS  CAPSULE  helps  protect  against 
angina  episodes  for  up  to  10  hours.  One  in  the 
morning,  one  at  bedtime  for  day  and  night  pro- 
tection. 

Also  available:  ISORDIL  TEMBIDS  TABLETS,  Sus- 
tained Action  Tablets,  40  mg. 


‘Indications:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indication  as  follows: 

“Possibly”  effective:  When  taken  by  the  oral 
route,  Isordil  (isosorbide  dinitrate)  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  cor- 
onary artery  disease).  It  is  not  intended  to  abort 
the  acute  anginal  episode,  but  is  widely  re- 
garded as  useful  in  the  prophylactic  treatment 
of  angina  pectoris. 

Final  classification  of  the  less-than-effective  in- 
dications requires  further  investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 


Warnings:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

Precautions:  Intraocular  pressure  is  increased; 
therefore,  caution  is  required  in  administering  to 
patients  with  glaucoma.  Tolerance  to  this  drug 
and  cross-tolerance  to  other  nitrites  and  nitrates 
may  occur.  In  patients  with  functional  or  organic 
gastrointestinal  hypermotility  or  malabsorption 
syndrome,  it  is  suggested  that  either  the  ISORDIL 
(isosorbide  dinitrate)  5 mg.  or  10  mg.  Oral  tablets 
or  sublingual  tablets  be  the  preferred  therapy. 
The  reason  for  this  is  that  a few  patients  have 
reported  passing  partially  dissolved  ISORDIL 
TEMBIDS  tablets  in  their  stools.  This  phenomenon 
is  believed  to  be  on  the  basis  of  physiological 
variability  and  to  reflect  rapid  gastrointestinal 
transit  of  the  sustained  action  tablet.  TEMBIDS 
SHOULD  NOT  BE  CHEWED. 

Adverse  Reactions:  Cutaneous  vasodilation  with 
flushing.  Headache  is  common  and  may  be  severe 


and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral 
ischemia  associated  with  postural  hypotension 
may  occasionally  develop.  This  drug  can  act  as 
a physiological  antagonist  to  norepinephrine, 
acetylcholine,  histamine,  and  many  other  agents. 
An  occasional  individual  exhibits  marked  sensitiv- 
ity to  the  hypotensive  effects  of  nitrite,  and 
severe  responses  (nausea,  vomiting,  weakness, 
restlessness,  pallor,  perspiration  and  collapse) 
can  occur  even  with  the  usual  therapeutic  dose. 
Alcohol  may  enhance  this  effect.  Drug  rash  and/or 
exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information 
and/or  professional  samples? 

TEMBIOS®— TRADEMARK  FOR  SUSTAINED  ACTION  TABLETS  AND  CAPSULES 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y,  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE, 
THROUGH  MEDICINE 


1972  Annual  Session  - 
rainy  but  rewarding 


Physicians,  exhibitors,  Auxiliary  members,  and  guests  await  their  turn  to  register  at 
the  105th  TMA  Annual  Session  in  San  Antonio. 


Despite  damaging  rains  in  the  Central 
Texas  area,  the  Texas  Medical  Associ- 
ation’s 1972  Annual  Session  in  San 
Antonio  attracted  more  than  4,500  phy- 
sicians, spouses  of  physicians,  exhibi- 
tors, and  special  guests. 

A breakdown  of  the  registration  fig- 
ure by  category  showed  there  were 
2,242  members,  310  non-member  phy- 
sicians, 907  guests,  564  exhibitors,  and 
616  Auxiliary  members  registered  for 
the  numerous  scientific  programs  and 
business  sessions  at  this  year’s  annual 
meeting. 

Overflow  crowds  were  reported  at- 
tending the  programs  presented  by  the 
14  scientific  sections  and  the  approxi- 
mately 30  medical  specialty  societies 
at  the  meeting,  and  reference  commit- 
tees of  the  House  of  Delegates  consid- 
ering the  business  of  the  Association 
listened  to  the  views  of  many  physi- 
cians on  matters  of  importance. 
Medical  science  reviewed 
The  scientific  portion  of  the  1972  An- 
nual Session  featured  a total  of  386 
speakers,  45  of  which  were  out-of-state 


Giving  his  Presidential  address 
at  the  podium  is  Dr.  James 
H.  Sammons.  Also  seated  at 
the  House  of  Delegates  head 
table  (left  to  right)  are  C.  Lin- 
coln Williston,  executive  sec- 
retary of  TMA,  House  Speaker 
Dr.  Jack  B.  Lee,  and  Vice- 
Speaker  Dr.  Travis  Smith. 
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Left:  San  Antonio  orthopaedic 
surgeon  Dr.  John  J.  Hinchey  spoke 
on  orthopaedic  problems  of  the 
elderly  at  the  Symposium  on  Sur- 
gery of  the  Elderly  sponsored  by 
the  International  College  of  Sur- 
geons, Texas  State  Surgical  Di- 
vision. Also  during  the  session,  he 
was  named  the  outstanding  Bay- 
lor alumnus  for  1972. 

Right:  Dr.  Gerald  P.  Murphy  of 
Buffalo,  N.Y.,  outlined  current 
progress  in  kidney  transplant  pro- 
cedures at  a Continental  Break- 
fast Round  Table  presentation. 


Members  of  the  House  of  Delegates  listen  to  Dr.  Guy  A.  Owsley  of  Hartford  City,  Ind.,  chairman  of  the  AMA  Council  on 
Medical  Service  and  Insurance.  Dr.  Owsley  discussed  various  types  of  review  mechanisms  and  the  MD's  attitude  towards  review 


at  the  Thursday  Blue  Cross-Blue  Shield  luncheon. 


Left:  Lee  Maxwell,  chief  of  out- 
reach program  development  at  the 
Texas  Research  Institute  of  Men- 
tal Sciences  in  Houston,  discusses 
his  work  with  participants  in  the 
Texas  Academy  of  Family  Physi- 
cians Drug  Abuse  Seminar. 

Right:  Explaining  a point  to  mem- 
bers of  the  Reference  Committee 
on  Medical  Service  and  Insurance 
is  committee  chairman  Dr.  Wal- 
ter A.  Brooks  of  Quanah. 
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Reports  of  reference  committees 
kept  the  Speaker  of  the  House  of 
Delegates,  Dr.  Jack  B.  Lee,  busy 
late  into  the  night. 


New  TMA  President  Dr.  Bras- 
well Locker  (right)  accepts  the 
gavel  of  the  Association  from 
outgoing  President  Dr.  James 
H.  Sammons. 


guests.  In  addition  to  presentations  at 
section  meetings  and  specialty  society 
programs,  there  were  nine  special  sym- 
posia, 14  Continental  Breakfast  Round 
Table  presentations,  and  20  Curbstone 
Consultations,  all  of  which  were  well 
attended. 

Meeting  for  the  first  time  at  an  An- 
nual Session  was  the  Section  on  Urol- 
ogy. This  section  plans  to  participate 
again  next  year,  and  the  addition  of 
two  more  sections  is  anticipated  in 
1973 — Section  on  Diseases  of  the 
Chest  and  Section  on  Nuclear  Medicine. 
Busy  with  business,  too 
On  the  business  side  cf  the  session, 
delegates  from  county  medical  societies 
across  the  state  considered  such  policy 
questions  as  membership  in  TMA  for 
osteopathic  physicians,  family  practice 
training  programs,  continuing  medical 
education,  regulations  and  rules  con- 
cerning tax-financed  health  care  pro- 
grams, compulsory  AMA  membership, 
reduction  of  the  penalty  for  first  offense 
possession  of  marijuana,  and  restruc- 
turing of  TMA’s  Executive  Board. 

Members  of  the  House  also  were 
hosted  at  a luncheon  where  Dr.  Guy  A. 
Owsley  of  Hartford  City,  Ind.,  chairman 
of  the  AMA  Council  on  Medical  Service, 
reviewed  the  concepts  of  peer  review, 
utilization  review,  and  the  physician’s 
attitude  toward  review  mechanisms  and 
then  related  the  role  played  by  the 
AMA  Council  on  Medical  Service  in  de- 
velopment of  these  concepts. 


One  special,  two  general  events 
Also  meeting  during  the  Annual  Ses- 
sion was  the  Texas  delegation  to  the 
AMA.  Delegates  and  alternate  delegates 
to  the  AMA  held  a special  hearing  to 
determine  the  grass-roots  feeling  to- 
ward the  national  organization  and  to 
solicit  views  on  what  the  future  course 
of  the  AMA  should  be. 

Taking  office  during  the  session  as 
President  of  TMA  was  Brownwood  eye, 
ear,  nose,  and  throat  specialist  Dr. 
Braswell  Locker.  Dr.  Locker  received 
the  gavel  of  the  Association  from  out- 
going President  Dr.  James  H.  Sammons 
at  the  Saturday  general  meeting  lunch- 
eon, which  featured  Sen.  John  G.  Tow- 
er as  special  speaker.  Capt.  James  A. 
Lovell,  NASA  astronaut  and  chairman 
of  the  President’s  Council  on  Physical 
Fitness  and  Sports,  spoke  on  the  im- 
portance of  physical  fitness  programs 
and  the  need  for  physician  support  of 
such  programs  at  Friday’s  luncheon. 
Exhibits  are  outstanding 
As  in  previous  years,  the  exhibits  of 
the  Annual  Session  were  outstanding. 
There  were  59  scientific  exhibits,  129 
technical  displays,  5 exhibits  by  high- 
school  science  fair  winners,  and  ap- 
proximately 90  entries  in  the  Physi- 
cians’ and  Wives’  Art  Exhibit. 

Outstanding  scientific  and  art  ex- 
hibitors were  awarded  prizes  at  Friday’s 
general  meeting  luncheon. 

Rain  was  defeated 

Although  rain  delayed  most  of  the 
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sports  contests,  the  spirit  of  competi- 
tion prevailed,  and  most  events  were 
either  played  in  the  rain  or  rescheduled 
later  in  the  week. 

Held  this  year  were  the  skeet  and 
trap  shooting  contest,  tennis  tourna- 
ment, and  golf  tournament.  Only  the 
day  of  boating  was  canceled. 
Entertainment  ended  the  evenings 
Highlighting  the  Annual  Session  social- 
ly was  TMA’s  Fiesta  Noche  del  Rio  on 
Saturday  night.  The  party  included 
cocktails,  Mexican  hors  d’oeuvres,  a 
mariachi  band,  and  the  fabulous  Fiesta 
Noche  del  Rio  show  featuring  Rosita 
Fernandez  and  her  troupe  of  singers 
and  dancers. 

Approximately  875  physicians  and 
their  wives,  the  largest  number  in  re- 
cent years,  were  on  hand  for  the  af- 
fair. Proceeds  from  the  party  will  go  to 
the  Physicians  Benevolent  Fund  of 
TMA  and  WATMA. 

In  addition  to  the  Saturday  night 
party,  several  classes  of  various  medi- 
cal schools  held  reunions  on  Thursday 
evening,  and  alumni  of  several  schools 
got  together  for  an  evening  of  fun  on 
Friday. 

A sad  note  on  the  session 
As  noted  in  this  review,  the  1972  An- 
nual Session  was  another  outstanding 
meeting  of  the  Association.  Unfortun- 
ately, there  was  a somewhat  sad  note 
to  the  session,  occasioned  by  the  death 
of  Dr.  O.  A.  Fly  of  Houston,  chairman 
of  the  Council  on  Annual  Session,  on 
May  5.  As  council  chairman  for  the 
past  three  years  and  as  a member  of 
the  council  since  1965,  Dr.  Fly  had 
contributed  greatly  to  the  planning  of 
the  1972  Annual  Session  and  past 
meetings. 


Discussion  at  Table  4 at  Friday’s  Curbstone  Consultations  centered  around  the 
status  of  bypass  procedures  in  the  management  of  coronary  artery  disease. 


Speaking  before  the  Symposium  on  Sports  Medicine  is  Dr.  Thomas  E.  Shaffer 
(center),  chairman  of  the  AMA's  Committee  on  Medical  Aspects  of  Sports. 

Other  participants  included  Houston  Oilers  trainer  Robert  H.  Gunn  (left)  and  former 
high  school  and  college  football  coach  Henry  E.  Fmka  (right). 


USV  Pharmaceutical  representatives  Ron- 
nie Blackmore  (left)  and  Andy  Howland 
(center)  review  their  line  of  products  with 
Houston  physician  Dr.  William  Seybold. 


Dr.  and  Mrs.  John  E.  Thompson  of  Electra  view  the  works  of  two 
Austin  artists  at  the  Physicians'  and  Wives'  Art  Exhibit.  On  the  left  is  "Dune 
Patterns,”  photographed  by  Dr.  Joe  C.  Rude,  III;  on  the  right  is 
Mrs.  Albert  F.  Vicker’s  arts  and  crafts  creation  “Holiday.” 
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When  you  prescribed 

Orinase 


14years  a^, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
f^9  /l^9  /day,  but  application  to  human  subjects  unknown.  There- 
fore. Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’v  e 
probabi)'  had  quite  a bit  of  elinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  ) on  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  weight  control  arc  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotie  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  7ab/e/s— bottles  of  50.  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA7M495  MEDB-S-S  LAO-6 


Upjohn 


Volume  68,  June,  1972 


103 


In  praise  of  the 
‘ultimate  athlete’ 


{Editor's  note:  In  Dallas,  orthopaedic 
surgeon  Dr.  Gordon  P.  Baker  is  often 
called  "the  dance  doctor"  because  of 
his  professional  and  personal  involve- 
ment in  dancing. 

A member  of  the  American  Academy 
of  Orthopaedic  Surgeons  and  a 1956 
graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston,  Dr.  Baker 
is  currently  serving  as  president  of  the 
Dallas  Metropolitan  Ballet. 

Although  his  interest  in  ballet  is  not 
confined  to  a professional  level,  the 
“dance  doctor”  is  especially  aware  of 
the  problems  faced  by  dancers  and  the 
benefits  of  ballet  as  therapy  for  certain 
orthopaedic  problems. 

In  this  article,  he  gives  his  profes- 
sional views  on  dancing  as  therapy  and 
treatment  of  dancer-patients,  as  well 
as  commenting  personally  on  ballet  as 
an  art  form  and  on  the  importance  of 
dance  to  the  cultural  life  of  a commu- 
nity.) 

Dr.  Gordon  P.  Baker  is 
in  the  foreground  when 
it  comes  to  ballet  in  Dallas. 

Dr.  Baker,  who  is  now  serving 
as  president  of  the  Dallas 
Metropolitan  Ballet,  treats 
dancers  as  patients, 
uses  dance  as  therapy,  and 
personally  enjoys  the 
artistry  of  the  dance. 


By  Gordon  P.  Baker,  M.D. 

I love  dancing — professionally,  artisti- 
cally, and  personally. 

To  me,  the  dancer  is  "the  ultimate 
athlete”  because  of  his  tremendous 
dedication,  torturous  discipline  of  the 
body  and  mind  for  years,  and  the  final 
grace,  beauty,  and  perfection  that 
emerges  from  his  constant  efforts.  The 
dictionary  definition  of  athlete  is  “any- 
one trained  or  fit  to  contend  in  exer- 
cises requiring  physical  agility,  stam- 
ina, and  often,  strength.”  I think  the 
ballet  dancer  certainly  fits  this  defini- 
tion. 

I also  believe  that  the  greatest  chal- 
lenge in  my  medical  career  has  been 
in  working  with  dancers.  They  are  a 
unique  breed  which  require  constant 
emergency  treatment,  since  any  injury 
is,  to  a dancer,  an  “emergency.”  This 
is  true  because  the  dancer’s  body,  par- 
ticularly the  legs  and  feet,  is  his  artis- 
tic and  professional  life. 


Medically  speaking,  I consider  dance 
the  best  physical  therapy  for  young 
patients  with  orthopaedic  problems 
such  as  flat  feet,  knock  knees,  pigeon- 
toes,  or  certain  other  problems,  such  as 
those  involving  the  hip. 

Dance  as  therapy 

I originally  became  involved  with  danc- 
ers’ problems  through  my  daughter 
Shannon,  who  began  dancing  at  the 
age  of  three  to  help  correct  dysplasia 
of  the  hip.  My  wife  and  I were  told  that 
dancing  would  be  beneficial  in  strength- 
ening the  hip,  and  this  was  the  be- 
ginning of  our  interest  in  ballet.  We  had 
never  attended  the  ballet  before  that 
time  or  had  any  artistic  appreciation 
of  it. 

Through  this  personal  involvement 
with  ballet  came  my  professional  in- 
terest. Perhaps  my  working  with  crip- 
pled children  at  Dallas’  Scottish  Rite 
Hospital  was  the  real  beginning  of  my 
interest  in  dance  as  a kind  of  treat- 
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merit  for  orthopaedic  disorders,  but  my 
personal  involvement  with  ballet  and 
with  dancers’  problems  dramatically  fo- 
cused my  attention  on  ballet  as  a 
method  of  physical  therapy. 

Many  physicians  use  corrective  shoes 
for  many  types  of  orthopaedic  prob- 
lems, and  rightly  so.  But  corrective 
shoes  are  not  definitive  therapy.  More 
proper  treatment,  I believe,  is  develop- 
ment of  the  muscles  to  correct  the 
basic  problem,  rather  than  use  of  cor- 
rective shoes  to  support  the  problem. 

In  all  instances,  I advise  parents 
of  children  with  orthopaedic  problems 
that  shoes  will  not  correct  their  child’s 
problem  and  that  only  proper  therapy 
can  truly  help.  I think  that  ballet  is  an 
excellent  means  to  achieve  real  results 
in  correcting  some  types  of  existing 
orthopaedic  problems. 

I must  point  out,  too,  that  not  just 
any  kind  of  dance  is  therapy.  Improper 
dance  training  will  not  do  the  job  and 
can  be  harmful.  Only  qualified  dance 
teachers  should  train  any  dancer. 

The  dance  lesson  itself,  which  usual- 
ly lasts  only  an  hour  a week  for  be- 
ginning children,  will  not  produce  re- 
sults, either.  Dance  instruction  and  ex- 
ercise must  be  carried  out  daily  at 
home  over  a long  period  of  time.  This, 
of  course,  constitutes  real  discipline  on 
the  part  of  the  child  and  the  parents, 
but  it  must  be  done  if  results  are  to 
be  achieved. 

I love  all  kinds  of  sports — football, 
basketball,  baseball — but  I recommend 
dance  exercises  as  by  far  the  best 
therapy.  In  my  opinion,  some  of  the 
other  sports  can  be  harmful  to  certain 
orthopaedic  problems. 

Dealing  with  professionals 
Of  course,  dance  as  therapy  and  dance 
as  art  are  two  completely  different 
things.  As  a physician,  I deal  with  both. 

The  professional  dancer  is  truly  the 
"emergency”  case,  as  mentioned  pre- 
viously, because  anything  wrong  with 
him  is  a threat  to  his  career  and  to  the 
proverbial  performance  that  must  go 
on. 

The  most  common  problems  among 
dancers  are  chondromalacia  of  the  pa- 
tella and  strained  muscles  in  the  foot 
or  leg.  Many  doctors,  including  myself 
before  my  involvement  with  dancers, 
would  simply  instruct  the  dancer  not 
to  dance.  But  professional  dancers  will 
dance,  despite  such  advice,  and  there- 
fore other  treatment  is  necessary.  So 
to  speak  their  language,  I say,  "Don’t 
force  the  turn-out.”  I have  learned  that 
any  physician  who  treats  dancers  must 


be  well  aware  of  the  extreme  physical 
demands  placed  on  the  dancer.  The 
more  the  physician  is  aware  of  the  in- 
tricate maneuvers  the  dancer  must  per- 
form, the  better  he  can  correlate  symp- 
toms or  injuries  with  specific  maneu- 
vers. Otherwise,  it  is  difficult,  and 
sometimes  dangerous,  to  treat  dancers. 

In  a case  where  a performance  is 
necessary  and  the  dancer  will  go  on 
because  he  must,  I give  a local  injec- 
tion of  steroids.  However,  in  my  opin- 
ion, this  should  not  be  repeated  often. 

Further,  in  the  treatment  of  profes- 
sional dancers,  I believe  the  physician 
should  consider  surgery  as  a last  re- 
sort. 

I have  found  that  with  simple  yet 
specific  instructions,  the  dancer  can 
take  good  care  of  himself,  because  he, 
perhaps  alone  of  all  athletes,  knows 
his  body  and  muscles  better  and  how 
they  function. 

I cannot  express  enough  my  respect 
for  ballet  dancers.  They  have  more 
physical  fortitude,  dedication,  "guts,” 
and  virility  than  any  other  kind  of  ath- 
lete I have  treated,  and  their  training 
is  fantastically  hard. 

Ballet  as  art 

Through  my  medical  admiration  of  bal- 
let, my  artistic  admiration  developed. 
To  me,  dance  represents  beauty  and 
perfection  of  the  human  body  which  I, 
as  a doctor,  well  appreciate.  Further, 
it  represents  an  emotional  and  artistic 
expression  personally  meaningful  to 
me.  Like  so  many  things,  it  has  to  be 
understood  to  be  appreciated. 

My  family  and  I now  attend  all  the 
ballet  that  we  can.  We  truly  love  it.  In 
fact,  my  daughter  is  planning  to  be  a 
professional  ballet  dancer. 

So,  when  I was  invited  last  year  to 
become  president  of  the  Dallas  Metro- 
politan Ballet,  I gladly  accepted — and 
not  only  for  my  personal  love  of  the 
art,  but  because  I believe  such  projects 
are  necessary  for  the  betterment  of  our 
society. 

In  fact,  my  primary  purpose  in  writ- 
ing this  article  is  not  to  advise  on  how 
to  treat  ballet  dancers,  but  to  encour- 
age my  fellow  physicians  to  develop  an 
interest  in  the  art — and  not  necessarily 
as  a "dance  doctor,”  who  believes  that 
dance  is  an  important  method  of  ther- 
apy, but  as  someone  who  recognizes 
that  dancing  is  beneficial  to  the  com- 
munity and  to  those  who  participate 
artistically. 

I hope  that  all  doctors,  as  influential 
and  dedicated  members  of  their  com- 
munities, will  be  active  in  their  com- 


munity’s cultural  activities  as  well  as 
medical  activities. 

How  it  begins 

How  does  a ballet  begin  in  a commu- 
nity? Through  my  experience,  it  be- 
gins with  dedicated,  talented  profes- 
sional teachers.  In  Dallas,  the  teachers 
were  Ann  Etgen  and  Bill  Atkinson,  who 
began  their  school  some  years  ago 
with  the  eventual  aim  of  forming  a 
company.  Now  that  they  have  trained 
dancers,  the  Dallas  Metropolitan  Ballet 
Company  is  an  important  outlet  for  the 
development  of  local  talent.  In  addition, 
we  have  brought  in  guest  artists  such 
as  Edward  Villella  and  Patricia  McBride 
of  the  New  York  City  Ballet  and  Joel 
Dabin  from  the  Robert  Jeffrey  Ballet 
to  dance  with  our  company.  Last  sea- 
son, special  guests  also  included  Nata- 
lia Makarova  and  Ted  Kivitt  of  the 
American  Ballet  Theatre. 

Our  major  objectives  here  in  Dallas 
are  to  have  an  artistic  home  for  danc- 
ers in  this  area,  to  perform  for  our 
community  and  tour  in  the  region,  and 
to  further  what  the  ballet  means  to  us. 

A point  I would  like  to  strongly  em- 
phasize is  that,  in  Dallas  and  in  Texas, 
if  we  develop  our  own  professional 
companies,  the  talent  developed  here 
will  not  have  to  migrate  to  New  York 
or  other  cities  to  dance  professionally. 
There  are  already  too  many  out-of-work 
dancers  in  New  York.  Dancers  should 
have  a career  in  their  own  region,  bene- 
fitting  not  only  themselves  but  the  cul- 
tural life  of  their  own  community. 

A city  must  support  its  own  arts, 
and,  at  least  for  the  present,  we  must 
help.  It  is  a sad  comparison  when 
Hamburg,  Germany,  a city  the  same 
size  as  Dallas,  received  in  one  year 
more  government  support  for  all  its 
arts  than  did  the  entire  United  States 
from  its  government. 

Our  cities  deserve  a resident,  year- 
round,  professional  ballet  company, 
composed  of  the  "ultimate  athletes.” 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 
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Before  deeiding  to  make  \ alium 
(diazepam)  pait  of  \'oiir  treatment 
plan,  eheek  on  w hether  or  not  the 
patient  is  presenth'  taking  drugs 
and,  if  so,  \\  hat  his  response  has 
been.  Along  w ith  the  medieal  and 
soeial  history,  this  information  ean 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  fiiilure. 

While  \"alium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessiye  psychic  tension  per- 
sists and  should  be  discontinued 
\\  hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  \v  hen  dosage  guidelines 
are  follow  ed,  \'alium  is  w ell 
tolerated  (see  Dosage).  For  con- 
yenience  it  is  av  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
hav  e been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiv  ing  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driv  ing  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
inrorination,  a summary  of  wliicb  follows: 

Indications:  rcnsioii  and  anxiety  states;  somatic  com- 
plaints u hicli  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manitesteil  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
sy  ndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  u ith  open  angle  glaucoma  who 
arc  receiving  appropriate  therapy. 

W'arnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  reipiiring  complete  mental 
alertness.  When  used  aujunctively  in  convulsive  disorders, 
possibility  of  increase  in  fretjuency  and/or  severity  of  grand 
mal  seizures  may  recpiire  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  assoeiated 
w ith  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  bartiiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  ehildbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drousiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  slkin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  anti  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2'/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

I to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  loo  and  500.  All  strengths  also  available  in 
lel-L-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Dr.  Otto  Munoz  has  been  named  the 
recipient  of  the  Gimbel  Faculty  Associ- 
ate Award  at  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston.  The  award  in- 
cludes a 12-month  appointment  to  the 
professional  staff  of  the  university  can- 
cer hospital  at  junior  level. 

Dr.  Munoz,  a 1965  graduate  of 
Southwestern  Medical  School  at  Dallas, 
is  currently  practicing  and  conducting 
research  in  M.  D.  Anderson’s  depart- 
ment of  diagnostic  radiology.  The  El 
Paso  native  was  an  intern  and  resident 
at  Parkland  Memorial  Hospital  in  Dallas 
before  returning  to  his  hometown  where 
he  was  in  the  private  practice  of  radiol- 
ogy from  1969  to  1970. 

Elected  at  the  annual  business  meeting 
of  the  Texas  District  Branch  of  the 
American  Psychiatric  Association  were 
the  following  new  officers:  Dr.  Wade  H. 
Lewis  of  San  Antonio,  president;  Dr.  E. 
Winston  Cochran  of  Beaumont,  presi- 
dent-elect; Dr.  Thomas  H.  Allison  of 
Dallas,  vice-president;  Dr.  Harry  K. 
Davis  of  Galveston,  secretary-treasurer; 
Dr.  E.  Ivan  Bruce,  Jr.,  of  Galveston, 
delegate  to  the  APA  Assembly  of 
Branches;  and  Drs.  Jane  H.  Preston  of 
Houston  and  Walter  E.  Reifsiager,  Jr., 
of  Austin,  councilors. 

Dr.  Douglas  B.  Black  of  Lamesa  was 
recently  named  Rotarian-of-the-Year  for 
District  573  of  Rotary  International.  The 
honor  was  announced  at  the  April  22 
district  conference  in  Borger.  Accord- 
ing to  Lamesa  Rotary  Club  president 
Robert  B.  Snell,  Dr.  Black  “has  been 
an  extremely  valuable  member  of  our 
community  and  in  addition  to  his  pro- 
fessional services  has  rendered  many 
public  services  to  our  community.” 

Installed  this  past  February  as  presi- 
dent of  the  Federation  of  American 
Hospitals  was  Hillsboro  family  physi- 
cian Dr.  Norman  L.  West.  Dr.  West  has 
also  served  as  president  of  the  Private 
Clinics  and  Hospitals  Association  of 
Texas,  Society  of  Life  Insurance  Medi- 
cal Directors  of  Texas,  Ellis  County 
Medical  Society,  and  Hill  County  Medi- 
cal Society.  A delegate  to  the  TMA 
House  of  Delegates,  Dr.  West  is  asso- 
ciated with  Family  Diagnostic  Medical 
Center  in  Hillsboro. 


Dr.  John  J.  Hinchey,  San  Antonio  or- 
thopaedic surgeon,  was  named  Baylor 
College  of  Medicine’s  outstanding  alum- 
nus for  1972  at  the  annual  alumni  din- 
ner held  May  12  at  the  Menger  Hotel 
in  San  Antonio.  Also  receiving  an  award 
at  the  dinner  as  the  college’s  most  out- 
standing faculty  member  was  Dr.  Rus- 
sell J.  Blattner. 

Re-elected  to  a five-year  term  on  the 
board  of  trustees  of  the  American  Col- 
lege of  Cardiology  was  Houston  thora- 
cic surgeon  Dr.  Arthur  C.  Beall,  Jr. 

An  editorial  tribute  in  the  Galveston 
Daily  News  recognized  Dr.  John  Q.  Mc- 
Givney  for  his  “unselfish  contributions 
of  time  and  energy  and  knowledge  and 
experience  in  making  Galveston  a bet- 
ter place  in  which  to  live.” 

The  occasion  of  the  tribute  was  the 
resignation  of  Dr.  McGivney  from  the 
board  of  regents  of  Galveston  College, 
a post  he  had  held  since  September, 
1966. 

Friends  and  colleagues  gathered  re- 
cently to  honor  long-time  Amarillo 
family  physician  Dr.  E.  A.  Rowley.  Dr. 
Rowley,  who  has  served  the  people  of 
Amarillo  and  nearby  towns  for  some  60 
years,  was  secretary  of  the  Texas  Medi- 
cal Association  from  1965  to  1968.  He 
was  also  a past  councilor  for  the  Third 
District  and  member  of  the  Associa- 
tion’s Board  of  Trustees. 

Dr.  Morris  Ziff,  a professor  of  internal 
medicine  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas, 
has  received  the  Medi- 
cal Alumni  Achievement 
Award  of  the  New  York 
University  School  of 
Medicine  Alumni  Asso- 
ciation. 

Dr.  Ziff,  an  authority 
on  arthritic  and  rheu- 
matic disorders,  was 
presented  the  award  during  ceremonies 
on  the  school’s  Alumni  Day.  It  honored 
his  “classical  contributions”  to  the  un- 
derstanding of  connective  tissue  dis 
ease  in  man.  The  citation  accompany- 
ing Dr.  Ziff’s  award  describes  him  as 
“an  innovator  in  the  forefront  of  basic 
as  well  as  clinical  investigation  of  rheu- 
matic diseases.” 


DR.  ZIFF 


Dr.  Jack  P.  Gunter,  associate  professor 
of  surgery  at  The  University  of  Texas 
Southwestern  Medical 
School  at  Dallas,  has 
been  named  chairman 
of  the  school’s  division 
of  otolaryngology. 

Dr.  Gunter,  who 
joined  Southwestern’s 
faculty  in  1969,  has  re- 
cently been  serving  as 
acting  chairman  of  the  division.  The 
otolaryngologist  was  the  recipient  of 
a National  Institutes  of  Health  fellow- 
ship in  facial  plastic  and  reconstruc- 
tive surgery  at  Mercy  Hospital  in  Pitts- 
burgh, Pa.,  and  was  previously  on  the 
faculty  of  the  University  of  Pittsburgh 
(Pa.)  School  of  Medicine  and  Tulane 
University  School  of  Medicine  in  New 
Orleans,  La. 


lb 

DR.  GUNTER 


Saturday,  April  8,  was  proclaimed 
“Silas  Grant  Day”  in  Hill  County  and 
Hillsboro  in  honor  of  the  25  years  of 
service  given  to  area  residents  by  fam- 
ily practitioner  Dr.  Silas  W.  Grant. 

Dr.  Grant,  who  began  his  practice  in 
Whitney  in  1946,  was  guest  of  honor 
at  a reception  in  Grant-Buie  Medical 
Center,  which  he  helped  found. 


The  new  head  of  thoracic  and  cardio- 
vascular surgery  at  The  University  of 
Texas  Medical  School  at  San  Antonio  is 
Dr.  J.  Kent  Trinkle. 

Dr.  Trinkle,  formerly  with  the  Albert 
B.  Chandler  Medical  Center  of  the  Uni- 
versity of  Kentucky  in  Lexington,  will 
also  serve  as  an  associate  professor  of 
surgery  at  UT  San  Antonio. 


"Who  substituted  a kaleidoscope  for  my 
proctoscope?” 
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PAMPHLETS 


New  pamphlets,  folders,  and  a poster 
have  been  prepared  by  the  Fire  and  Ac- 
cident Division  of  Dray  Publications, 
Inc.,  to  assist  hospital  and  nursing 
home  safety  administrators  in  carrying 
out  their  responsibilities  under  the  Fed- 
eral Occupational  Safety  and  Health 
Act. 

Entitled  Basic  Guide  for  Safely.  Hos- 
pital and  Medical  Facilities  and  Basic 
Guide  for  Fire  Safety.  Hospital  and  Med- 
ical Facilities,  the  two  pamphlets  are 
designed  to  acquaint  each  hospital  and 
nursing  home  employee  with  general 
rules  for  safety  and  with  key  emer- 
gency steps  in  dealing  with  fires. 

In  addition,  three  supplementary 
folders — Hospital  \ fain  te  nance- House- 
keeping Safety,  Hospital  Food  Service 
Safety,  and  Visual  Reminders  for  Patient 
Lifting — will  serve  as  reminders  of  safe- 
ty procedures  in  departments  where 
special  hazards  exist. 

Supervisor  guides  briefly  list  key  as- 
signments and  methods  that  may  be 
used  to  correct  potentially  unsafe  sit- 
uations. The  check  lists  are  entitled 
Hazard  Conditions  and  Unsafe  Acts. 

Finally,  a black-and-blue  poster  fo- 
cuses employees’  attention  on  the  pur- 
pose of  the  safety  materials. 

These  coordinated  materials  will  of- 
fer safety  administrators  a systematic 
method  for  basic  safety  orientation  of 
hospital  and  nursing  home  employees 
and  are  suitable  for  use  with  existing 
safety  programs  and  with  new  pro- 
grams to  comply  with  the  OSHA. 

Free  samples  of  the  materials  and 
quantity  prices  are  available  from  Dray 
Publications,  Inc.,  Fire  and  Accident  Di- 
vision, Deerfield,  Mass.  01342. 

Designed  for  use  by  physicians,  rather 
than  the  lay  public,  the  booklet  Risk- 
Factors  in  Stroke  Due  to  Cerebral  In- 
farction is  a summary  of  current  knowl- 
edge of  certain  clinical  phenomena 
which  are  commonly  followed  by 
stroke. 

The  statement,  which  is  now  avail- 
able from  American  Heart  Association, 
Texas  Affiliate,  Inc.,  also  lists  specific 
elements  in  the  profile  of  persons  who 
are  stroke-prone. 

Write  for  a free  copy  of  the  publi- 
cation to  American  Heart  Association, 
Texas  Affiliate,  Inc.,  P.O.  Box  9928, 
Austin  78757. 


MEDICINE  ANDTHE  LAW 


BEWARE  OF  ‘CIRCULAR  LETTERS’ 

Recently,  several  inquiries  from  Texas 
physicians  have  been  received  in  the 
office  of  the  legal  counsel  of  the  Texas 
Medical  Association  regarding  the  use 
of  “circular  letters.”  These  letters  are 
usually  signed  by  an  out-of-state  doc- 
tor and  state  that  the  carrier  of  the 
letter  is  a patient  of  the  signing  physi- 
cian, that  he  or  she  has  terminal  can- 
cer, and  that  the  patient  needs  a nar- 
cotic for  relief  of  pain. 

Often,  these  letters  begin  with  "To 
Whom  It  May  Concern”  and  spell  out 
not  only  the  “terminal  malignancy” 
but  also  direct  the  physician  to  pre- 
scribe certain  specific  narcotics.  The 
letters  generally  state  that  the  carrier 
of  the  letter  has  “asked  to  visit  her 
children  and  grandchildren  as  her  last 
request  before  becoming  bedridden” 
and  that  she  will  need  to  stop  along 
the  way  to  secure  sufficient  drugs  to 
relieve  her  pain. 

In  all  probability,  very  few  doctors 
are  taken  in  by  such  circular  letters, 
and  it  is  doubtful  that  a great  supply 
of  narcotics  is  diverted  into  illegal 
channels  through  such  methods.  How- 
ever, in  this  state,  a physician  may 
subject  himself  to  possible  revocation 
of  his  medical  license  if  indeed  he  does 
prescribe  for  an  addict  (or  one  he  may 
reasonably  think  is  a narcotic  addict) 
or  if  he  fails  to  determine  a therapeu- 
tic need  for  the  drug  prescribed. 

The  Texas  Medical  Practice  Act  was 
amended  in  1971  to  provide  in  Article 
4505,  Revised  Civil  Statutes  of  Texas, 
that  “unprofessional  or  dishonorable 
conduct”  may  include  “writing  prescrip- 
tions or  dispensing  to  a person  known 
to  be  an  habitual  user  of  narcotic  drugs 
or  dangerous  drugs,  or  to  a person  who 
the  doctor  should  have  known  was  an 
habitual  user  of  narcotic  or  dangerous 
drugs”  and,  further,  to  include  the  act 
of  prescribing  or  administering  “a  drug 
or  treatment  which  is  non-therapeutic 
in  nature  or  non-therapeutic  in  the 
manner  such  drug  or  treatment  is  ad- 
ministered or  prescribed.” 

Thus,  a physician  who  honors  a cir- 
cular letter  and  prescribes  drugs  for 
the  carrier  of  such  a letter  may,  in 
addition  to  violating  the  generally  ac- 
cepted ethical  guidelines  of  the  medi- 
cal profession,  also  subject  himself  to 
possible  revocation  of  his  license.  The 


REQUESTING  NARCOTICS 

Texas  State  Board  of  Medical  Examin- 
ers has  informed  those  doctors  who 
have  reported  receiving  circular  letters 
that  the  writing  of  such  letters  is  at  the 
least  unprofessional  and  probably  ille- 
gal, as  well  as  providing  an  avenue  of 
drug  abuse  to  the  person  who  carries 
a circular  letter.  The  board  has  also  ex- 
pressed concern  over  and  disapproval 
of  such  prescribing  practices  by  physi- 
cians who  honor  the  requests  made  in 
circular  letters. 

Any  physician  who  is  approached  by 
a person  with  one  of  these  letters 
should  attempt  to  get  a copy  of  the 
letter.  The  physician  should  then  send 
the  copy  to  the  Texas  State  Board  of 
Medical  Examiners,  1612  Summit  Ave., 
Suite  303,  Ft.  Worth  76102,  or  to  the 
Texas  Medical  Association,  1801  N. 
Lamar  Blvd.,  Austin  78701.  With  the 
cooperation  of  the  practicing  physi- 
cians, the  practice  of  “circular  letters” 
can  be  eliminated. 

The  Texas  Medical  Association  and 
the  Texas  State  Board  of  Medical  Ex- 
aminers continue  to  cooperate  in  the 
exchange  of  information  and  education 
of  Texas  physicians  to  the  dangers  of 
practices  such  as  the  prescribing  of 
narcotics  and  dangerous  drugs  based 
on  circular  letters  and  other  improper 
or  illegal  activities. 

PHILIP  R.  OVERTON,  LLB 

SAM  V.  STONE,  JR.,  LLB 
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THE 
CHANGING 
FACE  OF 
TEXAS 
MEDICINE 


The  Texas  Stale  Journal  of  Medicine 
(now  Texas  Medicine)  of  50  years  ago 
was  jammed  full  of  news  of  the  past 
1922  Annual  Session,  which  was  held 
in  El  Paso.  Here’s  what  happened  at 
the  half-century  ago  meeting: 

■ Dr.  Joe  Becton  was  installed  as 
55th  President  of  the  Texas  Medical 
Association.  The  journal  described  the 
new  leader  in  glowing  terms  for  TMA 
members. 

“He  was  the  fourth  child  of  Dr.  E.  P. 
Becton,  the  Seventeenth  President  of 
the  State  Medical  Association  of  Texas 
(1885-1886).  He  grew  to  manhood  un- 
der the  personal  influence  of  his  father, 
who  was  in  his  day  leader  of  a pro- 
fession made  up  of  big  men;  in  a day 
when  brevity  of  scientific  knowledge 
was  compensated  for  by  breadth  of 
mind,  depth  of  thought,  and  scope  of 
observation.  Thus,  he  became  embued 
with  an  ambition  to  himself  succeed 
in  a noble  profession  and  if  possible  to 
attain  the  leadership  his  father  had  en- 
joyed, which  was,  in  his  mind,  epito- 
mized in  the  high  honors  of  the  Presi- 
dency of  the  Texas  State  Medical  As- 
sociation. The  realization  through  hon- 
orable channels  of  this  ambition  can 
but  be  a matter  of  great  satisfaction 
to  him  and  to  his  many  friends,  who 
have  delighted  in  his  ever-increasing 
success  in  that  field  of  his  profession 
in  which  he  has  chosen  to  do  his  prin- 
cipal work.  We  are  pleased  to  acknowl- 
edge the  success  of  a worthy  scion  of 
a noble  father.” 

■ Unfortunately,  rains  blocked  the 
way  to  El  Paso  for  many  physicians. 
However,  the  journal’s  editor  noted, 
“Notwithstanding  the  unexpected  return 
of  flood  conditions  in  the  central  por- 
tion of  the  State,  cutting  off  transpor- 
tation in  the  midst  of  the  pilgrimage, 
there  were  565  members  registered  . . . 
It  is  estimated  that  flood  interference 
with  railroad  transportation  prevented 
the  attendance  of  easily  a hundred 
members.” 

■ The  relatively  large  female  con- 
tingent to  the  convention  was  duly 
noted,  and  the  editor  had  this  com- 
ment on  the  matter:  “It  was  said  that 
no  convention  which  has  heretofore 
met  in  El  Paso  has  been  accompanied 
by  such  a large  female  contingent. 
This  was  interpreted,  and  we  insist 
upon  it,  to  indicate  that  physicians  are 


simply  fonder  of  their  wives  than  are 
other  men.  It  could  not  possibly  have 
been  that  the  wives  of  physicians  are 
more  suspicious  than  are  the  wives  of 
others.” 

■ House  of  Delegates  meetings  went 
quite  smoothly,  reported  the  journal. 
One  article  related:  “The  House  of 
Delegates  at  El  Paso  transacted  its 
business  apparently  with  greater  ease 
and  less  lost  motion  than  ever  before 
...  By  actual  count,  the  House  of 
Delegates  was  in  session  five  hours 
and  forty-three  minutes.” 

The  article  also  emphasized  the  im- 
portance of  reference  committees  in 
ensuring  full  deliberation  of  an  issue. 
It  noted  that  “the  reference  commit- 
tees work  while  the  delegates  sleep — 
if,  indeed,  delegates  ever  sleep.” 

■ In  the  Transactions  of  the  House 
of  Delegates  for  the  56th  Annual  Ses- 
sion of  the  Association,  which  appeared 
in  full  in  the  June,  1922,  issue  of  the 
journal,  there  was  a somewhat  unusual 
address — to  say  the  least! 

Dr.  T.  B.  Bass  welcomed  Annual 
Session  participants  with  this  speech: 

“It  was  the  surprise  of  my  life  two 
weeks  ago  when  I read  in  the  journal 
that  I was  on  the  program  for  an  ad- 
dress of  welcome  on  behalf  of  the  El 
Paso  and  Big  Spring  District  Medical 
Society.  That  society  has  been  dead 
for  more  than  four  years  . . . We  have 
frequently  tried  to  have  a meeting  of 
this  society  and  failed.  Dr.  Miller,  of 
your  arrangement  committee,  living  in 
El  Paso,  the  extreme  western  border 
of  the  district  and  some  four  hundred 
miles  from  Abilene,  probably  had  not 
heard  of  this  final  demise.  I,  then,  will 
welcome  you  in  behalf  of  the  magnifi- 
cent association  we  had  during  the  time 
the  late  lamented  Dr.  Phenix  of  Colo- 
rado City  was  secretary.”  But  Dr.  Bass 
did  not  stop  here.  He  went  on  to  urge 
the  reorganization  of  the  society,  which 
had  died  when  its  secretary  passed 
away  in  the  fields  of  Flanders  or  on 
the  banks  of  the  Rhine  River  during 
the  first  World  War. 

■ Another  important  feature  of  the 
June  journal  was  the  complete  list  of 
members  of  the  Association.  “In  this 
list  will  be  found,  it  is  estimated,”  said 
journal  writers,  “the  names  and  ad- 
dresses of  at  least  90%  of  the  best 
doctors  in  the  State  of  Texas.  There 
are  3,516  of  them.” 
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TEXAS  MEDICiyE 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenoharbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenoharbital  (Warning:  may  he  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  Ihs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  3^  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

j First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  caJcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  . ...  a prophy- 
laxis  to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  soo  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  23  21  7 


MEDICINE  IN  LITERATURE 


Review  of  Refraction,  Jack  Hartstein, 
in  Mosby’s  Comprehensive  Review 
Series,  246  pp.,  100  illus.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1971,  $9.75. 

THIS  CONCISELY  WRITTEN  handbook 
should  be  of  particular  value  to  the 
ophthalmologist  facing  board  examina- 
tions. It  provides  succinct  answers  to 
many  questions  the  examinee  may  en- 
counter at  this  stress-laden  time.  The 
brief  review  of  physiologic  optics  is 
especially  suitable  for  this  purpose. 

The  brevity  of  the  answers  in  the 
book  should  stimulate — particularly  in 
residents — a curiosity  and  a search  for 
more  detailed  and  convincing  litera- 
ture on  the  subjects.  The  introduction 
written  by  Dr.  Jay  Enoch,  research 
professor  in  the  department  of  oph- 
thalmology at  Washington  University 
School  of  Medicine,  St.  Louis,  Mo.,  de- 
serves mention,  because  it  emphasizes 
the  importance  of  refraction  in  clinical 
practice  and  the  emotional  rewards 
easily  earned  from  such  service.  Hope- 
fully, it  will  inspire  in  budding  oph- 
thalmologists an  interest  in  refraction, 
which  is  so  frequently  extinguished  by 
the  spectacular  and  exciting  appeals 
of  surgery. 

The  clinical  instructions,  some  of 
which  may  be  controversial,  should  in- 
spire a study  in  depth.  The  material  is 
well  indexed,  the  print  is  readily  reada- 
ble, and  the  brief  chapters  on  learning 
disabilities  and  experimental  refraction 
are  an  invitation  for  further  pursuit  in 
these  fields.  More  extensive  references, 
not  limited  to  those  in  the  English 
language,  might  have  added  signifi- 
cant value  and  confidence  to  the  au- 
thor’s opinions.  Nevertheless,  Review 
of  Refraction  is  a helpful  handbook 
deserving  a place  on  the  bookshelf  of 
every  clinical  ophthalmologist. 

RAY  K.  DAILY,  MD 
Houston 

The  Ophthalmic  Assistant,  Fundamen- 
tals and  Clinical  Practice,  ed.  2,  Har- 
old A.  Stein  and  Bernard  J.  Slatt,  470 
pp.,  748  illus.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1971,  $22.50. 

THE  OPHTHALMOLOGIST  will  find  this 
book  an  excellent  aid  in  training  a new 
office  assistant  or  expanding  the  capa- 
bilities of  his  already  experienced  staff. 
Certain  sections  of  the  text  would  be  of 


interest  and  value  to  the  nursing  staff 
of  any  hospital  section  or  surgical  suite 
where  ophthalmological  cases  are  han- 
dled. 

The  first  section  of  the  work  is  de- 
voted to  basic  sciences  of  the  eye,  from 
anatomy  through  optics  and  microbiol- 
ogy. Although  this  material  is  present- 
ed simply  and  with  good  illustrations, 
it  might  seem  too  academic  to  the 
neophyte  office  assistant.  Readers 
might  be  better  advised  to  begin  with 
the  “Clinical  Practice”  group  of  chap- 
ters, dealing  with  day-to-day  office  pro- 
cedures. 

Descriptions  of  ophthalmic  equip- 
ment, instructions  for  its  use,  and  the 
relevance  of  the  results  obtained  are 
well  explained.  Excellent  advice  is  given 
on  the  relationship  of  the  assistant  to 
the  patient  in  office  practice  and  on 
aspects  of  hospital  nursing  care  which 
are  pertinent  to  eye  patients. 

Although  the  authors  have  taken 
care  to  outline  alternatives  to  various 
eye  tests  and  procedures,  the  ophthal- 
mologist would  do  well  to  read  the 
book  and  guide  the  reading  of  his  as- 
sistant. Thus  used,  the  text  will  pro- 
vide far  better  understanding  of  the 
role  and  duties  of  the  ophthalmic  as- 
sistant than  will  be  obtained  through 
office  experience  or  imparted  by  the 
ophthalmologist  himself. 

HUBERT  JAMES  SEALE,  MD 
Abilene 

IN  THE  TMA  LIBRARY 
Books 

Baird,  V.  M.,  ed.  and  comp.:  Texas 
Medical  History  in  the  Library  of  the 
University  of  Texas  Southwestern 
Medical  School,  Friends  of  the  Medi- 
cal Library  of  the  University  of  Texas 
Southwestern  Medical  School  (Dal- 
las), 1972. 

Becker,  W.,  Buckingham,  R.  A.,  Holin- 
ger,  P.  H.,  et  al.:  Atlas  of  Otorhino- 
laryngology and  Bronchoesophagology, 
W.  B.  Saunders  Co.,  1969. 

Bunnell,  I.  L.:  Selective  Rena!  Arteriog- 
raphy, Its  Application  to  the  Diagnosis 
of  Renal  Vascular  and  Parenchymal 
Lesions,  Charles  C Thomas,  1968. 
Cawley,  C.  C.:  The  Sky  Is  Falling,  Mara 
Books,  1971 

Cramer,  L.  M.,  and  Chase,  R.  A.,  eds.: 
Symposium  on  the  Hand,  vol.  3., 
The  C.  V.  Mosby  Co.,  1971. 


Drug  Abuse  Survey  Project:  Dealing 
With  Drug  Abuse:  A Report  to  the 
Ford  Foundation,  Praeger  Publishers, 
1972. 

Dupont,  H.,  ed.:  Educating  Emotionally 
Disturbed  Children:  Readings,  Holt, 
Rinehart  and  Winston,  Inc.,  1969. 
Cell,  P.  G.  H.,  and  Coombs,  R.  R.  A., 
eds.:  Clinical  Aspects  of  Immunology, 
ed.  2,  Blackwell  Scientific  Publica- 
tions, 1968. 

Hartstein,  Jack,  ed.:  Current  Concepts 
in  Dyslexia,  The  C.  V.  Mosby  Co., 
1971. 

Horsfall,  F.  L.,  Jr.,  and  Tamm,  I.,  eds.: 
Viral  and  Rickettsial  Infections  of 
Man,  ed.  4,  J.  B.  Lippincott  Co., 
1965. 

Meyers,  P.  H.,  Roy,  M.,  Jr.,  and  Nice, 
C.  M.,  Jr.:  Differential  Diagnosis  of 
Cardiovascular  Disease  by  X-Ray, 
Harper  & Row,  Publishers,  1966. 
Moriyama,  L,  Krueger,  D.  E.,  and  Stam- 
ler,  J.:  Cardiovascular  Diseases  in  the 
United  States,  Vital  and  Health  Sta- 
tistics Monographs  of  the  American 
Public  Health  Association,  Harvard 
Univ.  Press,  1971. 

Schiefelbusch,  R.  L.,  Copeland,  R.  H., 
and  Smith,  J.  O.,  eds.:  Language  and 
Mental  Retardation:  Empirical  and 
Conceptual  Considerations,  Holt, 
Rhinehart  and  Winston,  Inc.,  1967. 
Siegler,  A.  M.:  Hysterosalpingography, 
Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1967. 

Wylie,  W.  D.,  and  Churchill-Davidson, 
H.  C.,  eds.:  A Practice  of  Anaesthesia, 
ed.  3,  Year  Book  Medical  Publishers, 
Inc.,  1972. 

Zacarian,  S.  A.:  Cryosurgery  of  Skin 
Cancer  and  Cryogenic  Techniques  in 
Dermatology,  Charles  C Thomas, 
1969. 

Films 

Emergency  Room  Trauma,  16mm, 
sound,  color,  26  min.,  Drs.  G.  Tom 
Shires  and  Erwin  Thai,  1970.  This  film 
is  intended  to  show  the  intensive  ini- 
tial evaluation  and  care  of  the  injured 
patient,  including  communications,  tri- 
age, resuscitation,  and  priorities  for 
management,  as  well  as  initial  diag- 
nostic and  therapeutic  measures.  It  is 
designed  for  professional,  rather  than 
lay,  audiences. 

Books  listed  and  reviewed  in  this  section  are 
available  in  the  TMA  Memorial  Library,  1801 
N.  Lamar  Blvd.,  Austin  78701.  Guidelines  for 
book  reviewers  also  are  available  from  the 
Library. 
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THE  U.S.P  DESCRIBES  ONLY 
ONE  STANDARD  FOR 
CONJUGATED  ESTROGENS... 


FHE  PREMARIN*  STANDARD 

(CON)UGATED 
ESTROGENS  TABLETS,  U.S.P) 


In  the  latest  edition  of  the  United  States 
Pharmacopeia— an  “official  compendium’’ 
of  drug  potency,  quality,  and  purity— there 
is  now  a clear  distinction  made  between 
conjugated  estrogens  and  other  estro- 
gens. And  of  the  leading  estrogen  prep- 
arations available  today,  PREMARIN  is 
the  only  one  whose  composition  meets  all 
of  the  U.S.P.  specifications  for  conjugated 
estrogens. 

We’re  of  course  gratified  that  the  United 
States  Pharmacopeia  has  included  con- 
jugated estrogens  in  the  U.S.P.  XVIII,  and 
that  PREMARIN  meets  the  U.S.P,  standard 

BRIEF  SUMMARY 

(For  lull  prescribing  information,  see  package  circular.) 
PREMARIN®  (Conjugated  Estrogens  Tablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replacement 
therapy  in  the  management  of  estrogen  deficiency  states, 
notably  in  the  menopause  and  postmenopause. 
Precautions:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected 
recurrence  is  an  indication  lor  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods 
of  time  may  produce  gynecomastia,  loss  of  libido,  and 
testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  rec- 
ommended (3  weeks  of  daily  estrogen  therapy  and  1 week 
off). 

If  patient  has  not  menstruated  within  last  two  months 
or  more,  cyclic  administration  is  started  arbitrarily.  If  pa- 
tient is  menstruating,  cyclic  administration  is  started  on 
day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting 
during  estrogen  therapy),  increase  estrogen  dosage  as 
needed  to  stop  bleeding.  In  the  following  cycle,  the  dos- 
age level  which  was  employed  for  hemostasis  should  be 
used  for  daily  administration.  In  subsequent  cycles,  the 
estrogen  dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See  Pre- 
cautions.) 


for  conjugated  estrogens.  But,  above  and 
beyond  meeting  all  of  the  U.S.P.  specifica- 
tions, PREMARIN  continues  to  be  manufac- 
tured with  natural  estrogens  exclusively  and 
contains  no  synthetic  supplement. 

For  more  than  28  years  it  has  been  man- 
ufactured under  the  strictest  quality  control 
to  assure  consistency  in  product  potency, 
activity  and  stability.  For  more  than  28  years 
it  has  been  the  research  standard  in  its 
field.  For  more  than  28  years  it  has  been  the 
most  widely  prescribed  agent  of  its  kind. 

PREMARIN.  Assurance  of  quality  for  you 
and  your  patients. 

Menopause  (natural  or  artificial)— PREMARIN  1.25  mg. 
daily,  cyclically.  Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of  the  pa- 
tient. For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  con- 
tinuing cyclic  estrogen  replacement  therapy  throughout 
the  postmenopause  as  a protective  influence  against  ac- 
celerated degenerative  changes  at  the  cellular  level. 

Postmenopause— {\l  uterus  is  intact  the  patient  is  con- 
sidered postmenopausal  from  one  year  after  cessation 
of  menstruation  to  end  of  life  span.)  If  the  presenting 
symptoms  are  those  of  the  menopause,  see  above  for 
dosage.  As  a protective  measure  against  premature  de- 
generative changes  in  bone  and  cellular  metabolism  (e.g. 
atrophic  vaginitis,  osteoporosis),  give  PREMARIN  daily 
and  cyclically.  Adjust  dosage  to  lowest  effective  but  sub- 
bleeding level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis  Vulvae, 
and  Pruritus  Vulvae— 1 .25  mg.  to  3.75  mg.  daily,  or  more, 
cyclically— depending  on  the  tissue  response  of  the  in- 
dividual patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tab- 
lets, U.S.P.).  No,  865— Each  purple  tablet  contains  2.5  mg. 
No.  866— Each  yellow  tablet  contains  1,25  mg.  No.  867— 
Each  red  tablet  contains  0.625  mg.  No.  868— Each  green 
tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also 
available  in  unit  dose  package  of  100. 

AYERST  LABORATORIES 
7149  New  York,  N.Y.  10017 


AyerstJ 


PREMARIN’(Conjusated  Estrogens 
Tablets,  U.S.P)  continues  as  the  standard 
for  conjugated  estrogen  therapy 


RECENT  DEATHS 


DR.  SCHATTENBERG 


DR.  E.  P.  POWELL 


DR.  McLARTY 


DR.  H.  J.  SCHATTENBERG 

Dr.  Herbert  John  Schattenberg,  76- 
year-old  pathologist,  died  in  a San  An- 
tonio hospital  on  March  29,  1972. 

Born  in  Boerne,  Dr.  Schattenberg 
had  practiced  in  San  Antonio  for  many 
years.  He  retired  from  active  practice 
in  1968  and  returned  to  his  hometown 
to  live,  although  he  continued  as  a 
consultant  to  the  Pathology  Associates 
Laboratory  in  San  Antonio. 

Dr.  Schattenberg  had  attended  St. 
Mary’s  University  in  San  Antonio  be- 
fore enrolling  in  Baylor  College  of  Med- 
icine, which  was  then  located  in  Dallas. 
He  was  awarded  his  MD  degree  from 
Baylor  in  1931.  In  1938,  Dr.  Schatten- 
berg received  an  MS  degree  in  bacteri- 
ology and  pathology  from  Tulane  Uni- 
versity School  of  Medicine  in  New  Or- 
leans, La.  While  at  Tulane,  he  served 
as  associate  professor  of  bacteriology 
and  pathology.  He  continued  in  that 
position  until  1942.  While  at  Tulane, 
he  headed  many  research  projects  in 
bacteriology  and  pathology  and  pub- 
lished numerous  scientific  articles  in 
various  medical  journals.  A co-author 
of  a textbook  in  pathology,  he  also 
took  postgraduate  courses  at  Harvard 
University  Medical  School  in  Boston, 
Mass.,  and  at  the  Mayo  Clinic  in  Ro- 
chester, Minn. 

After  leaving  his  post  at  Tulane,  Dr. 
Schattenberg  accepted  the  directorship 
of  the  department  of  pathology  at  the 
old  Medical  and  Surgical  Memorial  Hos- 
pital, which  later  became  Baptist  Me- 
morial Hospital,  in  San  Antonio.  Some 
four  years  later,  he  went  into  the  pri- 
vate practice  of  pathology  and  in  later 
years  was  active  in  organizing  pathol- 
ogy departments  in  many  of  the  hos- 
pitals in  the  smaller  towns  surround- 
ing San  Antonio. 

A diplomate  of  the  American  Board 
of  Pathology,  he  was  formerly  senior 
visiting  pathologist  at  Charity  Hospital 
of  Louisiana  at  New  Orleans;  assist- 
ant director  of  the  Texas  State  Bu- 
reau of  Laboratories;  director  of  the 
Bureau  of  Laboratories  for  the  City  of 
San  Antonio;  and  member  of  the  San 
Antonio  board  of  health. 

Dr.  Schattenberg  was  also  a member 
of  American  Medical  Association,  Amer- 
ican Association  of  Pathologists  and 


Bacteriologists,  American  Society  for 
Experimental  Pathology,  American  So- 
ciety of  Clinical  Pathologists,  Society 
of  American  Bacteriologists,  Society  for 
Experimental  Biology  and  Medicine, 
Southern  Medical  Association,  Ameri- 
can Association  of  University  Profes- 
sors, American  Association  for  the  Ad- 
vancement of  Science,  and  Bexar 
County  Medical  Society.  He  was  elected 
to  inactive  membership  in  Texas  Med- 
ical Association  in  1968  and  had  been 
named  a life  member  of  the  American 
College  of  Physicians. 

Surviving  the  pathologist  are  his 
wife,  Grace  V.  Klaeger  Schattenberg; 
a son,  Herbert  John  Schattenberg,  Jr., 
of  San  Antonio;  a daughter,  Mrs.  Bet- 
tie  Mae  Schulte  of  San  Antonio;  two 
brothers,  A.  G.  Schattenberg  of  San 
Antonio  and  Gus  Schattenberg  (Col., 
US  Army)  of  Columbia,  S.C.;  two  sis- 
ters, Mrs.  Dorothy  Muir  of  San  An- 
tonio and  Mrs.  Ellen  Berry  of  Boerne; 
eight  grandchildren;  and  one  great- 
grandson. 

DR.  E.  P.  POWELL 

Long-time  Centerville  family  physician 
Dr.  Elisha  Pearle  Powell  died  March  9, 
1972,  after  more  than  half  a century 
of  active  practice  there. 

The  92-year-old  physician  was  a na- 
tive of  Marquez,  Texas,  and  a 1908 
graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  Dr.  Pow- 
ell began  his  practice  in  Centerville 
after  he  graduated  and  served  there 
until  1965  when  he  retired. 

He  was  president  of  the  old  Ander- 
son-Houston-Leon  County  Medical  Soci- 
ety in  1940  and  had  also  served  as  a 
member  of  the  board  of  censors  of  the 
society.  In  1964,  he  was  elected  to 
honorary  membership  in  Texas  Medical 
Association.  At  the  time  of  his  death, 
Dr.  Powell  was  also  a member  of  Amer- 
ican Medical  Association  and  Anderson- 
Leon  County  Medical  Society. 

Active  in  the  community.  Dr.  Powell 
was  a past  president  of  the  local  and 
county  school  boards  and  a past  mem- 
ber of  the  city  council.  The  esteemed 
physician  was  honored  by  his  friends 
and  patients  in  Leon  County  in  1953 
at  the  annual  barbecue  of  the  Center- 
ville Chamber  of  Commerce.  Also,  the 


Powell  Memorial  Clinic  in  Centerville  is 
named  for  him.  In  1952,  Dr.  Powell 
was  named  to  the  staff  of  visiting  phy- 
sicians of  Anderson  County  Memorial 
Hospital  in  Palestine,  at  which  time  a 
colleague,  the  late  Dr.  R.  Q.  Hunter, 
chief  of  staff  at  the  new  hospital,  de- 
clared that  a visit  from  Dr.  Powell  did 
more  good  for  a patient  from  Leon 
County  than  all  the  medical  treatment 
that  could  be  administered. 

Surviving  the  physician  are  his 
daughter,  Mrs.  Lee  Jones  of  Center- 
ville; a son,  Frank  Powell  of  Conroe; 
three  half-brothers,  Carl  Powell  of 
Memphis,  Tenn.,  W.  F.  Powell  of  Jack- 
sonville, Miss.,  and  Kenneth  Powell  of 
Little  Rock,  Ark.;  three  grandchildren; 
two  great-grandchildren;  and  one  great- 
great-grandchild.  His  wife  of  more  than 
50  years,  the  former  Lela  Sullivan,  and 
a son,  Allen,  preceded  him  in  death. 

DR.  E.  S.  McLARTY 

The  first  president  of  the  Galveston 
County  Chapter  of  the  Texas  Academy 
of  General  Practice  (now  the  Texas 
Academy  of  Family  Physicians),  Dr. 
Ewing  Sinks  McLarty,  Sr.,  is  dead  at 
the  age  of  76.  Dr.  McLarty  died  on 
April  8,  1972,  in  Galveston  following 
a lengthy  illness. 

A family  physician,  he  was  a native 
of  Eagle  Lake  and  was  graduated  from 
Southwestern  University  in  Georgetown 
with  a BA  degree  in  1917.  Four  years 
later,  he  was  awarded  his  MD  degree 
from  The  University  of  Texas  Medical 
Branch  at  Galveston.  From  1920  to 
1921,  he  was  an  intern  at  St.  Mary's 
Hospital  in  Galveston  and  after  his 
graduation  from  medical  school  was  a 
senior  intern  at  John  Sealy  Hospital, 
also  located  in  Galveston. 

Active  as  a captain  in  the  National 
Guard,  Dr.  McLarty  received  a citation 
for  his  Civil  Defense  work  during  World 
War  11. 

He  was  a member  of  American  Med- 
ical Association,  Texas  Medical  Associ- 
ation, Southern  Medical  Association, 
and  Galveston  County  Medical  Society. 
He  had  served  as  a member  of  the 
board  of  directors  of  the  American 
Academy  of  Family  Physicians;  member 
and  regional  advisor  on  the  AAFP’s 
commission  on  education;  chairman  of 
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the  education  committee  of  the  Texas 
Academy  of  Family  Physicians;  coun- 
selor to  the  Student  American  Medical 
Association  at  The  University  of  Texas 
Medical  Branch  at  Galveston;  and  di- 
rector of  UTMB’s  preceptorship  pro- 
gram. 

Appointed  as  Galveston  County 
health  officer  in  1951,  Dr.  McLarty  was 
honored  in  1955  when  the  UTMB  stu- 
dents dedicated  their  yearbook  to  him. 

Dr.  McLarty  is  survived  by  his  wife, 
Milda  Barton  McLarty;  a son,  Ewing 
Sinks  McLarty,  Jr.,  MD,  of  Galveston; 
a brother,  John  T.  McLarty  of  Damon; 
a sister,  Mrs.  Louine  Barnes  of  Arling- 
ton; and  two  grandchildren. 

DR.  J.  D.  SHEA 

Urologist  Dr.  John  Daniel  Shea,  63, 
died  suddenly  at  his  home  in  Gaines- 
ville on  March  15,  1972. 

A native  of  Fort  Worth,  Dr.  Shea 
received  a BS  degree  from  Regis  Col- 
lege in  Denver,  Colo.,  in  1932.  Four 
years  later,  he  was  graduated  from  the 
University  of  Colorado  School  of  Medi- 
cine, also  in  Denver.  From  1936  to 
1937,  he  served  an  internship  at  City 
and  County  Hospital  in  his  hometown. 
Upon  completing  his  internship.  Dr. 
Shea  accepted  a residency  in  urology 
at  Morrisania  City  Hospital  in  New  York 
City.  He  later  held  a second  residency 
at  St.  Louis  (Mo.)  City  Hospital. 

During  World  War  II,  Dr.  Shea  served 
in  the  US  Army  Medical  Corps.  He  was 
commanding  officer  of  hospital  ships 
in  both  the  Atlantic  and  Pacific  Oceans 
and  served  as  chief  of  urological  serv- 
ice at  Letterman  General  Hospital  in 
San  Francisco,  Calif.  When  discharged 
in  December,  1946,  he  held  the  rank 
of  colonel. 

In  1947,  Dr.  Shea  accepted  a posi- 
tion as  chief  of  the  urological  service 
at  the  Veterans  Administration  Hospi- 
tal in  Albuquerque,  N.M.,  and  in  1950, 
he  moved  to  Gainesville  and  estab- 
lished a private  practice  in  urology. 

Certified  by  the  American  Board  of 
Urology  in  1943,  Dr.  Shea  was  a fellow 
of  the  American  College  of  Surgeons 
and  a member  of  Southwestern  Surgi- 
cal Congress,  Association  of  Military 
Surgeons  of  the  US,  and  South  Central 


Section  of  the  American  Urological  As- 
sociation. He  also  belonged  to  the 
Texas  Medical  Association  and  Ameri- 
can Medical  Association.  The  urologist 
served  as  president  of  Cooke  County 
Medical  Society  in  1953. 

Dr.  Shea  leaves  his  wife,  Irma  Moon 
Shea;  a daughter,  Mrs.  Beth  Ann  Mann 
of  Denton;  a son,  John  Daniel  Shea, 
Jr.,  of  Gainesville:  and  one  grandson. 

DR.  C.  H.  HEIDELBERG 

Marshall  pediatrician  Dr.  Charles  Heart- 
sill  Heidelberg,  69,  died  April  8,  1972, 
in  The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute 
in  Houston  following  an  illness  of  sev- 
eral months. 

Dr.  Heidelberg,  who  was  a native  of 
Marshall,  began  practicing  in  his  home- 
town in  1932.  He  had  attended  Texas 
A&M  University  in  College  Station  and 
was  a 1928  graduate  of  Tulane  Uni- 
versity School  of  Medicine  in  New  Or- 
leans, La. 

The  namesake  of  his  uncle,  pioneer 
Marshall  physician  Dr.  Charles  E.  Heart- 
sill,  Dr.  Heidelberg  served  as  an  intern 
at  Shreveport  (La.)  Charity  Hospital 
following  his  graduation  from  medical 
school.  He  then  opened  a practice  in 
Raymondville,  where  he  stayed  for  2V2 
years  before  returning  to  Marshall. 

The  pediatrician  served  with  the  US 
Army  Medical  Corps  during  World  War 
II  from  1942  to  1946.  When  discharg- 
ed, he  held  the  rank  of  major. 

A past  president  of  Harrison  County 
Medical  Society,  he  was  also  a member 
of  American  Medical  Association  and 
Texas  Medical  Association. 

Survivors  include  his  wife,  Ruth  Coul- 
ter Heidelberg:  a son,  Robert  F.  Heidel- 
berg of  Dayton,  Ohio;  a daughter,  Mrs. 
Aldene  Scheuerman  of  Houston;  and 
five  grandchildren. 

DR.  J.  R.  POWELL 

Dead  at  the  age  of  46  is  Kaufman  gen- 
eral practitioner  and  surgeon  Dr.  John- 
ny Randolph  Powell.  Dr.  Powell  died 
March  31,  1972,  in  Kaufman  Clinic  and 
Hospital. 

He  was  a native  of  Fort  Worth  and 
was  a 1957  graduate  of  The  University 
of  Texas  Medical  Branch  at  Galveston. 
He  also  had  received  a BS  degree  from 


Sul  Ross  State  University  in  Alpine  and 
had  taken  a year  of  postgraduate  work 
at  The  University  of  Texas  at  Austin. 

After  his  graduation  from  medical 
school.  Dr.  Powell  accepted  an  intern- 
ship at  John  Peter  Smith  Hospital  and 
served  there  for  a year.  In  1958,  he 
established  a general  practice  in  Pecos 
and  remained  there  until  1970,  when 
he  moved  to  Kaufman.  He  was  associ- 
ated with  Kaufman  Clinic  and  Hospital. 

A US  Navy  veteran  of  World  War  II 
and  the  Korean  conflict,  he  was  a 
member  of  Texas  Medical  Association, 
American  Medical  Association,  Ameri- 
can Academy  of  Family  Physicians,  and 
Texas  Academy  of  Family  Physicians. 
Dr.  Powell  was  also  an  alumnus  of  Phi 
Beta  Pi  medical  fraternity. 

Survivors  include  his  wife,  Sue  Cobb 
Powell;  two  daughters,  Eleanor  Eliza- 
beth and  Johnnie  Marie  Powell,  both 
of  Kaufman;  three  sisters,  Mrs.  Florene 
Hilton  of  Bossier  City,  La.,  Mrs.  Lorene 
Barton  of  Harleton,  and  Mrs.  Hellen 
Milner  of  Fort  Worth;  one  brother, 
Jessie  Rudolph  Powell  of  Fort  Worth; 
and  his  mother,  Mrs.  Bessie  Powell  of 
Ennis. 

DR.  S.  A.  SCHUSTER 

Dr.  Stephen  Alexander  Schuster  of  El 
Paso  died  April  16,  1972,  in  Providence 
Memorial  Hospital.  He  was  80. 

A resident  of  El  Paso  for  the  past  74 
years.  Dr.  Schuster  was  born  in  Kansas 
City,  Mo.  He  received  a BS  degree  from 
the  University  of  Chicago  in  Illinois, 
and  in  1916,  he  was  graduated  with 
his  MD  degree  from  Rush  Medical  Col- 
lege, which  was  also  located  in  Chica- 
go. He  served  an  internship  at  Illinois 
Central  Hospital  in  Chicago  and  also 
at  the  Illinois  Eye  and  Ear  Infirmary  in 
Chicago.  The  eye  specialist  took  post- 
graduate work  at  the  New  York  Eye  and 
Ear  Infirmary  in  New  York  City  and 
later  studied  in  Berlin,  London,  Paris, 
and  Vienna. 

Dr.  Schuster,  a veteran  of  World  War 
I,  first  came  to  El  Paso  in  1919.  He 
and  his  brother.  Dr.  Franklin  P.  Schus- 
ter of  El  Paso,  opened  a free  clinic  in 
the  basement  of  the  county  hospital  in 
the  1920’s  and  operated  it  for  some  20 
years  as  a service  to  the  community. 

He  was  a diplomate  of  the  American 
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Board  of  Ophthalmology  and  the  Amer- 
ican Board  of  Otolaryngology.  A past 
president  of  the  El  Paso  County  Medi- 
cal Society,  he  was  also  a member  of 
American  Medical  Association;  Ameri- 
can Academy  of  Ophthalmology  and 
Otolaryngology;  American  Laryngology, 
Rhinology,  and  Otology  Society;  Asso- 
ciation for  Research  in  Ophthalmology; 
Southwest  Medical  and  Surgical  Asso- 
ciation; and  Texas  Medical  Association. 
In  1932,  Dr.  Schuster  served  as  secre- 
tary of  TMA’s  Section  on  Eye,  Ear, 
Nose,  and  Throat.  He  was  also  a fellow 
of  the  American  College  of  Surgeons. 

Survivors  include  two  sons,  Stephen 
Alexander  Dickson  Schuster,  MD,  of  El 
Paso  and  John  F.  Schuster  of  Los  An- 
geles, Calif.;  two  daughters,  Mrs.  Eu- 
genia Swingle  of  Stockton,  Calif.,  and 
Mrs.  Regina  Jarem  of  Galveston;  a 
brother,  Franklin  P.  Schuster,  MD,  of 
El  Paso;  a sister,  Mrs.  Margaret  Meyer 
of  El  Paso;  and  six  grandchildren. 

DR.  R.  H.  HOMAN 

A former  councilor  of  the  First  Dis- 
trict of  the  Texas  Medical  Association, 
Dr.  Ralph  Howard  Homan  of  El  Paso 
died  in  a local  hospital  on  March  24, 
1972. 

The  77-year-old  cardiologist  had 
been  in  practice  in  El  Paso  ever  since 
he  completed  his  internship  in  1925  at 
St.  Mary’s  Hospital  in  Galveston.  The 
Dallas-born  physician  had  previously 
lived  in  El  Paso  for  a time  during  his 
youth.  Dr.  Homan  attended  Hiram  Col- 
lege in  Hiram,  Ohio,  and  The  University 
of  Texas  at  Austin  before  enrolling  in 
The  University  of  Texas  Medical  Branch 
at  Galveston.  He  was  graduated  with 
his  MD  degree  from  UTMB  in  1924. 
Later  in  his  career,  Dr.  Homan  served 
as  dean  of  the  postgraduate  division 
of  The  University  of  Texas  Medical 
Branch  at  El  Paso. 

In  addition  to  his  service  as  a TMA 
councilor,  Dr.  Homan  was  president  of 
El  Paso  County  Medical  Society  in 
1950,  and  in  that  position,  he  led  the 
society  in  a campaign  to  graphically 
show  patients  the  results  of  socialized 
medicine.  Dr.  Homan  and  his  col- 
leagues used  a three-minute  egg  timer 
to  point  out  to  patients  that  if  they 
were  in  England,  where  medical  care 


is  socialized,  three  minutes  is  all  the 
time  they  could  be  allowed  for  con- 
sultation and  treatment,  as  the  average 
English  physician  was  required  to  han- 
dle 20  patients  in  an  hour. 

Dr.  Homan  had  also  served  as  chief 
of  staff  and  administrative  assistant  of 
Southwestern  General  Hospital,  always 
maintaining  an  active  interest  in  com- 
munity affairs,  too.  He  was  also  on  the 
staffs  of  Sun  Towers  Hospital,  Provi- 
dence Memorial  Hospital,  Hotel  Dieu 
Sisters’  Hospital,  and  St.  Joseph  Hos- 
pital. 

The  cardiologist  had  served  as  a first 
lieutenant  in  the  US  Army  infantry  dur- 
ing World  War  I and  was  a lieutenant 
commander  in  the  US  Navy  Medical 
Corps  during  World  War  11. 

He  was  a member  of  Texas  Medical 
Association,  El  Paso  County  Medical 
Society,  American  Medical  Association, 
and  the  American  College  of  Chest  Phy- 
sicians. A life  member  of  the  American 
College  of  Physicians,  he  had  served 
for  many  years  as  a team  physician 
for  the  athletic  department  at  The  Uni- 
versity of  Texas  at  El  Paso. 

Dr.  Homan  is  survived  by  his  wife, 
Laura  Davis  Homan;  a daughter,  Mrs. 
Catharine  Winter  of  Newport  Beach, 
Calif.;  a brother,  Willis  V.  Homan  of  El 
Paso;  and  three  grandchildren. 

DR.  A.  D.  LADD 

Dr.  Arnett  Dabney  Ladd,  71,  was  buried 
on  April  3,  1972,  in  Fort  Worth.  The 
general  practitioner  died  on  March  31, 
1972,  in  a local  hospital.  He  had  been 
associated  with  Coffey  Clinic  in  Fort 
Worth  since  1930. 

Dr.  Ladd  was  a native  of  Cerulean, 
Ky.  He  worked  for  his  AB  degree  at 
Vanderbilt  University  in  Nashville, 
Tenn.,  and  after  he  graduated,  he  en- 
tered Vanderbilt  University  School  of 
Medicine,  also  in  Nashville.  He  was 
awarded  his  MD  degree  from  the 
school  in  1928.  From  1928  to  1930, 
Dr.  Ladd  served  as  an  intern  at  Mem- 
phis (Tenn.)  General  Hospital.  He  then 
moved  to  Fort  Worth  and  became  asso- 
ciated with  Coffey  Clinic  there. 

He  was  a member  of  American  Med- 
ical Association,  Texas  Medical  Associ- 
ation, American  Association  of  Railway 
Surgeons,  Southern  Medical  Associa- 


tion, American  Heart  Association,  and 
Tarrant  County  Medical  Society.  He  was 
also  on  the  staffs  of  St.  Joseph  Hospi- 
tal, Harris  Hospital,  and  All  Saints 
Episcopal  Hospital,  all  located  in  Fort 
Worth. 

A sister,  Mrs.  Nella  Simonds  of  Ceru- 
lean, Ky.,  survives  Dr.  Ladd. 
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For  X-ray  diagnosis  and  the 
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Your  kid 
shouldn’t 
know  more 
about  drugs 
than  you  do. 

You  can  do  some  quick  catch- 
ing up  with  the  straightforward, 
easy  to  read  Federal  source 
book:  "Answers  to  the  most  fre- 
quently asked  questions  about 
drug  abuse." 

Fora  free  copy  send  in  the  cou- 
pon below.  Quantity  prices  for 
distribution  to  your  employees 
are  quoted  in  the  booklet. 


For  a copy  of  the  Federal  source  book 
■ Answers  fo  the  most  frequently  asked 
questions  about  drug  abuse  ' 

write  to:  Drug  Abuse  Questions  and  Answers 
National  Clearinghouse  for  Drug 
Abuse  Information 
Box  1080 

Washington.  D C 20013 
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Pre-Sate  ® 

(chlorphentermine  HCI) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

Indications:  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  In  exogenous  obesity,  as  a short 
term  (/.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
Is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  In 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  Insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
dally  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  Is  inadequate  to  . 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 
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TEXAS  MEDICINE 


thetiendis 
toward  our  kind 


Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


W^en  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized  , 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all  . 

antibiotics,  in  vitro  susceptibility  studies  |p5 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range:, 

jslost  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 
Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  ( lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocirr 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 


In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


^Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— ’Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes— Sidn  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported,  L/ver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  s-eAwcj— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 
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140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 

From  this  vast  survey —"The  Build 
and  Blood  Pressure  Study" 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension"^  and 
the  "Framingham  Study"  sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  rruld  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


1.  Society  of  Actuaries,  Hie  Build  uiid  Blood  Pressure  Study.  1959. 

2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA  :ij:1143-n52,  Aug.  17,  1970. 

3.  Kannel,  William  B.,  el  ale  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  - The  Framingham  Study," 
JAMA  214:301-310,  Oct.  12, 1970. 

4.  Kirkendall,  Walter  M.:  "What's  With  Hypertension  These  Days?" 
Consultant,  Jan.  1971. 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  "ViTiaT s 
With  Hypertension  These 
Days?"^  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURlL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom 
mended  as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURlL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURlL 
usually  maintains  its  antihyperten- 
sive effect  even  when  M S D 

therapy  is  prolonged. 


25-  and  50-mg  tablets 


MERCK 

SHARR. 

DOHME 


HydroDIURlL" 

(Hydrochlorothiazidel  MSD) 

Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydrcDIURIC 

(Hydrochlorothiazidel  MSD) 

Therapy  to  Start  With 

Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  rruld  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDlURIL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURIL 
frequently  can  continue  to  benefit  from  it,  because  FiydroDIURIL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  Anuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURIL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  or 
treated  by  use  of  potassium  chloride  or  giving  foods 
with  a high  potassium  content.  Similarly,  any  chloride 
deficit  may  be  corrected  by  use  of  ammonium  chloride 
(except  in  patients  with  hepatic  disease)  and  largely 
prevented  by  a near  normal  salt  intake.  Hypochloremic 
alkalosis  occurs  infrequently  and  is  rarely  severe.  In 
severely  edematous  patients  with  congestive  failure  or 
renal  disease,  a low  salt  syndrome  may  occur  if  dietary 
salt  is  unduly  restricted,  especially  during  hot  weather. 

Thiazides  may  increase  responsiveness  to  tubocu- 
rarine.  The  antihypertensive  effect  of  the  drug  may  be 
enhanced  in  the  postsympathectomy  patient.  Arterial 
responsiveness  to  norepinephrine  is  decreased,  neces- 
sitating care  in  surgical  patients.  Discontinue  drug  48 
hours  before  elective  surgery.  Orthostatic  hypotension 
may  occur  and  may  be  potentiated  by  alcohol,  barbit- 
urates, or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  with 
hypercalcemia  and  hypophosphatemia  have  been  seen 
in  a few  patients  on  prolonged  thiazide  therapy.  The 
effect  of  discontinuing  thiazide  therapy  on  serum  cal- 
cium and  phosphorus  levels  may  be  helpful  in  assess- 
ing the  need  for  parathyroid  surgery  in  such  patients. 
Parathyroidectomy  has  elicited  subjective  clinical  im- 
provement in  most  patients,  but  has  no  effect  on 
hypertension.  Thiazide  therapy  may  be  resumed  after 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients; 
gout  may  be  precipitated.  May  affect  insulin  require- 
ments in  diabetics;  may  induce  hyperglycemia  and 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  include 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  cholestasis,  and  pericholangiolitic  hepatitis. 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares- 
thesias, transient  blurred  vision,  sialadenitis,  purpura, 
rash,  urticaria,  photosensitivity,  or  other  hypersensi- 
tivity reactions  may  occur.  Cutaneous  vasculitis  pre- 
cipitated by  thiazide  diuretics  has  been  reported  in 
elderly  patients  on  repeated  and  continuing  exposure 
to  several  drugs.  Scattered  reports  have  linked 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm- 
bocytopenia, and  neonatal  jaundice.  When  adverse 
reactions  are  moderate  or  severe,  the  dosage  of 
thiazides  should  be  reduced  or  therapy  withdrawn. 

For  more  detailed  information,  consult  your  MSD  MSD 
Representative  or  see  the  Direction  Circular.  Merck  ^ercK 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  SHARA 
Point,  Pa.  19486  DOHME 


are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 

FuracitrOtic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0,2%  FURACIN,  brond  ot  nitrofurazone, 
0,375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active  ogoinst 

a variety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonas  sp,  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  agoinst  Condida  (Monllia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use  ond  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reactions  (a)  limit  application  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  15  cc.  with  dropper. 


®Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 

Division  of  The  Norwich  Pharmocal  Company 
NORWICH,  NEW  YORK  13815 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

JAMES  T.  KILDUFF,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D  , M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices: 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

J.  S.  O’Hare,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  K.  Willms,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

Radiology  and  Radioactive  Isotopes: 

L.  W.  Ralston,  M.D. 

Anesthesiology : 

J.  G.  Casey 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 
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TEXAS  MEDICINE 


lexas  Physicians’  Directory 


Allergy 

Clinics 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  FJV.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamln,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allei^ 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.D.,  Internal  Medicine  O-  Sterling  Gillis,  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Internal  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Pathology — 

R.  A.  Morse,  M.D.,  Internal  Medicine  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics  Rad'°loey— 

T B LI  A AA  B o John  E.  Ballardp  M.D, 

Tom  R.  Hunter,  M.D,,  Surgery  j^^n  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D.  radiology-consultants 

CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 

HARRIS  HOSEN,  M.D.,  F.A.C.A. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W,  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy^mmunoiogy 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 

THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  884-3861 

FAMILY  MEDICINE  ORTHOPEDICS 

Travis  B.  Phelps,  M.D.  C.  M.  Yanez,  M.D.,  F.A.C.S. 

T.  D.  Harvey,  M.D.,  A.B.F.P.  UROLOGY 

H.  R.  Rose,  M.p^  A.B.F.P.  j.  d.  Stephenson,  M.D. 

SURGERY  (Consultants) 

INTERNAL  MEDICINE  s.  T.  Coleman,  M.D.,  F.A.C.S. 

G.  A.  Reeves,  M.D. Donald  E.  Jackson,  M.D.,  F.A.C.S. 

Pruett  Moore,  Jr.,  M.D.  Ar>niMieTQATnE> 

Salvador  Ortiz,  M.D.  8 J S 

K°p'’So,^,  M.D.  R'.RECTOR  of  NURSES 

OPHTHALMOLOGY  Hospitar.Mrr Joyce  Pettit 

L.  David  Wright,  M.D.,  F.A.C.S.  Hospital  Mrs.  Joyce  Pettit 

DRS.  SAMS  AND  MEADOWS 

Allergy  and  Immunology 

Joseph  T.  Sams,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 

C.  David  Meadows,  M.D. 

900  West  Randol  Mill  Road,  Suite  215,  Arlington,  Texas  76012,  227-5526 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is 
allowed  for  six  months’  advance  payment.  Section  headings 
are  limited  to  those  specialties  in  which  there  is  an  American 
Medical  Association  recognized  specialty  board  and/or  an 


AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Advertising  Assistant,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 
line is  the  20th  of  the  month  preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  37&5411 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.O.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  FJLA.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


ADMINISTRATION 

C.  H.  "Hamm"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D,  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY — CONSULTANT 
H.  M.  Perches,  M.D, 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A.  Harris,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 

G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’BryanL  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-^61 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  FJV.C.S. 

C.  B.  Marcum,  M.D.,  FJV.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 

H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  GagliardI,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wiison,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

C.  LEROY  GOODMAN,  M.D. 

Dermatology  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas  76104 


714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOEM.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


3801  19th  St.,  Suite  500,  Lubbock,  Texas 


2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


JOHNC.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 


ROBERT  A.  GRUMMON,  M.D. 

American  Board  of  Surgery 

American  Board  of  Colon  & Rectal  Surgery 


Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Colon  & Rectal  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


Eye,  Ear,  Nose,  Throat 


Dermatology 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 


R.  T.  Cannon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  A.I.C.S.  John  David  Jones,  M.D. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 
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Family  & General  Practice 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

IRWIN  KURTZ,  M.D. 

Dlplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

DRS.  THOMPSON,  PATMAN  & PERSSON 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

VD  is  sex  pollution! 


As  part  of  an  educational  program  on  VD,  TMA  has  produced  an  Informative  leaflet  for 
free  distribution.  Help  the  public  get  the  facts  so  they  will  seek  early  treatment.  Send 
your  order  to:  Public  Relations  Division,  Texas  Medical  Association,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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Neurological  Surgery 

Neurology 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

DIplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneai,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medicai  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 
Telephone  214  341-3407 

MFniPAI  A^^OPIATinN  This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 

and  's  approved  by  IRS.  For  full  information,  write:  TMA  Members' 
MEMBERS  RETIREMENT  TRUST  Retirement  Trust  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 

Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  0.  Box  6374,  Corpus  Christ!,  Texas  78411 

512  853-7319 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 

DIplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

*Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  915  533-7465 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

DIplomates  American  Board  of  Orthopaedic  Surgery 
’Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

* Conference  on  Medical  Practice,  Sept.  23,  1972,  Austin 

* Conference  on  Legislation,  Jan.  20,  1973,  Austin 
■X-  106th  Annual  Session,  May  3-6,  1973,  Dallas 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  nfth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  in;  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 


Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.CJv.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


FORT  WORTH  MEDICAL  LABORATORIES 
(PATHOLOGY  ASSOCIATES  OF  TEXAS) 


John  J.  Andular,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 


Pharmaceutical  advertising  in 
TEXAS  MEDICINE  keeps  you  informed 
and  pays  for  publishing  costs. 

When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad 
in  your  journal. 


Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 


Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


DR.  PREUSS  PATHOLOGY  UBORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 

Business  Office 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Physical  Medicine  & 


Rehabilitation 


FRANCIS  A.  MORRIS,  JR.,  M.D. 
PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D,,  Medical  Director 
LYNN  SMITH,  SR.,  Administrator 


Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office; 


Plastic  Surgery 


272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 
Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 


W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 


Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D. 
Plastic  Surgery 


Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


Pasadena  Office 

904VS  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  nfth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 


Present  your  ideas 
in  Texas  Medicine 


800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors.” 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


Mrs.  Marilyn  Baker 
Managing  Editor 
TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 
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Radiology 


Psychiatry 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
•Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D,,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


Texas  Medicine 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomates  American  Board  of  Psychiatry  and  Neurology 


regularly  lists  highlights  of  more  than  100 
Texas  and  national  meetings.  It  is,  in  fact,  the 
only  major  source  of  medical  meeting 
information  in  the  state.  Keep  informed  by 
being  a regular  reader  of  the  “COMING 
MEETINGS’’  section. 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Charles  T.  Meadows,  M.D.  & Associates 

Dlplomate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Uroiogy 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

WILLIAM  W.  TAYLOR,  M.D. 

Dlplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

ALLAN  L.  GRAHAM,  M.D. 

Dlplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

Considering  a new  practice  opportunity? 

Let  TMA  Help  You! 

We  will  circulate  your  biographical  sketch 
and  job  preferences  to  communities  and  to 
medical  groups  looking  for  associates.  No 
service  fee  is  involved. 

Contact: 

Physician’s  Placement  Service 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Uroiog^y 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Classified  ads  in  Texas  Medicine 

GET  RESULTS! 

Only  $8.00  for  50  words  that  reach 
over  11,800  readers  each  month. 

See  full  details  on  facing  page. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  76216.  

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a pro^es- 
sive  and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  TexasJ8701. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed.  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngologist.  Early 
partnership,  liberal  vacation  and  meeting  time,  life  insurance,  group 
hospitalization,  retirement  benefits,  teaching  opportunities,  new  facilities, 
interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Administrator, 
P.  O.  Box  28,  Dallas,  Texas. 

GENERAL  PRACTITIONER  TO  JOIN  2 GP’s  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modem  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd,,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  NEEDED  in  Beaumont,  Texas.  City  of 
120.000  servicing  400,000  to  600,000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,600  per  month  with  60% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new. 
fully  equipped  clinic.  Presently  have  6-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stii>ends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  i>er  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 
78761. 


EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS : Maintain  free 
practice  of  medicine.  Work  for  patient  on  fee-for-serviee  basis.  Pull 
department  status.  Average  earnings  $46,000  with  guarantee.  Positions 
available  In  Wichita  Falls,  San  Antonio,  Houston,  and  Beaumont.  Call 
1-512-782-9247  collect.  Reply  to  Ad-860,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

DF^IRE  GP,  SURGEON  OR  EENT.  16,000  population,  rural  area.  In- 
dustry and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
association.  Cleburne,  Texas.  For  additional  information  contact  Ad-868, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ATTENTION  PILOT  PHYSICIANS:  Combine  emergency  room  work 
with  flying  group,  maintains  Bonanza  for  business  and  pleasure.  Please 
reply  to  Ad-366,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


WANTED:  GENERAL  PRACTinONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  This  is  an  institution  for  the  moderately  mentally 
retarded  of  the  state.  Salaries  are  quite  competitive  with  other  state  and 
federal  institutions.  40  hour  work  week,  ample  vacation  time,  and  other 
fringe  benefits.  Excellent  community  to  live  near  San  Angelo,  Texas. 
Contact  Medical  Director,  San  Angelo  Center,  Carlsbad,  Texas  76934. 


DONLEY  COUNTY  HOSPITAL  DISTRICT  is  seeking  two  medical 
doctors,  general  practice,  to  have  office  space  in  newly  constructed  20  bed 
hospital  and  22  bed  nursing  home.  Very  good  small  town  living  with  lots 
of  recreational  facilities.  Contact  Wes  Langham,  Administrator,  Claren- 
don, Texas  79226.  Telephone  806-874-3633. 


WANTED:  PHYSICIANS  to  practice  at  Mexia  State  School,  located  in 
central  Texas  just  30  minutes  east  of  Waco.  Many  fringe  benefito:  re- 
tirement. sick  leave,  vacation.  40-hour  week,  grroup  Insurance.  Salary 
range  $21,600  to  $26,600,  depending  on  qualifications.  An  equal  op^r- 
tunity  employer.  Contact  Personnel  Officer,  Mexia  State  School,  Box 
1132.  Mexia,  Texas  76667. 


GP  ASSOCIATE  NEEDED  DESPERATELY  for  two  man  group  in 
mid-thirties  located  in  Central  Texas.  Ideally  located  for  rural  practice. 
Area  has  AA  school  with  brand  new  building.  Very  progressive  area. 
Salary  to  start  with  and  partnership  in  three  years  as  full  partner. 
Medicare  approved  38-bed  hospital,  32-bed  ECF.  and  104-bed  rest  home 
with  clinic.  Call  AC  817-683-7986  for  Dr.  H.  B.  Halbert  or  Dr.  J.  S. 
Vaniiman,  Rosebud,  Texas.  Must  see  to  appreciate  area. 


GENERAL  PRACTITIONER  OR  INTERNIST  WANTED  (Texas  license 
required)  for  student  health  physician.  Salary  $22,600  with  fringe  bene- 
fits and  pleasant  association  with  three  other  physicians  to  care  for  stu- 
dents. Write  Dr.  E.  K.  Mills,  Director  of  Student  Health.  North  Texas 
State  University.  Denton,  Texas  76203  or  call  788-2333.  Wo  are  an  equal 
opportunity  employer. 


FAMILY  PHYSICIAN  preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians.  New  60-bed  county  hospital. 
Hill-Burton  standards.  Near  Toledo  Bend  and  Sam  Rayburn  lakes,  hunt- 
ing, fishing,  tall  timber.  Practice  includes  major  surgery  and  obstetrics. 
Fit  in  according  to  interests  and  abilities.  Salary  $2,600  monthly  with 
increases  based  on  earning.  Combination  of  income  and  working  environ- 
ment will  be  difficult  to  beat.  J.  D.  Bussey,  M.D.,  P.O.  Drawer  438, 
Newton,  Texas  76966.  Phone  713-379-8166. 


ANESTHESIOLOGISTS — To  serve  as  medical  director  of  inhalation 
therapy  services  company  based  in  Houston,  contracting  to  Gulf  Coast 
area  hospital.  Please  reply  to  Ad-377,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


VA  CAREER  PSYCHIATRIC  RESIDENCY— fully  accredited,  affiliated 
with  University  of  Texas  Southwestern  Medical  School  at  Dallas.  $18,737 
per  annum.  Equal  opportunity  employer.  Write  Chief  of  Staff,  VA  Hos- 
pital, Dallas,  Texas  76216. 


UNIVERSITY  HEALTH  SERVICE  physician  needed  in  our  clinic  and 
hospital  within  next  few  months.  Salary  competitive.  Good  fringe  bene- 
fits. Four  physicians.  Excellent  facilities.  John  E.  Wiedeman,  M.D., 
Director,  Southern  Methodist  University  Clinic  & Hospital,  SMU  Box 
167,  Dallas,  Texas  76222.  Phone  214-692-2141. 


GENERAL  PRACTICE.  FAMILY  PRACTICE  with  three  other  family 
practitioners.  Clinic,  40-bed  hospital,  44-bed  extended  care,  pharmacy. 
No  capital  outlay,  no  buy-in,  equal  privileges,  guaranteed  income  until 
established.  Top  opportunity  in  Southwest.  Contact  Gordon  Russell,  Ad- 
ministrator, Hi-Plains  Hospital-Clinic,  203  West  4th,  Hale  Center.  Texas 
79041. 


ANESTHESIOLOGIST — for  180  bed  hospital  on  upper  Texas  Coast. 
Publicly  owned,  fast-growing  health  services  company.  Please  reply  to 
Ad-376,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


LIKE  TO  FISH,  HUNT  AND  PRACTICE  MEDICINE?  Come  to  the 
Glenn-Garrett  Clinic  Association  in  Linden,  Texas.  Midway  between  three 
beautiful  lakes — 30  minute  drive.  Good  hunting,  beautiful  scenery  and 
good  schools.  Join  surgeon,  internist,  pediatrician,  and  AFBP  generalist 
in  thriving  practice.  Fkilly  accredited  40-bed  hospital  with  ICU,  certified 
inhalation  therapy,  certified  physical  therapy,  interesting  compensation 
and  supplemental  benefits.  Contact  FVed  M.  Roberson,  M.D.,  P.O.  Box 
780,  Linden,  Texas  76663.  Telephone  AC  214-766-6681. 


INTERNIST — Board  certified  or  eligible  to  join  two-member  depart- 
ment in  multispecialty  clinic  with  busy  consultant  practice,  adjacent  to 
226-bed  hospital  with  ICU  and  CCU.  Clinic  is  located  in  rapidly  growing 
area  of  Houston,  Texas.  Starting  guarantee  of  $24,000  wi&  early  part- 
nership, adequate  time  off.  Regular  attendance  of  meetings  and  courses 
encouraged  and  financed,  other  fringe  benefits.  Please  reply  to  Ad-379, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


NEWLY  CONSTRUCTED.  MULTI-SPECIALTY.  8-man  clinic  has  open- 
ing for  general  practitioner  and  internist.  New  120-bed  hospital  adjacent 
to  clinic.  Remuneration  open  depending  on  board  certification  and  ex- 
perience. Partnership  opportunity  in  two  years.  Interested  applicants 
send  curriculum  vitae  to  Ad-374,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


ASSISTANT  SURGEON  for  Houston  suburbs.  $2,600  minimum  collec- 
tions guaranteed  beginning  first  month.  Not  a loan.  20%  practice  ex- 
pense. Texas  license  required.  Send  C.V.  to  Sanford  Smith,  Director  of 
Physician  Planning,  Hospital  Affiliates,  Incorporated,  P.O.  Box  9836, 
Houston.  Texas  77016. 


LIVE  IN  A FAST  GROWING  COLLEGE  TOWN  of  40,000.  in  Dallas- 
Fort  Worth  metro  area.  Multi-specialty  clinic  wants  GP.  OB/GYN,  or- 
thopedist, internist,  EENT,  ophthalmologist.  Salary  negotiable — partner- 
ship after  one  year.  Medical-Surgical  Clinic,  420  Normal,  Denton,  Texas 
76201. 


WANTED:  GENERAL  PRACTITIONER  primarily  interested  in  medi- 
cal practice  with  minor  office  surgery  and  no  obstetrics.  Join  profession- 
al association  with  four  internists,  two  surgeons,  and  three  general  prac- 
titioners in  beautiful  Tyler,  Texas.  Tyler  is  the  medical  center  of  East 
Texas  with  all  specialties  represented,  along  with  a fine  medical  atmo- 
sphere and  outstanding  facilities.  Contact  Carroll  McCrary,  Administra- 
tor, Medical  & Surgical  Clinic  Professional  Association,  Bot  3026,  "IVler, 
Texas  76701. 


FAMILY  PRACTICE  PHYSICIAN  AND  INTERNIST  needed  to  join  a 
full  time  five  man  clinic  association  with  part  time  radiologist  and  clin- 
ical pathologist  in  Clifton,  Texas.  Located  35  miles  NW  of  Waco,  16 
miles  from  Lake  Whitney:  good  fishing,  excellent  hunting,  new,  re- 
cently completed,  modern  golf  course.  Excellent  schools,  churches  and 
growing  progressive  small  town.  Closely  associated  with  new  66-birf 
hospital  facility,  which  is  fully  accredited  by  the  Joint  Commission.  Sug- 
gest salary  at  first  with  partnership  in  future.  Financial  terms  open. 
Please  contact  V.  D.  Goodall,  M.D.,  Clifton  Medical  and  Surgical  Clinic 
Association,  Clifton,  Texas  76634.  'Telephone  676-8621  or  676-3113. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Volume  68,  June,  1972 


139 


PHYSICIANS  NEEDED  FOR  NEW  SPECIAL  MEDICAL  HOSPITAL 
SETTING.  Alternate  calls  with  physicians  in  building.  Only  24  GP’s  in 
town  of  170,000,  need  more.  Chance  for  further  education  while  work- 
ing in  association  with  new  medical  school.  Salary  or  percentage  open 
for  discussion.  Contact  Dr.  A.  R.  Howard,  Chief  of  Staff,  Lubbock 
Medical  Center  Hospital,  Lubbock,  Texas.  Telephone  AC  806-792-7171 
collect. 


$3,000  MONTHLY  COLLECTIONS  GUARANTEED  FROM  FIRST 
MONTH  to  Qualified  general  practitioner  to  assume  well  established 
practice  in  Hamlin,  Texas,  a community  of  3,500.  One  practitioner  in 
community,  42  bed  hospital  and  clinic.  Office  space  furnished.  Contact 
Dr.  M.  L.  Smith,  Hamlin  Memorial  Hospital,  632  N.W.  2nd  Street, 
Hamlin,  Texas  79520.  Telephone  AC  915-576-3611. 

AMARILLO,  POTTER-RANDALL  COUNTY : Six  member  group  seek- 
ing board  eligible  or  certified  internist  with  sub-specialty  of  allergy, 
cardiology,  hematology  or  gastroenology.  New  group-owned  facilities, 
automated  lab  and  x-ray  department  with  four  consulting  radiologists. 
Guaranteed  salary  and  early  partnership.  No  investment  required,  excep- 
tional area  for  families  with  children.  Contact  M.  B.  J.  .lackson,  Mana- 
ger,  P.O.  Box  3460.  Amarillo.  Texas  79106.  AC  806  353-3571. 

RADIOLOGIST  DESIRED  for  rapidly  growing  internist  group  with 
very  good  x-ray  department.  Guaranteed  salary,  incentive  bonus  and 
early  partnership.  Contact  Ad-392,  Texas  Medicine,  1801  North  Lamar 
Blvd..  Austin.  Texas  78701.  

PATHOLOGIST,  board  eligible  or  certified  in  clinical  and  anatomic 
pathology,  to  join  Dr.  J.  L.  Goforth  and  Associates  group  in  pr-ogressive 
and  expanding  general  pathology  program.  Write  or  call  collect  Dr.  J. 
L.  Goforth  or  Dr.  J.  R.  Campbell,  Medical  Arts  Building,  Dallas,  Texas. 
Telephone  742-4811.  

CHILDREN’S  PHYSICIAN  to  join  family  practice  team  of  medical 
association  with  tax-deferred  pension-saving  plan ; life,  disability  and 
health  insurance  program ; office  transportation  and  arrangement  fur 
continuing  education.  Annual  salary:  general  practitioner — $25,000; 
board-eligible  pediatrician — $30,000  ; board-certified  pediatrician — $40,000. 
Reply  to  Ralph  Chase,  M.D.,  F.A.A.P.  ; Clinic  Hospital  Medical  Associ- 
ates ; 224  West  Beauregard  Street:  San  Angelo,  Texas  76901  or  telephone 
collect  (915)  655-5761. 

ONE  BOARD  CERTIFIED  OR  ELIGIBLE  ANESTHESIOLOGIST 
wanted.  Salary  first  year,  corporate  benefits  thereafter.  To  join  group  of 
two  board  certified  anesthesiologists.  360-bed  community  hospital  in  ex- 
cellent medical  community.  50,000  population,  good  recreational  area  with 
moderate  climate.  Army  Reserve  affiliation  available.  Write  or  call 
JRoyston  Brown,  M.D.,  c/o  Wadley  Hospital,  1000  Pine,  Texarkana, 
Texas  75501.  Phone  Area  Code  214-’793-4511. 


STAFF  PHYSICIANS  NEEDED  for  State  Hospital.  Progressive  1,000 
resident  state  institution.  Eligibility  for  Texas  licenses  required.  40-hour 
work  week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan,  free 
group  insurance.  Keri’ville  is  known  as  a retirement  center.  Prefer  ma- 
ture physician  over  age  50.  Please  contact  Luther  W.  Ross,  M.D.,  Super- 
intendent, Kerrville  State  Hospital,  P.O.  Box  1468,  Keriyille,  Texas 
78028,  or  Phone  512-257-3211. 


PRIVATE  PRACTICE  AVAILABLE  in  Dallas,  Hillsboro,  Houston,  and 
Baytown.  $2,000-$4,000  minimum  monthly  collections  guarantee.  Minimum 
practice  expense  first'  year.  Need  GPs.  orthopedists,  and  obstetricians. 
Please  send  C.V.  to  Sanford  Smith.  Director  of  Physician  Planning,  Hos- 
pital Affiliates,  Inc.,  P.O.  Box  9836,  Houston,  Texas  77015. 

ENERGETIC  GP  ASSOCIATE  WANTED.  Three  active  practitioners 
(Ages  30-43).  Work  at  your  own  pace.  $2,000  minimum  monthly  plus 
percentage.  $45,000  to  $50,000  first  year  net.  Present  associate  residency 
bound.  Advantages  are  equal  call  schedule,  full-time  coverage  for  your* 
patients,  exceptional  income,  major  league  sports,  cultural  facilities,  col- 
leges, lakes,  etc.  Located  in  Fort  Worth,  Texas.  Write  Ad-383,  Texas 
Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701  or  call  collect 
1-817-534-6616. 


EXCELLENT  OPPORTUNITY  for  one  or  two  general  practitioners, 
Alice,  Texas.  Population  22.000,  servicing  area  of  40,000.  Fully  staffed 
hospital.  Contact  P.  S.  Joseph,  M.D.,  Box  1378,  Alice,  Texas^ 

GENERAL  PRACTITIONER:  Excellent  location  in  the  Lost  Pines  of 
Texas  area.  Growing  community  of  3,500  along  the  beautiful  Colorado 
river  has  an  excellent  opportunity  for  a good  family  general  practitioner. 
Excellent  small  hospital  (25  beds)  and  nursing  home  (62  beds)  complex. 
Guaranteed  salary,  clinic  environment  and  other  fringe  benefits  will 
make  this  difficult  to  turn  down  if  interested  in  working  in  a progressive 
rural  community.  Write  Ad-386,  Texas  Medicine^  1801  North  Lamai 
Boulevard,  Austin.  Texas  78701. 


PHYSICIANS — 700  bed  acute  general  hospital  with  all  major  services 
desires  internist,  general  surgeon,  orthopedist,  urologist,  pathologist, 
specialist  in  chest  diseases,  and  a generalist.  Affiliated  with  Scott  and 
White  Clinic  for  residents  and  consultants.  Three  separate  ICUs,  well 
equipped  laboratory  and  library,  numerous  educational  programs.  Beauti- 
ful city  35,000  with  fine  schools,  abundant  recreation,  beautiful  weather, 
and  close  to  several  major  cities.  Salary  range  $25,620  to  $33,260  depend- 
ing on  qualifications.  Federal  fringe  benefits,  including  30  days  vacation 
per  year.  Equal  emiiloyment  opportunity  agency.  Apply  Chief  of  Staff, 
VA  Center,  Temple,  Texas  76501. 

GENERAL  PRACTICE,  FAMILY  PRACTICE  with  another  family 
practitioner.  2 doctor  new  clinic,  one-half  vacant,  36  bed  hospital  modern 
latest  equipment,  60  bed  new  nursing  home  adjacent,  no  capital  outlay, 
no  buy-in,  equal  privileges,  guaranteed  income  until  established.  Top 
opportunity  in  cental  Texas  town  on  IH  #4,5 — 140  miles  north  Houston 
and  110  miles  south  Dallas.  Contact  Samuel  Roach,  Administrator,  Leon 
County  Hospital,  Inc.,  Buffalo,  Texas  758,31.  Telephone  214-322-4202. 


Situations  Wanted 


GENERAL  PRACTITIONER,  age  50,  tired  of  solo  practice.  Wants  as- 
sociation in  group  or  partnership.  Prefer  OB-GYN.  20  years  pactice  in 
Texas.  Will  not  consider  large  city  or  location  outside  Texas.  Write  Ad- 
390,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON,  board  eligible,  FMG,  experience  in  orthopedic 
and  GYN  surgery,  willing  to  do  limited  general  practice.  Five  years 
experience  in  general  surgery  private  practice.  Interested  in  solo  practice 
in  small  town  with  good  hospital.  Good  references  and  available  immedi- 
ately. Write  Ad-389,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

BOARD  ELIGIBLE  ANESTHESIOLOGIST  seeks  location  in  Texas. 
Fee  for  service.  49  years  old.  Available  immediately.  Write  Ad-387,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPHTHALMOLOGIST,  Board  Certified,  Texas  license,  20  years  private 
and  academic  practice,  desires  solo  or  associate  partnership  any  city  in 
Texas  larger  than  50.000.  Write  308  Crestwood  Court,  North  Mankato, 
Minnesota  66001.  Telephone  507-345-6457. 


For  Sale  or  For  Rent 


GENERAL  PHYSICIAN  OR  SPECIALIST  for  office  building  diBectly 
across  street  from  Shannon  West  Texas  Memorial  Hospital.  Established 
loan  with  low  interest.  Recently  remodeled,  new  plumbing,  heating  and 
cooling  system.  Established  location  for  25  years.  Please  reply  to  1434 
Paseo  De  Vaca,  San  Angelo,  Texas  76901. 

~0PHTHALM0L0GY~AND'^ otolaryngology— F0R~SALE!  Doctor 
recently  deceased.  Records  available.  Will  sell  equipment  separately. 
Ritter  Unit,  SMR  Treatment  Unit,  Beltone  Audiometer,  new  portable 
suction,  AO  refractor,  hydraulic  chair  and  stand.  Poser  slit  lamp,  other 
insti'uments  and  equipment.  Office  space  available.  Contact  Mrs.  June 
Yates,  107  Rainbow  Lane,  Corpus  Christi,  Texas.  Teiephone  AC  512- 
853-4571. 

PHYSICIIAN  61  years  old  wishes  to  retire.  Have  10,730  sq.  ft.  two 
story  clinic  and  1,260  sq.  ft.  business  offices  to  lease,  rent  or  sell  to 
one  or  more  doctors.  Operating  in  town  of  10,000  near  Houston,  Texas. 
Reply  to  Ad-391,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

GENERAL  PRACTICE,  established  25  years,  very  progressive  commu- 
nity. Large  office  space,  fully  equipped,  available  immediately  due  to 
doctor’s  illness.  Space  could  accommodate  two  physicians.  A.  J.  Auringer, 
M.D.,  221  South  Fielder  Road,  Arlington,  Texas  76013,  Phone  817- 
261-0905.  

NEW  OFFICE  FOR  RENT,  furnished.  East  Texas  town  of  22,544  pop- 
ulation, drawing  area  85,000.  State  University  with  10,000  enrollment. 
Practice  unopposed  for  allergist,  orthopedist,  otolaryngologist,  or  urolo- 
gist. General  practitioners  needed.  Excellent  fishin.g  on  Rayburn  Lake. 
Reply  to  Ad-388,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

GENERAL  PRACTICE  of  John  C.  Guenther,  M.D.  (deceased),  46 

years  established  practice.  Clinic  fully  equipped.  County  seat.  County 
population  17,650.  City  population  4,600.  New  60  bed  hospital  across 
street  from  clinic.  Reply  to  Ad-385,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

DISTINGUISHED  ’TEXAS  ESTATES.  Many  available  in  city,  town  or 
country.  For  recreation,  investment,  retirement.  Dependable  and  enjoy- 
able investments  for  you  and  your  family — forever.  Outstanding  estate 
properties  are  our  specialty.  Chuck  Thompson  and  Associates.  Land  and 
Estate  Brokers.  Box  65074,  Houston,  Texas  77055.  Telephone  713-462-1252. 

FOR  SALE : 3 rooms  of  medical  equipment  in  excellent  condition, 
ideal  for  someone  just  opening  an  office.  Includes  electric  Ritter  table, 
pediatric  table  with  scale,  Hamilton  exam  table  with  matching  cabinet. 
Many  assorted  tables,  pans,  instruments,  some  laboratory  equipment. 
100  MA  Profexray  unit  with  dark  room  equipment.  Contact  Robert  A. 
Lloyd,  M.D.,  1200  Ridgecrest,  Denton,  Texas  76201  or  phone  AC  817- 
387-8182. 
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Jan. 

10 

Mar. 

10 

Apr. 

27 

May 

9 

June  12, 

14,  15 

Aug. 

13 

Oct. 

24 

Beckwith-Wiedemann 

Dec. 

54 

Syndrome 

Aug. 

86 

Blood  Banks 

Blood  Bill  (Medicine 

.May 

8 

and  the  Law) 

May 

128 

I N DEX  — continued 


Month 

Page 

Blue  Cross-Blue  Shield 

of  Texas 

Feb. 

14 

Mar. 

9 

June 

16 

Board  of  Nurse  Examiners 

Nov. 

27 

Board  of  Vocational 

Nurse  Examiners 

June 

22 

Books 

Jan. 

130 

Feb. 

140 

Mar. 

155 

Apr. 

146 

May 

132 

June 

113 

July 

109 

Aug. 

109 

Sept. 

no 

Oct. 

128 

Nov. 

116 

Dec. 

111 

Bowel,  Short  Syndrome  ^ 

Oct. 

112 

Brain,  Diagnostic 

Scintigrams 

Mar. 

132 

Breast  X-ray 

Dec. 

5 

Bureau  of  Narcotics  and 

Dangerous  Drugs  „ 

May 

9 

c 

Caduceus 

. Feb. 

134 

Cancer  Studies 

-Mar. 

12 

Treatment  . 

Nov. 

27 

Carcinoma,  Basal  Cell 

Sept. 

84 

June 

71 

Cardiac,  Abnormalities 

-June 

71 

Surgery 

-Aug. 

52 

Cardiopulmonary 

Resuscitation 

-Feb. 

117 

Infants  and  Children- 

Aug. 

58 

Cataracts,  Ultrasound 

Needle 

Dec. 

16 

Catheterization 

May 

74 

Caustic  Injestion, 

Childhood  - - 

-June 

86 

Central  Texas  Medical 

Foundation 

June 

24 

CHAMPUS  - - 

Oct. 

22 

Dec. 

77 

Chest,  Blunt  Trauma 

Jan. 

74 

Disease 

June 

16 

Childhood,  Caustic 

Injestion 

June 

86 

Ulcer,  Peptic 

Oct. 

80 

Urinary  Tract  Infections- 

-June 

81 

Children,  Thyroid  Nodules- 

Nov. 

102 

Chiropractic 

Sept. 

10,  99 

Oct. 

9 

Services  _ 

Nov. 

8 

(Medicine  and  the  Law)_ 

Nov. 

119 

Circular  Letters,  Narcotics 

(Medicine  and  the  Law)_ 

-June 

109 

Clinical  Associates 

May 

16 

Clinics,  Community 

May 

83 

Clostridia  Spores 

- Feb. 

80 

Coal  Tar 

Aug. 

21 

Colon,  Tuberculosis 

-Feb. 

112 

Communicating  With 

Patients 

Oct. 

16 

Community  Asset 

(Medicine  and  the  Law)- 

Dec. 

106 

Community  Clinics 

_ May 

83 

Medicine 

- Dec. 

54 

Comprehensive,  Community 

Clinics 

May 

83 

Health  Care  

-Jan. 

114 

Health  Manpower  Training 

Act  of  1971 

Oct. 

45 

Health  Planning 

Nov. 

10 

Computer  - .- 

June 

60 

Congenital  Abnormality 

- May 

108 

Congestive 

Hypersplenism  

-Apr. 

8b 

Consultation  

- Apr. 

68 

Continuing  Education 

(President’s  Page)  — 

-Jan. 

71 

June 

8 

Oct. 

8 

Dec, 

16 

Courses 

Feb. 

41 

Mar. 

41 

Apr. 

43 

May 

39 

June 

37 

July 

27 

Aug. 

37 

Sept. 

39 

Oct. 

39 

Nov. 

39 

Dec. 

25 

Directory 

-Jan. 

43 

Survey 

Dec. 

5 

Month 

Page 

Coronary  Insufficiency 

(Correction.  See  also 

Nov.,  1971,  page  95.) 

Mar. 

12 

Coronary  Occlusive  Disease 

Nov. 

58 

Cryosurgery 

Mar. 

108 

Sept. 

84 

Current  Procedural 

Terminology  __ 

Feb. 

14 

Curriculum,  Three  Year  _- 

June 

13 

Custodial  Care 

Feb. 

14 

Cystic  Fibrosis  Center 

Aug. 

9 

Cytarabine  

Aug. 

65 

D 

Daily  Visit  - 

Feb. 

14 

Dallas  County  Medical 

Society  - 

Aug. 

13 

Dallas  Southern  Clinical 

Society  --  

Feb. 

31 

Day  Hospital,  Psychiatric  - 

-Aug. 

74 

Department  of  Health, 

Education,  and  Welfare, 

Bureau  of  Health 

Insurance  -_  

Nov. 

23 

Dermatologic  Cryosurgery  _ 

Sept. 

84 

Diabetic  Children, 

Summer  Camp  - 

-Apr. 

14 

Diagnostic  Scintigrams 

Mar. 

132 

Diapulse  Devices 

-Aug. 

10 

Diarrheal  Disease  Study 

-Jan. 

18 

Diethylstilbestrol, 

Pregnancy  . 

-Jan. 

10 

Disabled  Teens,  Rehabilitation 

Center  

-Apr. 

27 

Discovery  Rule 

(Medicine  and  the  Law)- 

Aug. 

107 

Disposable  Syringes 

Jan. 

8 

DMT  ---  - 

-July 

94 

Doctor  Draft 

-July 

12 

Driver  Licensing 

Advisory  Board 

Apr. 

26 

Drug  Addiction,  Veterans  - 

-Dec. 

7 

Education  

- Apr. 

26 

Ruling  - - - 

Nov. 

13 

Drugs  - - - 

July  51,  54,  60, 

71 

80,  87, 

94 

Methods  of  Tracing 

Oct. 

24 

Dues 

Feb. 

52 

Duffield,  P.  

Dec. 

8 

E 

Ear  Piercing  - 

Oct. 

10 

Education,  Special, 

Plan  A - 

June 

67 

Election,  1972 

(President’s  Page)  - . 

Oct. 

51 

Electrical  Safety  

Feb. 

76 

Electron  Microscopy 

-Mar. 

87 

Emergency,  Diagnosis  - - 

May 

74 

Helicopter  --  

-Apr. 

134 

Medical  Services  

Oct. 

8 

Medicine  -- 

-Oct. 

47 

Endocrine  Abnormalities 

Oct. 

88 

Enrollment,  Medical  Schools 

1970-1971  --  -- 

Jan. 

120 

Erythroblastosis  Fetalis 

May 

104 

Esophagus, 

Caustic  Injury  

June 

86 

Scleroderma  - - 

Nov. 

74 

Ethics,  Consultation  

Apr. 

68 

Medical  (President’s 

Page)  

-July 

43 

Eustacian  Tube  Dysfunction 

Dec. 

88 

Exophthalmos,  Malignant  - 

-Jan. 

102 

F 

Family  Practice  Programs- 

-June 

8 

Fee-for-service  Concept 

Sept. 

9 

Fee  Ceiling  _ 

Nov. 

28 

Fees 

-Jan. 

8 

Apr. 

18 

Sept. 

10 

Nov. 

24 

Fetal  Lung  Maturation 

Mar. 

98 

Fires,  in  United  States- 

-Jan. 

17 

Flight  Surgeon  

Sept. 

106 

Flu  - - - _ 

Feb. 

23 

Month 

Page 

Food  and  Drug 

Administration 

Aug. 

10 

Foundation,  Texas 

Medical  Oct. 

8 

Dec. 

4 

Fractures 

Mar. 

125 

Free  Clinic  - . 

Feb. 

94 

Mar, 

25 

G 

Galveston  County, 


Indigent  Care 

May 

83 

Gastrointestinal  Bleeding 

July 

40 

Germ-free  Environment 

- Jan. 

10 

Gill,  E.  K.  - - - - 

Mar. 

18 

Glossary,  Chest  Disease 

June 

16 

Gonorrhea  - - 

Jan. 

14 

Control  

- Dec. 

43 

Graduates  - - 

Great  Arteries,  Correction 

- Aug. 

13 

of  Transposition 

. June 

71 

Greenberg,  P.  A. 

-July 

100 

H 


Hands,  Prosthetic 


Replacement 

Harris  County  Medical 

Mar. 

121 

Society 

Apr. 

26 

Head,  Cryosurgery 

Mar. 

108 

Head  Start 

-May 

9 

Hearing  Loss 

-May 

10 

Hearing  Research  

Health  Care, 

Comprehensive 

Jan. 

18 

Jan. 

114 

Health  Career  Schools 

Health  and  Nutrition 

Sept. 

24 

Survey  - - 

- Oct. 

12 

Health  Insurance  Coverage 

-June 

10 

Health  Department  

Health  Manpower  Training 

- Dec. 

62,  67 

Act  of  1971  --- 

- Oct. 

45 

Health  Manpower  Program 

- Feb. 

51 

Health  Plans 

-Mar. 

67 

Hemobilia  - 

Nov. 

66 

Hemorrhage,  Postpartum  - 

Apr. 

101 

Hexachlorophene  

- May 

21 

Hill-Burton  Funding  

-Mar. 

67 

May 

21 

HMD 

Sept. 

9 

Nov. 

8 

Guidelines  - - - 

_Jan. 

9 

(President’s  Page)  „- 

-Mar. 

77 

(President’s  Page) 

Apr. 

75 

Hobbies 

-June 

104 

Hospital  Accreditation, 

July 

100 

Standards 

- Oct. 

16 

HR  1 - 

Nov. 

8 

Hypertension,  Intraocular  - 

Jan. 

104 

Hypospadias  

Aug. 

47 

In  Infants,  Correction  of- 

Apr. 

97 

I 


Immune  Deficient  Child 

-Jan. 

10 

Immunization  - 

-Mar. 

10,  80 

Apr. 

13 

Indigent  Care  

-May 

63,  83 

Infantile  Asthma 
Inflammation  Suppressor, 

Nov. 

85 

Coal  Tar  - - - 

Aug. 

21 

Inhalation,  Solvent 
International  Medical 
Assembly  of  Southwest 

-July 

67 

Texas  

Interns  and  Residents, 

Jan. 

33 

Membership  - 
Interventricular  Septal 

-June 

8 

Rupture  — 

-May 

74 

Intraocular  Hypertension  _ 
Isosorbide  Dinitrate, 
(Correction.  See  also 

-Jan. 

104 

Nov.,  1971,  page  95.)  _ 

Mar. 

12 

J 

Joint  Practice  Commission, 

AMA,  TMA  _ Mar.  12 

Jogging,  Stress  Fractures  _Mar.  125 

Jones,  Anson  May  9 


I N DEX  — continued 


Month  Page 

K 

Kell  Immunization  _ May  104 

Keogh  (See  TMA,  Members 
Retirement  Program) 

Kidney  Machine  . . _ Sept.  25 

Kidney  Program,  RMP  Dec.  79 

Research  . Jan.  27 

Kos  . Feb.  134 


L 


Lamar  Hospital  District  . 

Oct. 

10 

Laparoscopy  

Feb. 

64 

May 

94 

Laryngeal  Trauma, 

Reconstruction  

Mar. 

100 

Larynx,  Conservation 

Surgery 

Jan. 

106 

Leishmaniasis 

Aug. 

98 

Leprosy  Vaccine  Research. 

Jan. 

18 

Lesions,  Extremities  

Nov. 

95 

Ligating,  Common 

Hepatic  Artery  . 

Nov. 

66 

Liver,  Diagnostic 

Scintigrams 

Mar. 

132 

Scanning  

Mar. 

137 

Locker,  B. 

_ May 

124 

Love 

(President’s  Page)  . 

Dec. 

49 

LSD  . - - - 

July 

94 

Lung  Maturation,  Fetal 

Mar. 

98 

Lymphadenitis,  Tuberculous 

.Jan. 

84 

M 


Management  Courses  Ian.  17 

Manpower  Program  Feb.  51 

Marijuana  July  39,71 

Findings,  1972  Oct.  109 

Penalty  June  9 

MAST  Program  _ Apr.  134 

Mayors,  M.D.  __ _ Mar.  142 

July  14 

Maxillofacial  Injuries, 

Management  - Sept.  75 

M.D.  Mayors  _ . Mar.  142 

July  14 

Measles  Vaccine Sept.  25 

MECO  Mar.  25 

Medicaid  Feb.  14 


Mar.  8 

Apr.  14 

June  9 

Nov.  8 

Fraud  Statement _ Apr.  13 

Medical  Assistants  Mar.  70 

Medical-Dental-Hospital 

Accounts  Management  Dec.  12 

Medical  Ethics 

(President’s  Page)  _ July  43 

Medical  Education Aug.  12 

Curriculum  lune  13 

Manpower  Oct.  9,  60 

School  Admissions, 

Computer  . . _ June  60 

School  Enrollment, 

1970-1971  Jan.  120 

Dec.  11 

Staff  Appointments  (Medicine 

and  the  Law)  Sept.  109 

Medicare  . ..  May  9 

Oct.  10 

Nov.  8,  23 

Form  SSA-1490  Aug.  10 

Medication  Timing  Jan.  14 

Meningoencephalocele May  108 

Mercury  Pollution  Oct.  26 

Mescaline  luly  80 

Mescaline-'‘‘C Sept.  56 

Methadone  Oct.  97 

Maintenance  Guidelines  __Feb.  15 

Migrant  Health  Care 

Program  Oct.  8 

Monoclonal  Gammopathies Ian.  91 

Myocardial  Infarction  Apr.  78 

Myometrium,  Rabbit Sept.  68 


N 

Narcotics,  Circular  Letters 

(Medicine  and  the  Law) lune  109 

Deaths  Oct.  22 

National  Health  Care Oct.  45 


National  Health  Services 

Month 

Page 

Corps. 

Feb. 

14 

National  Leadership 
National  Joint  Practice 

Jan. 

122 

Commission 

Mar. 

12 

Oct. 

10 

Neck,  Cryosurgery  . _ ._ 

Neurodiagnostic 

. M a r. 

108 

Procedures 

Nitroglycerine  (Correction. 
See  also  Nov.,  1971, 

- June 

93 

page  95.)  . . 

Mar. 

12 

Nonteaching  Hospital,  Cardiac 

Surgery  

- Aug. 

52 

Nursing  .. 

. Feb. 

15 

Project  Council 

Oct. 

10 

o 


Occupational  Safety  and 

Health  Act  of  1970 Sept.  21 

Office  Screening, 

Photosensitivity  May  112 

Opiates  Mar.  112 

Osteopaths  Apr.  67 

June  8 


P 

PAC  Programs 

(President’s  Page) June  53 

Pacemakers  Apr.  78 

Paging  Systems Sept.  14 

Pamphlets  Ian.  127 

Feb.  139 

Mar.  151 

Apr.  139 

May  129 

June  109 

July  108 

Aug.  108 

Sept.  112 


Oct.  134 

„ ^ Nov.  120 

Pap  Smear  Award _ Aug.  26 

Pathogenesis  Mar.  87 

Pathophysiology Mar.  87 

Pediatric  Grand  Rounds  ^_Feb.  117 

Apr.  115 

June  93 

Oct.  112 

„ Dec.  90 

Pedratrics,  Jungle  _ Aug.  98 

Pelvis,  Renal  . ..  Peb.  108 

People's  Free  Clinic Feb  94 

Peptic  Ulcer  Oct  80 

Peritoneum,  Substitute Feb  82 


Pharynx,  Conservation 

Surgery  jan.  106 

Phase  II  Economic 

Guidelines  Feb.  15 

Phenothiazines  July  51 

Philosophy,  Cultural 

Panacea  . Jan.  63 

Photosensitivity  May  112 

Physician’s  Assistants Apr.  67 

„ Oct.  69 

Program  May  16 

TMA  Policy Dec.  45 

Physician’s  Fees  Ian.  8 

Physician  Mayors  Mar.  142 

July  14 

“Pill”  Pamphlet lune  24 

Plan  A,  Special  Education_  June  67 

Platelets  _ _ July  40 

Poison  Prevention 

Packaging  Act  Oct.  12 

Portal  Hypertension Apr.  86 

Post-infarction,  Therapy  May  74 

Postpartum  Hemorrhage  Apr.  101 

Potter-Randall  Counties, 

Achievements  Apr.  69 

Practice  Management,  Fall 

Conference,  TMA  Aug.  8 

Precocious  Puberty Apr.  115 

Pregnancy, 

Diethylstilbestrol  Ian.  10 

Prenatal  Lung  Maturation  Mar.  98 

Price  Commission  .May  8 

July  8 

Price  Freeze  Ian.  8 

Principal  Services  May  8 

Private  Medicine  Dec.  62 

Professional  Activity  Study.  Nov.  23 

Promycin Aug.  10 


Month 

Page 

Prostaglandin  Fso 
Prosthetic  Replacement, 

Sept. 

68 

Hands 

Mar. 

121 

Psilocybin 

July 

87 

Puberty 

Apr. 

115 

Public  Health 

Public  Image 

Dec. 

62,  67 

(President's  Page) 
Public  Service 

- Aug. 

49 

Announcements 

. Oct. 

8 

Pulmonary  Accumulation 

Mar. 

137 

Disease 

Mar. 

87 

Q 

Quadriplegics  Mar.  27 

Quality  of  Life  May  16 


R 

Radiological 

Manifestations  ..  Dec.  99 

Ramirez,  M.  May  22 

June  9 

Regional  Medical  Program 

of  Texas  (RMPT) Aug.  45 

Funding  _ . Aug.  24 

Kidney  Program  . _ Dec.  79 

Rehabilitation  Center, 

Disabled  Teens Apr.  27 

Relative  Efficacy 

Judgments  Nov.  48 

Renal  Pelvis  Feb.  108 

Research,  Hearing Jan.  18 

Kidney  Ian.  27 

Leprosy  Jan.  18 

Respiratory  Burns Dec.  90 

Resuscitation, 

Cardiopulmonary  Aug.  58 

Retinal  Detachments Ian.  104 

Rupture  _ _ May  74 

Rural  Doctors luly  13 


s 


Scandinavia 

Nov. 

112 

Schizophrenia 

-Sept. 

25 

Scintigrams,  Diagnostic  __ 
School  of  Allied  Health 

Mar. 

132 

Professions  at  Dallas 

.May 

16 

Aug. 

14 

Scleroderma,  Esophagus 

Nov. 

74 

Scott,  A.  C.  - 
Scott  and  White, 

Distinguished  Service 

_Nov. 

106 

Award  . 

.Mar. 

16 

75th  Year  . 

Oct. 

13 

Nov. 

47 

Screwworms 

Dec. 

21 

Short  Bowel  Syndrome  . 
Sick  Doctor  Statute 

Oct. 

112 

(Medicine  and  the  Law). 
Sixth  Texas  Conference  of 

Apr. 

145 

Physicians  and  Nurses  . 

Mar. 

35 

Smith,  H.  0.  - - 

Nov. 

27 

Smoke  Inhalation  . . 

. Dec. 

90 

Smoking  and  Health  Kits 
Social  Security 

Nov. 

27 

Administration  

Nov. 

10 

Amendments  of  1972 

Soft  Tissue  Lesions, 

.Nov. 

8 

Benign 

Nov. 

95 

Solvent  Inhalation 

Southern  Medical 

July 

67 

Association  

_Dec. 

6 

Space  Health  System  

Mar. 

16 

Special  Education,  Plan  A. 

June 

67 

Special  Society  Liaison 

_Oct. 

9 

Splenectomy 

Splenic  Transposition, 

Apr. 

86 

Pleural  . . . 

State  Board  of  Vocational 

Apr. 

86 

Nurse  Examiners 

Dec. 

6 

STP  . . 

July 

94 

Stress 

Student  American  Medical 

.Mar. 

125 

Association 

Sulfur,  Pulmonary 

July 

13 

Accumulation 

Surgical  Therapy,  Coronary 

Mar. 

137 

Occlusive  Disease 

Nov. 

58 

INDEX  — continued 


Month 

T 

Tax-Financed  Health 

Page 

Programs 

Texas  Academy  of 

June 

8,  47 

Family  Physicians 

May 

29 

Sept. 

29 

Texas  Academy  of 

Dec. 

16 

Internal  Medicine 

Texas  Association  for 

Nov. 

33 

the  Deaf  

Texas  Association  of 
Obstetricians  and 

Dec. 

11 

Gynecologists 

Texas  Board  of  Examiners 

Feb. 

31 

In  the  Basic  Sciences 
Texas  Board  of  Vocational 

Aug. 

14 

Nurse  Examiners  

Texas  Joint  Practice 

Dec. 

21 

Commission 

Texas  Medical  Association 

. Oct. 

10 

(President's  Page) 

Ad  Hoc  Committee  to 
Study  Structure  of 
Executive  Board  and 

Apr. 

75 

Board  of  Trustees 
Annual  Session,  Dallas, 

June 

9 

1973  _ _ 

Nov. 

13 

Annual  Session,  San 

Dec. 

8 

Antonio,  1972  

Jan. 

25,  27, 
107 

Feb. 

23 

Mar. 

17,  18 

Apr.  8,  33,  67, 
126 

June 

15,  24, 
98 

July 

16 

Aug. 

16,  21 

Assoctation's  Changing  Role 

(President’s  Page) 
Awards 

^Feb. 

55 

Anson  Jones 

Feb. 

23 

Dec. 

8 

Texas  Medicine  

Mar. 

8 

July 

13 

Aug. 

13 

Sept. 

56,  68 

Oct. 

9 

Board  of  Trustees 

Committee  on  Association 

. July 

1 

15 

Insurance  Programs  _ 

Feb. 

25 

Committee  on  Continuing 

June 

22 

Education  _ . 
Committee  on  Maternal 

_Dec. 

5 

Health  

May 

22 

Nov. 

9 

Committee  on  Health  Care 

of  the  Poor,  Special 
Committee  on  Scientific 

June 

9 

Exhibits 

Conference  on 

Dec. 

8 

Legislation 

Conferences  on  Medical 

Feb. 

8 

Practice  _ 

Conference  on  Practice 

Mar. 

18 

Management 

Aug. 

31 

Sept. 

29 

Constitutional  Changes  _ 
Continuing  Education 

Feb. 

24 

Directory 

Council  on  Tax-Financed 

Jan. 

43 

Health  Care  Programs 

-Mar. 

8,  47 

June 

9 

Delegates 

-July 

8 

Directory 

Distinguished  Service 

-Jan. 

17 

Award  

June 

9 

Dues 

Emeritus  and  Honorary 

Feb. 

52 

Members 

June 

10 

Executive  Board 

_Feb. 

14 

Oct. 

8 

Expansion 

Feb. 

52 

Fall  Conference  

-July 

15 

Aug. 

8 

Oct. 

120 

House  of  Delegates 

Apr. 

10 

Special  Session, 

June 

8 

Foundations 

Dec. 

4 

Insurance,  Employees  __ 

_Feb. 

25 

Legislative  Seminar 

Dec. 

4,  29 

Legislative  Workshop 

Oct. 

29 

Month 

Page 

Library 

Aug. 

90 

Dec. 

8 

Major  Medical  Insurance 

June 

22 

Membership 

Feb. 

15 

Interns  and  Residents 

June 

8 

Memorial  Library 

Aug. 

90 

Members  Retirement 
Program  (Keogh), 

Dec. 

8 

Unit  Values 

Jan. 

10 

Mar. 

13 

Apr. 

14 

May 

22 

June 

22 

July 

15 

Aug. 

14 

Sept. 

21 

Oct. 

16 

Nov. 

24 

Dec. 

11 

Membership  Forms 
Physicians  Benevolent 

Dec. 

11 

Fund 

Policy,  Physicians’ 

Dec. 

8 

Assistant  

Dec. 

45 

Readership  Survey  . __ 
Screening  Program, 

Oct. 

12 

Medicaid  . 

-Mar. 

8 

Sports  Competition 

Texas  Medical 

-June 

24 

Foundation 

. Oct. 

8 

Texas  Medicine  Award 

_Mar. 

8 

July 

13 

Aug. 

13 

Sept. 

56,  68 

Texas  Medicine, 

Oct. 

9 

50  Years  Ago 

- Jan. 

128 

Feb. 

138 

Mar. 

150 

Apr. 

140 

May 

127 

June 

110 

July 

107 

Aug. 

106 

Sept. 

121 

Oct. 

125 

Nov. 

no 

Dec. 

104 

Tours,  1973  . 

July 

15 

Orient  . 

Apr. 

60 

Scandinavia 

Jan. 

18 

Nov. 

112 

South  Pacific  _ 

Nov. 

25 

Dec. 

50 

TMA  Action  _ 

TMA-AMA  National 

Joint  Practice 

- Feb. 

25 

Commission 

TEXPAC 

_ Mar. 

12 

(President’s  Page)  _ - 

-Apr. 

75 

(President’s  Page) 

_J  une 

53 

(President’s  Page) 

Oct. 

51 

Woman’s  Auxiliary  _ 

Dec. 

8 

Blood  Donor  Drive 

Sept. 

15 

Workshop  __  

Texas  Motor  Transportation 

Oct. 

29 

Association  . . 

Jan. 

24 

Texas  Pediatric  Society 
Texas  Physicians,  National 

-Aug. 

31 

Leadership 

Jan. 

122 

Texas  Radiological  Society 
Texas  Society  of  Internal 

Feb. 

31 

Medicine 

Texas  Society  of 
^Ophthalmology  and 

Nov. 

33 

Otolaryngology 

Texas  Society  of 

Nov. 

33 

Pathologists 

Texas  State  Board  of 
Examiners  in  the  Basic 

- Dec. 

29 

Sciences  . 

-Feb. 

15 

Texas  State  Board  of 

Aug. 

14 

Medical  Examiners 

Jan. 

18 

Texas  State  Board  of 

Aug. 

16 

Pharmacy 

Texas  State  Department  of 

Oct. 

22 

Health 

-Feb. 

23 

May 

8,  21 

Sept. 

15 

Texas  State  Department  of 

Dec. 

43 

Health 

-Sept. 

15 

Seminar  on  Drug  Abuse 
Texas  State  Immunization 

Jan. 

33 

Program 

Mar. 

80 
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Texas  Tech  University 
School  of  Medicine 

Apr. 

26 

July 

14 

Nov. 

13 

Texas  Thoracic  Society 

Mar. 

35 

Texas  Tuberculosis  and 
Respiratory  Disease 
Association 

Mar. 

35 

Texas  Urological  Society 

Jan. 

33 

Thanksgiving 
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Nov. 

55 

Therapy,  Emergency 
Diagnosis 

May 

74 

Thyroid,  Diagnostic 
Scintigrams  - - _ 

Mar. 

132 

Nodules,  Children 

Nov. 

102 

Tobacco  - - - _ 

July 

60 

Tom  Green  Eight  County 
Medical  Society  

July 

13 

Tonsillar  Diphtheria  

- Aug. 

64 

Tranquilizers  . . 

-July 

51 

Transplacental  Infection  

Sept. 

21 

Transposition,  Great 

Artery  

June 

71 

T rauma.  Chest  . 

Jan. 

74 

Laryngeal  

-Mar. 

100 

Travis  County  Medical 
Society  _ 

-June 

24 

Tubb,  T.  D,  

Sept. 

106 

Tuberculosis,  Colon 

Feb. 

112 

Tuberculous  Lymphadenitis 

-Jan. 

84 

Tympanic  Ventilating  Tube. 

Dec. 

88 

u 

Ulcer,  Marginal  

Dec. 

99 

Peptic 

- Oct. 

80 

Ultrasound  Needle, 

Cataracts 

-Dec. 

16 
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-May 

71 

University  of  Texas 

at  Austin  

Oct. 

22 

Division  of  Extension  

Jan. 

17 

Aug. 

12 

Oct. 

14 

University  of  Texas 

Graduate  School  of 

Biomedical  Sciences  at 

Houston  

-Mar. 

8 

University  of  Texas  Health 

Science  Center  at 

Houston  

Dec. 

21 

University  of  Texas  M.D. 

Anderson  Hospital  and 

Tumor  Institute  at 

Houston  - 

- Apr. 

27 

Nov. 

23,  27 

Health  Memorial 

Awa  rd  - 

Oct. 

26 

University  of  Texas  Medical 

Branch  at  Galveston 

-Jan. 

18,  27 

Mar.  9, 

10,  13 

Apr. 

12 

May  14, 

15,  16 

June 

12,  13 

July 

12 

Aug. 

9,  10, 
13,  14 

Dec. 

7 

Mercury  Pollution 

Oct. 

26 

Student  American  Medical 

Association 

Jan. 

9 

Mar. 

9,  35 

June 

24 

University  of  Texas  Medical 

School  at  Houston 

Mar. 

10 

Apr. 

25 

June 

14 

July 

12 

Nov. 

28 

Dec. 

5 

University  of  Texas  Medical 

School  at  San  Antonio  . 

Mar. 

13 

Apr. 

18,  26 

May 

9,  10 

June  12, 

13,  14 

July 

12,  13 

Nov. 

24 

University  of  Texas  Medical 

School  Grants 

Sept. 

14 

University  of  Texas  School 
of  Allied  Health  Sciences 

at  Galveston 

May 

15 

University  of  Texas  School 
of  Public  Health  at 

Houston  

-Feb. 

51 
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University  of  Texas 

Southwestern  Medical 
School  at  Dallas  _ 


University  of  Texas  System 


US  Public  Health  servici 
Urinary  Tract  Infections, 

Childhood  _ 

Uterine  Atony  - 

Utilization,  Psychiatric 
Day  Hospital  


Vaccine,  Measles 

Varicella,  Progressive 

Vasectomy 

(Medicine  and  the  Law) 

VEE  

Vendor  Drug  Program  

Venereal  Disease  


Jan.  17, 
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Venezuelan  Equine 
Encephalomyelitis 
Veterans,  Drug  Addiction 
Volunteer  Physicians  for 
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w 

White,  R.  R.  Nov. 

Withdrawal,  Opiates  and 

Barbiturates  Mar. 

Workmen’s  Compensation 
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Gooch,  J.  W. Apr. 

Goodman,  A.  L. Apr. 

Guenther,  J.  C.  Feb. 
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Halbrooks,  N.  E. July 

Harrison,  G.  G. ^ 
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Dry,  L.  K.  July 

P 
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Priday,  C.  May 


Reuss,  G.  T. July 
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Rogers,  P.  A. Dec. 

Rogers,  S.  P.  Feb. 


Sharp,  T.  H. 


Small,  D.  E. 
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Anil  (Stift  0:orb0tt  Cltnir 


306  Coleman  Street 
Post  Office  Box  60 


marlin,  uicxas 


Telephone:  WE  6-3561 


GENERAL  SURGERY 
Howard  O.  Smith.  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D..  F.A.C.S. 
Cecil  A.  McRee,  M.D. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussdl,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 
S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance.  M.D. 

RADIOLOGY 

J.  M.  Brown.  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr..  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 


DENTISTRY 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


•Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
♦Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
•Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

•Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
llaicuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
•Adam  D,  Green,  M.D,,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D.,  D.A.B. O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B. U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S..  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatology 
Landon  W.  Stewart,  M.D.,  Internal  Medicine 

William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 
Richard  B.  Dulany,  M.D.,  Urology 
William  F,  Walton,  D.D.S.,  General  Dentistry 

E.  Nelson  Forsyth,  Jr.,  M.D.,  Gastroenterology  & Internal 
Medicine 

George  D.  Blake,  D.D.S.,  General  Dentistry 
Lucinda  A,  Melichar,  M.D.,  General  Medicine 
Cloyce  L.  Stetson,  Jr.,  M.D.,  Internal  Medicine 
Miss  Billye  J.  Norris,  R.N,,  Director  of  Nurses 
C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


•Inactive  status 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’  s mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  S-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium'  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated;  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/ or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults-.  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
21/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2V2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose  ® packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N.J.  07110 


HELPS  RELIEVE  EMOTIONAL 
SYMPTOMS  OF  MENOPAUSAL 
ESTROGEN  DEFICIENCY 
BECAUSE 

IT  GIVES  HER  BACK 

SOMETHING  SHE’S  LOST 


NO  TRANQUILIZER  CAN  DO  THAT! 


Emotional  symptoms,  such  as  anxiety,  depression, 
nervousness,  and  fatigue,  may  be  related  to  a 
diminishing  production  of  estrogen.  In  such  cases, 
PREMARIN,  by  providing  specific  replacement 
of  estrogen,  can  help  relieve  much  of  the  emo- 
tional distress  of  the  menopause. .. in  addition  to 
the  classic  symptoms  of  hot  flushes  and  sweats. 

Sedatives,  tranquilizers,  and  psychotherapy,  of 
course,  may  be  helpful  in  some  selected  cases, 
but  they  cannot  correct  the  underlying  vasomotor 
and  metabolic  disturbances,  nor  the  nonspecific 
emotional  component  related  to  loss  of  hormonal 
support.''-'’ 

Many  psychosomatic  symptoms  which  occur  at 
this  time  of  life  appear  to  correlate  fairly  well  with 


declining  estrogen  levels.^-s  And  in  patients  where 
emotional  instability  has  been  latent,  such  mani- 
festations may  be  unmasked  and  even  magnified. '* 
Anxiety  and  depression  resulting  from  estrogen 
deficiency  usually  respond  to  estrogen  therapy  in 
a relatively  short  time.^  Other  “psychogenic” 
symptoms  such  as  headaches,  crying  spells,  in- 
somnia, feelings  of  weakness  and  fatigue  due  to 
estrogen  deficiency  may  also  be  relieved.’  '^'®  And 
in  the  large  majority  of  patients,  PREMARIN  im- 
parts a renewed  sense  of  well  being.® 

When  your  menopausal  patient  suffers  emo- 
tional distress  resulting  from  estrogen  deficiency, 
PREMARIN  can  often  help— because  it  gives  her 
back  some  of  the  estrogen  support  she’s  lost. 


BRIEF  SUMMARY.  (For  full  prescribing  information,  see  package  circular.) 
PREMARIN®  (Conjugated  Estrogens  Tablets.  U.S.P.) 

Indications:  PREMARIN  provides  specific  replacement  therapy  in  the  manage- 
ment of  estrogen  deficiency  states,  notably  in  the  menopause  and  postmeno- 
pause. 


Precautions:  In  the  female:  To  avoid  continuous  stimulation  of  breast  an 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with  1 week  res 
period— Withdrawal  bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected  recurrence  is  an  in 
dication  for  curettage. 

In  the  male.  Continuous  therapy  over  prolonged  periods  of  time  may  produc 
gynecomastia,  loss  of  libido,  and  testicular  atrophy. 

Dosage  and  Administration;  Cyclic  administration  is  recommended  (3  weeks  o 
daily  estrogen  therapy  and  1 week  off). 

If  patient  has  not  menstruated  within  last  two  months  or  more,  cyclic  ad 
ministration  is  started  arbitrarily.  If  patient  is  menstruating,  cyclic  administratioi 
IS  started  on  day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting  during  estrogei 
therapy),  increase  estrogen  dosage  as  needed  to  stop  bleeding.  In  the  followinr 
cycle,  the  dosage  level  which  was  employed  for  hemostasis  should  be  used  fo 
daily  administration.  In  subsequent  cycles,  the  estrogen  dosage  is  gradual!' 
reduced  to  the  lowest  level  which  will  maintain  the  patient  symptom-free  (Set 
Precautions.) 

MenopsusG  (natural  or  artificial)— PREMARIN  1.25  mg.  daily,  cyclically.  Ad 
just  dosage  upward  or  downward  according  to  severity  of  symptoms  anc 
response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  tha 
will  provide  effective  control.  Many  clinicians  favor  continuing  cyclic  estroger 
replacement  therapy  throughout  the  postmenopause  as  a protective  influence 


against  accelerated  degenerative  changes  at  the  cellular  level. 

Postmenopause— lU  uterus  is  intact  the  patient  is  considered  postmenopausal 
from  one  year  after  cessation  of  menstruation  to  end  of  life  span.)  If  the  pre- 
senting symptoms  are  those  of  the  menopause,  see  above  for  dosage.  As  a 
protective  measure  against  premature  degenerative  changes  in  bone  and 
cellular  metabolism  {e  g.  atrophic  vaginitis,  osteoporosis),  give  PREMARIN 
daily  and  cyclically.  Adjust  dosage  to  lowest  effective  but  subbleeding  level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis  Vulvae,  and  Pruritus  Vulvae 
— 1.25  mg.  to  3.75  mg.  daily,  or  more,  cyclically— depending  on  the  tissue  re- 
sponse of  the  Individual  patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tablets,  U.S.P  ).  No.  865— 
Each  purple  tablet  contains  2.5  mg.  No.  866— Each  yellow  tablet  contains  1.25 
mg.  No.  867-Each  red  tablet  contains  0.625  mg.  No.  868-Each  green  tablet 
contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also  available  in  unit  dose 
package  of  100. 


References:  1.  Kupperman,  H.S.:  Medical  Aspects  of  Human  Sexuality  f:64 
(Sept.)  1967.  2.  Rhoades,  F.P.:  J.  Amer.  Geriat.  Soc.  75:346  (Apr.)  1967.  3. 
Kerr,  M.D.:  Mod.  Treatm.  5:587  (May)  1968.  4.  Greenblatt,  R.B,,  in  Conn,  H.F. 
(Ed  ):  Current  Therapy  1970.  Philadelphia.  W.B.  Saunders  Company,  1970,  p. 
757.  5.  Astwood,  E.B.,  in  Goodman,  L.S.,  and  Gilman,  A.  (Eds.):  The  Pharma- 
cological Basis  of  Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company, 
1970,  Chap.  69  p.  1538.  6.  Tramont,  C.B,:  Geriatrics  27:212  (Nov.)  1966. 
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The  road  to  recoveiy 

isn't  paved 
with  yellow  bricks. 

It  was  a car-bicycle  accident. 

It  was  one  of  those  things  that  should 
never  happen.  But  it  did.  The  result.  A shattered 
pelvis.  Two  broken  legs.  Six  months  of  traction. 
And  a young  boy  who’s  learning  to  walk  all 
over  again. 

It’s  tough,  but  he’s  getting  the  best 
physical  therapy  treatment  and  the  best 
equipment  money  can  buy. 

And  Blue  Cross/Blue  Shield  is 
helping  pay  for  it. 

The  road  to  recovery  is  long  and 
hard,  and  we  know  it.  But  at  least  we  can  help 
that  ten-year-old  boy  get  on  his  feet  again. 

People  helping  people.  That’s  Blue 
Cross/Blue  Shield. 


BLUE  CROSS*  W BLUE  SHIELD 

GROUP  HOSPITAL  SERVICE  INC  GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY 

Main  at  North  Central  Expressway,  Dallas,  Texas  75222 


* American  Hospital  Association 

* National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


Texas  delegates  introduce  11  resolutions; 
influence  actions  of  AAAA  delegates 


Texas  delegates  to  the  AMA  played  a 
highly  significant  role  in  influencing 
actions  of  the  AMA  House  of  Delegates 
at  the  1972  Annual  Convention  on 
June  18-22  in  San  Francisco. 

The  delegation  introduced  11  resolu- 
tions, believed  to  be  the  largest  number 
presented  by  the  State  at  a national 
meeting.  The  resolutions  related  to 
many  key  issues  of  concern  to  Texas 
physicians  and  resulted  from  actions 
adopted  at  the  1972  annual  session  of 
the  Texas  Medical  Association  in  San 
Antonio.  Discriminatory  actions  of  the 
Federal  Price  Commission  against  phy- 
sicians, protest  of  the  “fraud"  state- 
ment on  Medicaid  checks,  opposition 
to  the  Bennett  Amendment  and  the 
creation  of  PSROs,  protest  of  a ruling 
by  the  Internal  Revenue  Service  affect- 
ing physicians,  and  actions  by  Aetna 
Life  and  Casualty  Company  affecting 
doctors  \were  some  of  the  resolutions 
presented  by  the  Texas  delegation. 

Three  Texas  resolutions  were  ap- 
proved by  the  AMA  House  of  Delegates, 
three  others  were  referred  to  AMA 
boards  and  councils  for  study  and 
recommendation,  and  five  others,  con- 
sidered along  with  expressions  from 
other  states,  prompted  actions  by  the 
House  of  Delegates.  The  Texas  delega- 
tion also  expressed  the  views  of  Texas 
physicians  on  many  other  important 
issues. 

Forty-four  physicians  and  medical 
society  executives  participated  in  the 
deliberations  of  the  Texas  delegation 
in  San  Francisco. 

Dr.  Robert  Mayo  Tenery,  Waxa- 
hachie,  was  elevated  to  the  chairman- 
ship of  the  AMA  Council  on  Constitu- 
tion and  Bylaws.  The  delegation  was 
unsuccessful,  however,  in  its  bid  to 
elect  Dr.  Walter  Walthall,  San  Antonio, 
to  the  Council  on  Medical  Service. 

The  House  of  Delegates  reaffirmed 
the  scheduling  of  the  1976  Annual 
Convention  in  Dallas  in  June,  1976. 
Price  Commission  actions  protested 
The  House  of  Delegates  adopted  a 
Texas  resolution  which  calls  for  the 
AMA  to  continue  its  protests  against 
the  discriminatory  acts  of  the  Federal 
Price  Commission  which  limit  fee  in- 
creases for  physicians  in  private  prac- 
tice to  2.5%,  while  permitting  salary 
increases  of  5.5%  and  higher  to  other 
workers. 


The  Texas  resolution  pointed  out 
that  the  Federal  Price  Commission  is 
allowing  pay  raises  of  up  to  5.5%  to 
employees  in  new  contracts,  while  merit 
raises  of  up  to  7%  may  be  approved 
in  new  and  renewed  contracts.  At  the 
same  time,  physicians  are  limited  to  an 
increase  of  2.5%  in  fees. 

Acknowledging  that  the  differential 
allowed  is  discriminatory,  the  Texas 
delegation  asked  the  AMA  to  step  up 
its  protests  and  to  initiate  whatever 
action  might  be  necessary  to  correct 
this  inequity. 

The  AMA  Board  of  Trustees  has  re- 
peatedly protested  this  discriminatory 
treatment  of  physicians.  Vigorous  pro- 
tests also  have  been  launched  by  two 
physicians.  Dr.  Francis  C.  Coleman  of 
Tampa,  Fla.,  and  Dr.  James  W.  Havi- 
land  of  Seattle,  Wash.,  who  are  mem- 
bers of  the  Health  Services  Advisory 
Committee. 

"Fraud”  statement  resolution 
The  Texas  delegation  asked  the  AMA 
to  continue  opposition  to  the  “fraud” 
statement  which  the  federal  govern- 
ment requires  physicians  to  sign  when 
endorsing  Medicaid  checks. 

The  physician  acknowledges,  when 
he  signs  these  checks,  “that  any  false 
claims,  statements,  or  documents,  or 
concealment  of  a material  fact,  may  be 
prosecuted  under  applicable  federal 
and  state  laws.” 

The  Texas  resolution  pointed  out  that 
this  is  a discriminatory  act  against 
physicians  and  other  providers  of  ser- 
vices. The  statement  itself  is  demean- 
ing and  infers  that  physicians  are 
more  likely  to  commit  fraudulent  acts 
against  the  government  than  are  other 
Americans. 

The  Texas  delegation  requested  the 
AMA  to  appeal,  once  again,  to  the 
Department  of  Health,  Education,  and 
Welfare  to  remove  that  statement  from 
checks  or,  as  an  alternative,  to  ask  the 
Department  to  apply  the  same  require- 
ment to  all  other  checks  which  it  is- 
sues. The  Texas  resolution  also  asked 
the  AMA  to  pursue  any  other  appropri- 
ate approaches  to  achieve  the  same 
considerations  for  physicians  as  apply 
to  other  Americans. 

The  Texas  resoution  was  referred  to 
the  AMA  Board  of  Trustees.  It  was 
acknowledged  that  the  AMA  has  pro- 
tested this  requirement  on  numer- 
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ous  occasions,  including  a recent  meet- 
ing between  AMA  officials  and  the  Sec- 
retary of  Health,  Education,  and  Wel- 
fare. 

PSROs  are  opposed 
The  Texas  delegation  contributed  to 
a spirited  discussion  of  professional 
standards  review  organizations,  as 
characterized  by  the  Bennett  Amend- 
ment now  pending  before  Congress, 
through  a resolution  which  was  pre- 
sented to  the  AMA  House  of  Delegates. 
The  amendment  would  require  the  es- 
tablishment of  PSROs  on  a nationwide 
basis  to  assume  jurisdiction  over  pro- 
grams funded  by  the  Social  Security 
Act. 

The  Texas  resolution  pointed  out 
that  physicians  have  been  utilizing  peer 
review  mechanisms  for  many  years  for 
the  purpose  of  assuring  high-quality 
professional  services  to  patients.  The 
Texas  delegation  expressed  the  view 
that  the  Bennett  Amendment  was  de- 
signed to  exercise  economic  control, 
rather  than  quality  control,  in  the  ren- 
dering of  medical  services.  It  asked  the 
AMA  House  of  Delegates  to  continue  to 
oppose  professional  standards  review 
organizations. 

The  Texas  resolution  and  expressions 
from  California,  Pennsylvania,  Massa- 
chusetts, and  others  subsequently  were 
referred  to  the  AMA’s  Council  on  Medi- 
cal Service.  The  Council  was  instructed 
to  report  back  at  the  1972  Clinical 
Convention  in  November  at  Cincinnati. 

The  House  of  Delegates,  neverthe- 
less, did  approve  another  report  which 
supported  fully  the  testimony  which 
the  AMA  had  presented  earlier  before 
Congress  and  which  contained  a strong 
recommendation  that  the  PSRO  Amend- 
ment not  be  adopted.  In  that  testi- 
mony, the  AMA  pointed  out  that  the 
mechanism  of  PSRO  has  the  capability 
— whether  the  reason  is  economic  or 
otherwise — for  molding  health  care  ser- 
vices and  structuring  health  care  treat- 
ment for  the  nation.  It  also  pointed  out 
that  the  creation  and  operation  of 
PSROs  throughout  the  country,  with 
their  development,  maintenance,  and 
review  of  profiles  and  records  of  all 
program  beneficiaries  and  providers, 
will  be  a massive  and  extremely  costly 
undertaking  and  will  result  in  duplica- 
tion of  many  existing  peer  review  re- 
sources. If  PSRO  is  enacted,  the  AMA 
testified,  it  "would  lock  peer  review  into 
one  single,  untested,  nationwide  pro- 
gram, with  unpredictable  consequenc- 
es.” 


CMIT  revision  planned 
A Texas  resolution  calling  for  the  Amer- 
ican Medical  Association  to  revise  Cur- 
rent Medical  Information  and  Terminol- 
ogy (CMIT)  in  the  shortest  time  feasible 
to  include  the  symptom  and  ill-defined 
diagnosis  was  approved  by  the  AMA 
House  of  Delegates. 

Texas  delegates  pointed  out  that  it 
is  becoming  increasingly  important  that 
physicians  be  able  to  precisely  define 
and  codify  the  services  which  they  ren- 
der to  patients.  This  will  enable  physi- 
cians to  be  compensated  more  fairly 
for  the  services  which  they  have  ren- 
dered. 

The  AMA  staff  presently  is  develop- 
ing a list  by  definition  and  coding  for 
inclusion  in  the  next  edition  of  CMIT. 
Keogh  plan  ruling  to  be  protested 
Acting  favorably  upon  a Texas  resolu- 
tion, the  AMA  House  of  Delegates  will 
file  a formal  protest  against  a ruling 
by  the  Internal  Revenue  Service  vi/hich 
prohibits  a physician  and  others  who 
are  self-employed  from  withdrawing  vol- 
untary contributions  to  a Keogh  plan 
prior  to  age  59i/2,  in  the  absence  of 
disability  or  death. 

Last  year,  the  IRS  issued  Revised 
Ruling  72-98  affecting  the  withdrawal 
of  voluntary  contributions  to  Keogh 
Plans.  Prior  to  the  ruling,  any  partici- 
pant in  a Keogh  Plan  could  withdraw 
his  voluntary  contributions  (those  con- 
tributions which  a physician  may  make 
in  excess  of  the  limited  contributions 
for  which  the  individual  can  take  a tax 
deduction).  Under  Keogh,  the  self-em- 
ployed may  contribute  up  to  10%  of 
income,  not  to  exceed  $2,500. 

In  Ruling  72-98,  IRS  has  stated  that 
an  “owner-participant”  cannot  withdraw 
those  voluntary  contributions  even 
though  the  owner’s  employees  could 
take  out  voluntary  funds  which  they 
might  contribute. 

This  unjust  ruling  means  that  a phy- 
sician who  participates  in  a Keogh  Plan 
cannot  withdraw  money  from  an  invest- 
ment even  though  he  previously  had 
paid  taxes  on  those  earnings.  At  the 
same  time,  the  physician’s  employee 
participating  in  the  same  plan  can 
withdraw  his  or  her  voluntary  contribu- 
tions. 

When  Congress  passed  H.R.  10  and 
established  the  authority  for  self-em- 
ployed retirement  plans,  the  expressed 
intention  was  to  provide  somewhat  sim- 
ilar tax  advantages — with  limits  of 
$2,500  a year — to  the  self-employed  as 
the  corporate  employee. 

Texas  delegates  expressed  great  con- 


cern that  IRS  has  overridden  Congres- 
sional intent  and  has  rendered  an  arbi- 
trary and  discriminatory  ruling.  This 
prompted  the  introduction  of  a resolu- 
tion adopted  by  the  Texas  Medical  As- 
sociation at  the  1972  Annual  Session. 
The  adoption  of  the  Texas  resolution  at 
San  Francisco  places  the  AMA  firmly  on 
record  against  the  IRS  ruling. 
Unification  urged 

The  Texas  delegation  asked  the  AMA 
to  provide  better  representation  for 
the  medical  profession  and  to  unify 
state  medical  and  specialty  societies 
into  the  national  organization.  The  Tex- 
as resolution  also  asked  the  AMA  to 
provide  proportionate  representation  of 
these  organizations  in  the  AMA  House 
of  Delegates. 

The  resolution  was  considered  along 
with  related  resolutions  from  Alaska, 
Massachusetts,  and  Ohio. 

The  House  of  Delegates  voted  to 
continue  representation  by  state  medi- 
cal societies  on  the  proportionate  basis 
of  physicians  in  the  state  who  belong 
to  the  AMA.  Texas  has  nine  delegates, 
based  upon  8,600  dues-paying  or  dues- 
exempt  members  of  the  AMA.  Repre- 
sentation is  on  the  basis  of  one  dele- 
gate for  each  1,000  members,  or  any 
fraction  thereof. 

The  House  of  Delegates  directed  the 
Council  on  Long-Range  Planning  and 
Development  to  continue  to  devote 
consideration  to  the  unification  of  the 
medical  profession  and  to  explore 
methods  whereby  specialty  societies 
and  other  medical  organizations  may 
achieve  greater  input  into  the  AMA. 
Intern,  resident  members 
The  Texas  delegation  is  continuing  its 
efforts  to  encourage  interns  and  resi- 
dents to  become  members  of  county, 
state,  and  national  medical  societies 
and  to  provide  them  with  opportunities 
to  participate  actively  in  shaping  the 
future  of  medicine  and  the  delivery  of 
medical  care. 

Texas  asked  the  AMA  to  make  in- 
terns and  residents  eligible  for  mem- 
bership without  paying  dues,  or  to 
charge  $20  to  house  staff  who  want 
regular  membership  which  includes  per- 
sonal subscriptions  to  AMA  publications 
and  other  benefits. 

Representatives  of  the  AMA’s  new 
Section  on  Interns  and  Residents  op- 
posed the  resolution,  indicating  that 
they  preferred  to  pay  their  own  way. 
They  did  point  out,  however,  that  a 
wide  discrepancy  exists  in  the  amount 
of  dues  charged  interns  and  residents 
by  county  and  state  societies.  The  AMA 
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House,  therefore,  voted  to  modify  the 
Texas  resolution,  and  urged  county  and 
state  societies  to  charge  only  nominal 
dues.  TMA  charges  no  dues  for  interns 
and  residents.  They  may  subscribe  to 
Texas  Medicine  and  other  publications 
for  only  $5  annually. 

The  Texas  delegation  also  influenced 
action  of  the  House  of  Delegates  re- 
lating to  the  participation  of  interns 
and  residents  in  councils  of  the  AMA. 
The  House  approved  in  principle  the 
expansion  of  the  AMA’s  Councils  on 
Medical  Education,  Medical  Service, 
and  Long-Range  Planning  and  Develop- 
ment to  include  an  intern  or  resident 
as  a member  of  each  council,  but  re- 
ferred the  proposal  for  study  prior  to 
further  consideration  at  the  AMA  Clini- 
cal Convention  later  this  year. 
Communications  techniques 
Texas  delegates  joined  with  North 
Carolina  delegates  to  encourage  use  of 
every  available  communication  tech- 
nique to  disseminate  information  to 
physicians  and  to  the  public. 

The  Texas  delegation  had  been  con- 
cerned about  action  adopted  by  the 
AMA  House  last  December  which  asked 
the  national  organization  to  refrain 
from  engaging  in  the  field  of  develop- 
ing and  distributing  taped  scientific 
medical  informational  materials  for 
physicians  since  they  already  are  avail- 
able. The  Audio  Digest  Foundation,  a 
subsidiary  of  the  California  Medical 
Association,  is  producing  and  distribut- 
ing tapes  in  the  field  of  continuing 
medical  education. 

There  are  many  Texas  physicians 
who  have  subscribed  to  the  AMA  Audio 
News  Journal,  a monthly  taped  com- 
pendium of  scientific,  socioeconomic, 
and  legislative  information.  The  Texas 
resolution  emphasized  that  the  AMA 
should  not  be  restrained  from  dissemi- 
nating scientific  medical  informational 
materials  in  any  manner.  It  called  for 
the  reestablishment  of  a policy  calling 
for  the  AMA  to  develop  and  distribute 
scientific  medical  information  for  phy- 
sicians in  every  way  possible. 

Though  the  Texas  resolution  was  not 
adopted,  the  AMA  House  did  approve 
a somewhat  similar  expression  from 
North  Carolina  which  was  more  broadly 
based. 

Prenatal  records 

The  AMA  Committee  on  Maternal  and 
Child  Care  was  requested  by  the  AMA 
House  of  Delegates  to  study  a Texas 
resolution  which  asks  that  a require- 
ment for  a complete  prental  record  in 
the  hospital  chart  of  obstetrical  pa- 
tients be  removed  by  the  Joint  Com- 


mission on  Accreditation  of  Hospitals. 

The  resolution,  adopted  by  the  TMA 
House  of  Delegates,  stated  that  the 
availability  of  the  complete  prenatal 
record  is  not  necessary  to  insure  a 
safe  delivery.  The  resolution  pointed 
out  that  if  certain  conditions  or  contra- 
indications do  exist  which  could  jeop- 
ardize safe  delivery,  they  can  be  made 
known  to  the  obstetrical  section  of  the 
hospital  by  the  physician  at  or  before 
the  time  of  admission. 

Discussion  of  the  resolution  revealed 
that  there  actually  is  no  requirement  in 
the  standards  of  the  Joint  Commission 
for  a complete  prenatal  record  in  the 
chart  of  obstetrical  patients.  The  sug- 
gestion that  there  be  such  a record 
appears  in  the  Guidelines  for  the  For- 
mulation of  Medical  Staff  Bylaws,  Rules 
and  Regulations,  published  by  the 
Joint  Commission.  “They  are  intended 
only  for  use  as  a guide,  but  a hospi- 
tal’s own  medical  staff  bylaws,  rules 
and  regulations  must  be  written  to  suit 
local  conditions,  preferably  with  the 
assistance  of  local  counsel.” 

Representatives  of  various  specialty 
societies  testified  at  the  hearing  regard- 
ing the  advisability  of  a prenatal  record 
being  included  as  a requirement  for 
medical  records  by  hospital  medical 
staffs.  It  also  was  reported  that  the 
AMA  Committee  on  Maternal  and  Child 
Health  is  developing  a simplified  uni- 
form prenatal  record.  These  factors 
prompted  the  AMA  House  of  Delegates 
to  refer  the  Texas  resolution  to  the 
Committee  on  Maternal  and  Child  Care 
“for  consideration  and  appropriate  dis- 
position.” 

Nuclear  medicine  certification 
A difficult  problem  relating  to  certifica- 
tion in  nuclear  medicine  has  been  re- 
solved to  the  apparent  satisfaction  of 
specialists  in  several  fields  of  practice. 

The  AMA  House  of  Delegates  has 
approved  recommendations  that  the 
American  Board  of  Nuclear  Medicine 
can  issue  a general  certification  in  the 
field  of  practice  represented  by  that 
conjoint  board.  In  addition,  the  Ameri- 
can Board  of  Radiology  has  been  au- 
thorized to  issue  certificates  in  diag- 
nostic radiology,  with  special  compe- 
tence in  nuclear  radiology,  in  coopera- 
tion with  the  American  Board  of  Nu- 
clear Medicine.  Similarly,  the  American 
Board  of  Pathology  has  been  authorized 
to  issue  certificates  of  special  compe- 
tence in  radioisotopic  pathology,  in  co- 
operation with  the  American  Board  of 
Nuclear  Medicine. 

The  Texas  delegation,  acting  at  the 
request  of  the  Texas  Medical  Associa- 


tion, had  introduced  a resolution  asking 
the  AMA  House  to  adopt  the  concept 
of  limited  certification  by  the  American 
Board  of  Pathology  and  the  American 
Board  of  Radiology  in  cooperation  with 
the  conjoint  board.  Six  other  state  dele- 
gations introduced  similar  resolutions. 
Peer  review  mechanism  urged 
The  AMA  House  of  Delegates  adopted 
a stand  calling  upon  third-party  car- 
riers, management,  and  labor  to  con- 
sult with  “duly  constituted  represent- 
atives of  organized  medicine”  before 
determining  “usual,  customary,  and 
reasonable  fees”  in  contracts  which  in- 
clude physicians’  fees. 

The  AMA  further  called  upon  third 
parties  to  make  use  of  peer  review 
mechanisms,  wherever  they  exist,  as  a 
primary  method  of  resolving  difficulties 
prior  to  threats  of  litigation.  Physicians 
and  the  medical  profession,  in  turn, 
were  asked  to  continue  to  actively  sup- 
port development  of  peer  review  mech- 
anisms where  they  do  not  exist.  The 
resolution  also  encouraged  use  of  the 
peer  review  mechanism  when  disputes 
exist  between  patients,  physicians,  and 
third  parties  on  the  quality  of  medical 
care,  professional  fees,  or  medical  ne- 
cessity for  hospitalization. 

The  resolution  emphasized  that  the 
medical  profession  “will  not  condone 
or  tolerate  action  on  the  part  of  any 
third  party  that  would  encourage  or 
promulgate  litigation  in  the  settlement 
of  any  such  dispute.” 

The  Texas  delegation  had  submitted 
a resolution  adopted  by  the  TMA  House 
of  Delegates  protesting  the  action  of 
Aetna  Life  and  Casualty  Company 
which  had  advised  some  of  its  policy- 
holders that  Aetna  would  support  and 
assist  them  in  avoiding  payment  of 
fees  for  medical  services  that  are  in 
excess  of  the  amount  determined  al- 
lowable by  the  company.  The  TMA 
House  of  Delegates  felt  that  this  was  a 
serious  violation  of  the  physician-pa- 
tient relationship  and  the  usual,  cus- 
tomary, and  reasonable  fee  concept. 

Texas,  Tennessee,  and  Oregon  had 
submitted  similar  resolutions  for  con- 
sideration by  the  AMA  House  of  Dele- 
gates. Illinois  and  Louisiana  presented 
amendments  and  the  House  adopted 
the  substitute  resolution  from  the 
floor. 

The  AMA  resolution  also  called  upon 
the  AMA  Council  on  Medical  Service  to 
meet  with  Aetna  representatives  to 
solve  the  current  conflict  and  reminded 
physicians  that  they  have  the  right  to 
enter  into  prior  agreement  with  pa- 
tients regarding  fees. 
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WHEN 
THE  GOING 
GETS 
ROUGH 


THERE’S  TMA’S  MAJOR  MEDICAL  INSURANCE  TO  TIDE 
YOU  OVER. 


THESE  REVISED  MAJOR  MEDICAL  BENEFITS  ARE  GOING  INTO 
EFFECT  ON  AUGUST  1 , 1 972: 


• $100,000  OVERALL  MAXIMUM  PER  PERSON 

• ONE  DEDUCTIBLE  PER  PERSON  PER  YEAR 

• INCREASED  MAXIMUM  AFTER  AGE  70  TO  $10,000 

• INCREASED  MAXIMUM  FOR  MENTAL  ILLNESS  TO  $10,000 


ALSO,  TWO  NEW  MAJOR  MEDICAL  OPTIONS  WILL  BE  MADE  AVAIL- 
ABLE TO  YOU  AUGUST  1 : 

• ADDITION  OF  “IN  HOSPITAL”  PROFESSIONAL  FEE  COVERAGE  TO  YOUR 
TMA  MAJOR  MEDICAL  PLAN 

• $100  DEDUCTIBLE  PLAN  IN  LIEU  OF  PRESENT  DEDUCTIBLES 

For  Information  Contact: 

the  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Phone-512/476-6551 
Underwritten  By 

Prudential 
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Five  added  to  faculty  of 
Houston  medical  school 

Five  more  faculty  members  have  joined 
the  staff  of  The  University  of  Texas 
Medical  School  at  Houston,  Dean 
Cheves  McCord  Smythe  announced  in 
late  May. 

This  addition  gives  the  two-year-old 
medical  school  approximately  50  full- 
time faculty  members.  The  school  has 
51  students  in  their  sophomore  and 
junior  years,  and  48  freshmen  were 
scheduled  to  begin  classes  in  late  June. 

The  new  professors  include:  Dr.  Gil- 
bert A.  Castro,  associate  professor  of 
physiology;  Dr.  Arthur  D.  Katser,  as- 
sistant professor  of  biomedical  com- 
munications and  associate  director  of 
the  program  in  learning  resources;  Dr. 
James  H.  Anderson,  assistant  profes- 
sor of  physiology;  Dr.  Harvey  B.  Nudel- 
man,  assistant  professor  of  behavioral 
biology;  and  Dr.  David  Sirbasku,  as- 
sistant professor  of  biochemistry  and 
molecular  biology. 

Dr.  Castro  earned  his  doctorate  in 
microbiology  from  The  University  of 
Texas  Medical  Branch  at  Galveston  in 
1966  and  then  completed  a two-year 
National  Institutes  of  Health  fellowship 
at  the  University  of  Massachusetts. 

Prior  to  coming  to  Houston,  he  was 
an  associate  professor  of  parasitology 
at  the  University  of  Oklahoma  Medical 
Center  in  Oklahoma  City.  Dr.  Castro  has 
also  served  as  a visiting  professor  of 
parasitology  at  the  University  of  Sai- 
gon Medical  School  in  the  Republic  of 
Vietnam. 

Dr.  Katser,  who  began  his  career  as 
a high  school  instructor,  received  an 
educational  doctorate  in  secondary  edu- 
cation and  curriculum  from  Michigan 
State  University  in  1969.  He  has  work- 
ed on  the  staffs  of  both  the  MSU 
Media  Institute  and  Instructional  Media 
Center. 

Since  1969,  Dr.  Katser  has  been  an 
assistant  professor  of  education  at  the 
University  of  Houston.  He  has  served 
as  director  of  an  audiovisual  resources 
program  for  the  Kansas  City  Regional 
Council  for  Higher  Education. 

In  addition  to  his  appointment  to  the 
medical  school  faculty,  Dr.  Anderson  is 
an  assistant  professor  of  radiology  at 
The  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute.  He  earn- 
ed his  doctorate  in  physiology  from  the 
University  of  Illinois  in  1971. 

Dr.  Anderson  taught  general  biology, 
human  physiology,  and  electron  micro- 
scopy while  a graduate  student  at  Illi- 


nois, where  he  also  conducted  research 
in  aquatic  biology  and  physiology. 

After  earning  a doctorate  in  physiol- 
ogy and  bioengineering  from  the  Uni- 
versity of  Illinois  Medical  Center  at  Chi- 
cago in  1971,  Dr.  Nudelman  came  to 
Rice  University.  At  Rice,  he  served  as 
a postdoctoral  fellow,  then  research  en- 
gineer in  the  department  of  biomedical 
engineering. 

Dr.  Nudelman,  who  will  primarily 
teach  neurophysiology,  is  a consultant 
to  the  Texas  Research  Institute  of  Men- 
tal Sciences  in  Houston. 

Dr.  Sirbasku  comes  to  the  Houston 
medical  school  after  two  years  as  a 
research  biologist  and  special  fellow 
with  the  University  of  California  at  San 
Diego.  He  received  his  doctorate  in  bio- 
chemistry in  1967  from  the  University 
of  Illinois  Medical  Center. 

He  was  also  a postdoctoral  fellow 
and  research  associate  in  the  depart- 
ment of  biology  at  the  Massachusetts 
Institute  of  Technology. 

Doctor  draft  halted 
for  rest  of  this  year 

In  late  May,  the  Department  of  De- 
fense announced  that  no  more  physi- 
cians will  be  drafted  into  the  military 
services  for  the  rest  of  1972. 

Secretary  of  defense  Melvin  R.  Laird 
added  that  no  draft  will  be  necessary 
for  dentists,  veterinarians,  or  optome- 
trists during  the  year  either. 

The  plan  not  to  use  a “doctor  draft” 
in  1972  was  said  to  result  from  a num- 
ber of  factors,  including  the  willingness 
of  recent  medical  school  graduates  to 
voluntarily  accept  a tour  of  active 
duty;  the  number  of  prior  physician 
graduates  committed  to  service  in  the 
military  through  the  Berry  Plan  (which 
allows  graduates  to  defer  their  military 
obligation  until  specialty  training  is 
completed);  the  declining  number  of 
military,  thus  reducing  the  need  for 
extra  medical  personnel;  and  actions 
by  the  secretaries  of  the  military  de- 
partments and  their  surgeons  general 
to  improve  use  of  critical  health  per- 
sonnel. 

Emphasizing  that  the  next  few  years 
will  be  critical  ones.  Dr.  Richard  S. 
Wilbur,  assistant  secretary  of  defense 
for  health  and  environment,  expressed 
hope  that  in  the  future  no  conscription 
of  health  professionals  will  be  neces- 
sary, except  in  cases  of  national 
emergency. 

He  added  that  it  may  still  be  neces- 
sary, however,  to  draft  doctors  again 


before  the  current  Selective  Service 
law  expires  in  mid-1973  if  it  appears 
that  the  number  of  military  physicians 
would  fall  short  of  requirements  after 
the  law  ends. 

Dr.  Wilbur  is  hopeful,  though,  that 
Congress  will  approve  additional  funds 
for  special  pay  and  retention  bonuses, 
thereby  making  military  service  more 
attractive  for  physicians  and  other 
medical  personnel. 

Figures  estimate  that  there  are  some 
14,500  physicians  now  serving  with  the 
armed  forces,  1,531  of  which  were 
drafted  during  the  fiscal  year  that 
ended  on  July  1. 

UTMB  president  named 
interim  dean  at  UTMSSA 

On  June  7,  Dr.  Charles  A.  LeMaistre, 
chancellor  of  The  University  of  Texas 
System,  announced  the  appointment 
of  Dr.  Truman  G.  Blocker,  Jr.,  president 
of  the  UT  Medical  Branch,  as  interim 
dean  of  the  UT  Medical  School  at  San 
Antonio. 

Dr.  LeMaistre  explained  that  Dr. 
Blocker  will  serve  only  until  a succes- 
sor for  former  dean  Dr.  F.  Carter  Pan- 
nill  is  named.  Dr.  Pannill  was  relieved 
of  his  duties  as  dean  of  UT  Medical 
School  at  San  Antonio  on  June  6 by 
chancellor  LeMaistre. 

“We  are  most  fortunate  to  have  a 
strong  university  system  so  that  the 
strength  of  individual  components  can 
be  utilized  in  times  of  administrative 
change,”  Dr.  LeMaistre  said. 

“Truman  Blocker  is  a distinguished 
educator,  surgeon,  Texan,  and  Ameri- 
can. This  will  not  be  the  first  time  Dr. 
Blocker  and  his  institution  have  moved 
to  assist  San  Antonio.  Indeed,  many 
students  in  the  first  entering  class  at 
UT  San  Antonio  Medical  School  re- 
ceived their  first  two  years'  training  at 
UTMB,  enabling  the  university  system 
to  get  UT  San  Antonio  Medical  School 
under  way  prior  to  the  completion  of 
its  buildings.” 

The  university  system  chancellor 
also  announced  that  Dr.  P.  O'B.  Mont- 
gomery, special  assistant  to  the  chan- 
cellor, v/ill  undertake,  as  requested 
several  weeks  ago  by  Dr.  Pannill,  an 
assignment  with  UTMSSA’s  pathology 
department.  The  department  has  lost 
several  faculty  members. 

Dr.  LeMaistre  said  that  procedures 
involving  consultation  with  UTMSSA 
students,  faculty  members,  and  admin- 
istrative personnel  will  begin  as  soon 
as  possible  to  select  a new  dean  for 
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the  school.  The  chancellor  emphasized 
that  Dr.  Blocker  is  not  a candidate  for 
the  dean’s  post  and  that  the  UTMB 
president  will  return  to  his  Galveston 
post  as  soon  as  a new  dean  for 
UTMSSA  is  named. 

Journal  gives  awards 
for  writing  excellence 

Ronald  J.  Taska  and  Dr.  Richard  0. 
Rothwell  have  been  named  winners  in 
the  seventh  annual  competition  for  the 
Texas  Medicine  award  for  excellence  in 
scientific  writing. 

First  place  in  the  writing  contest 
went  to  Taska,  who  is  a third-year  med- 
ical student  at  Baylor  College  of  Medi- 
cine in  Houston.  Due  to  receive  an  MD 
degree  and  an  MS  degree  in  pharma- 
cology from  Baylor  in  June,  1973, 
Taska  earned  his  BA  degree  from  The 
University  of  Texas  at  Austin,  graduat- 
ing with  highest  honors.  A native  of 
Freeport,  the  award  winner  will  receive 
a $300  cash  award,  and  his  manu- 
script, titled  “Peripheral  Tissue  Distri- 
bution, Brain  Distribution,  Metabolism, 
Placental  Transfer,  and  Fetal  Distribu- 
tion of  Mescaline-i^C  in  Monkeys,” 
will  be  published  in  Texas  Medicine. 

Dr.  Rothwell,  who  was  just  graduated 
from  The  University  of  Texas  Medical 
School  at  San  Antonio  this  past  June, 
won  second  prize  in  the  contest  with 
his  article,  “Response  of  Rabbit  Myo- 
metrium In  Vitro  to  Prostaglandin  F.^a 
Monitoring  Spontaneous  and  Electrical 
Field  Stimulation  Activity.”  Born  in 
Abilene,  Dr.  Rothwell  is  the  son  of 
Mr.  and  Mrs.  Charles  Rothwell,  now  of 
Portland.  He  received  his  BA  degree 
from  The  University  of  Texas  at  Austin. 

Dr.  Rothwell  was  presented  his  cash 
award  of  $100  by  Dr.  John  M.  Smith, 
Jr.,  of  San  Antonio,  chairman  of  the 
Board  of  Publication  for  Texas  Medi- 
cine. His  article  also  will  be  published 
in  an  upcoming  issue  of  the  journal. 

Texas  student  elected 
SAMA  house  speaker 

New  speaker  of  the  House  of  Delegates 
of  the  Student  American  Medical  Asso- 
ciation is  William  J.  Mangold,  Jr.,  of 
Lockney,  a third-year  medical  student 
at  The  University  of  Texas  Medical 
School  at  San  Antonio. 

Mangold,  who  has  been  quite  active 
in  medical  affairs  on  both  local  and 
national  levels,  was  elected  to  the  posi- 
tion at  SAMA’s  annual  meeting  in  Los 
Angeles,  Calif.,  held  April  28-May  1. 
Following  his  election,  the  new  speaker 
attended  the  Texas  Medical  Associa- 


Baylor  student  Ronald  J.  Taska  took  first 
place  in  the  competition  for  the  Texas  Medi- 
cine award  for  excellence  in  scientific  writ- 
ing. Taska  is  in  his  third  year  of  medical 
school.  His  paper  will  be  included  in  an 
upcoming  issue  of  the  journal. 

tion’s  Annual  Session  in  San  Antonio 
and  addressed  members  of  the  TMA 
House  of  Delegates. 

Mangold  outlined  his  views  on  or- 
ganized medicine  for  delegates.  “Or- 
ganized medicine  is  not  dead,”  he 
emphasized.  “Not  only  is  it  not  dead, 
but  I do  not  believe  it  is  even  dying. 
The  primary  argument  of  those  who 
would  have  us  believe  the  contrary  is 
the  statistic  which  indicates  the  de- 
creasing percentage  of  membership  of 
physicians  in  the  American  Medical 
Association.  But  we  are  in  a period  of 
our  history  characterized  by  a lack  of 
willingness  on  the  part  of  many  to  join 
any  organization  identified  as  ‘estab- 
lishment-oriented.’ ” 

He  added  that  “the  prime  issue  in 
the  campaign  for  speaker  of  the  SAMA 
House  concerned  relationships  between 
SAMA  and  organized  medicine  in  gen- 
eral, specifically  with  the  AMA.” 

Mangold  said  that  in  the  race  for 
the  speakership  his  opponent  advo- 
cated breaking  all  ties  with  the  AMA, 
while  Mangold  demanded  that  SAMA 
continue  to  work  with  the  AMA.  “I  was 
elected  by  the  largest  majority  of  any 
officer,”  he  said.  “That  tells  me  that 
the  new  medical  students  in  America 
are  convinced  the  right  way  to  get 
things  done  is  by  working  through  or- 
ganized medicine  from  the  local  level, 
through  to  the  state  level,  and  all  the 
way  to  the  AMA.” 

The  new  SAMA  House  speaker  also 
commented  that  students  are  becom- 
ing more  conservative  in  their  ap- 
proach to  problem  solving  in  the  socio- 
economic and  legislative  areas. 

In  addition,  he  outlined  the  coopera- 
tion between  students  and  the  local 
county  medical  society  in  San  Antonio. 


Dr.  John  M.  Smith,  Jr.,  (right)  of  San  An- 
tonio, chairman  of  the  Board  of  Publication 
for  Texas  Medicine,  presents  new  MD  Dr. 
Richard  O.  Rothwell  (left)  a check  for  $100 
for  placing  second  in  the  journal’s  annual 
competition  for  excellence  in  medical  writing. 

Mangold  has  served  as  an  advisor 
to  the  Department  of  Health,  Educa- 
tion, and  Welfare’s  commission  on 
medical  malpractice  and  as  a member 
of  a federal  committee  studying  the 
voluntary  medical  corps.  Also  an  attor- 
ney, Mangold  is  currently  a member 
of  a special  committee  named  by  the 
American  Bar  Association  to  work  in 
cooperation  with  the  American  Medical 
Association. 

On  a local  level,  he  has  been  presi- 
dent of  his  freshman  class  and  of  the 
local  SAMA  chapter.  He  is  a charter 
member  of  the  Family  Practice  Student 
Association  and  has  been  active  on  a 
number  of  student-faculty  committees 
concerned  with  community  relations 
and  health  care. 

Aid  for  rural  doctors  is 
goal  of  county  committee 

A proposal  to  the  military  services 
which  was  aimed  at  obtaining  some 
relief  for  family  physicians  in  remote 
Texas  communities  has  been  turned 
down,  but  the  physicians  who  made  the 
suggestion  haven’t  given  up  on  finding 
a solution  to  the  problem. 

In  the  past  several  months.  Dr. 
Ralph  Chase  of  San  Angelo,  acting  on 
behalf  of  the  committee  for  community 
health  service  of  the  Tom  Green  Eight 
County  Medical  Society,  has  been  cor- 
responding with  family  physicians  in 
West  Texas,  Texas  Sen.  John  Tower, 
and  Dr.  Richard  S.  Wilbur,  assistant 
secretary  of  defense  for  health  and 
environment. 

As  committee  chairman.  Dr.  Chase’s 
purpose  in  conducting  the  extensive 
correspondence  was  to  present  the 
committee’s  proposed  solution  to  a 
common  problem  faced  by  all  relative- 
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ly  isolated  general  practitioners — that 
of  being  unable  to  find  relief  physi- 
cians who  will  temporarily  take  over 
practices  while  the  rural  doctor  takes 
a well-earned  vacation  or  attends  a 
refresher  course  in  another  part  of  the 
state. 

In  his  letter  to  Dr.  Wilbur,  Dr.  Chase 
explained  that  a survey  had  been 
made  of  56  physicians  practicing  in 
West  Texas  communities  and  that  a 
large  majority  of  those  responding  to 
the  survey  (more  than  35  of  38)  indi- 
cated they  would  be  willing  to  pay  as 
much  as  $100  per  day  for  an  off-duty 
academic  or  military  relief  physician. 

“We  request,”  wrote  Dr.  Chase, 
“that  physicians  in  Army,  Navy,  and 
Air  Force  facilities  in  Texas  and  adjoin- 
ing states,  if  those  physicians'  regular 
duties  are  not  thus  compromised,  be 
permitted  to  be  employed  during  off- 
duty  hours  by  civilian  physicians  in 
the  remote  communities  of  Texas.” 
Dr.  Chase  added  that  the  Texas  Medi- 
cal Association’s  Committee  on  Rural 
Health  had  endorsed  the  idea  and  that 
the  Association  would  be  willing  to 
maintain  a registry  of  such  physicians 
“so  that  the  rural  physician  and  his 
military  counterpart  may  reach  one 
another.” 

In  reply.  Dr.  Wilbur  noted  that  the 
idea  suggested  is  now  permitted,  but 
discouraged  under  current  policies  of 
the  military  services.  He  added  that 
“it  would  be  imprudent  to  approve  the 
establishment  of  ...  a registry,”  which 
Dr.  Wilbur  commented  was  the  key 
element  in  the  request. 

The  assistant  secretary  of  defense 
pointed  out  that  “the  military  services 
have  found  it  necessary,  to  date,  to 
draft  physicians  in  order  to  meet  their 
health  manpower  requirements.”  He 
commented,  “As  we  move  toward  the 
all  volunteer  force,  our  capability  to 
provide  significant  health  care  assist- 
ance to  the  civilian  community  without 
compromise  to  the  military  physician’s 
regular  duties  appears  remote.” 

In  finally  disapproving  the  sugges- 
tion, Dr.  Wilbur  wrote,  “The  prior  plan- 
ning required  by  the  civilian  physician 
includes  assurance  that  a replacement 
will  be  available  at  the  appointed  time. 
The  present  military  personnel  turbu- 
lence and  fluctuating  medical  work 
loads  preclude  such  assurances.” 

Sen.  Tower,  who  also  received  a 
copy  of  the  committee’s  recommenda- 
tion and  request  to  Dr.  Wilbur,  an- 
swered Dr.  Chase’s  letter,  saying,  “I 
feel  very  strongly  that  the  health  care 
needs  of  our  state’s  smaller  communi- 


ties must  be  properly  met  if,  in  fact, 
we  are  going  to  advance  their  viability. 
Consequently,  I have  alerted  Dr.  Wilbur 
to  my  personal  interest  in  the  recom- 
mendation and  request  you  have  sub- 
mitted to  him  ...  I have  asked  him 
to  keep  me  informed  of  all  develop- 
ments.” 

Now,  although  the  suggestion  for 
use  of  off-duty  military  relief  physicians 
has  been  denied,  the  committee  has 
not  stopped  searching  for  an  answer 
to  the  problem.  Dr.  Chase  reports  that 
upon  further  reflection  the  committee 
decided  that  the  “secret”  of  a suc- 
cessful solo  practice  in  a small,  remote 
community  is  the  organizational  ability 
of  the  contented  practitioner  in  the 
rural  setting.  Furthermore,  such  rural 
family  physicians  who  have  remained 
in  such  communities  have  almost  in- 
variably over  the  years  “perfected  a 
team,  including  an  assistant,  trained 
by  preceptorship,  to  deliver  compre- 
hensive patient  care,  while  the  physi- 
cian who  has  failed  in  the  remote  com- 
munity is  one  who  either  does  not  have 
the  time  or  the  ability  to  train  such 
an  assistant.” 

Accordingly,  the  committee  for  com- 
munity health  service  of  the  Tom 
Green  Eight  County  Medical  Society 
has  now  moved  to  open  communica- 
tions with  various  academic  institu- 
tions to  encourage  them  to  perfect  a 
program  of  training  assistants  for  rural 
physicians,  “whether  paramedics  or 
nurse  practitioners,  to  work  with  each 
fledgling  family  physician  in  his  last 
year  of  training  and  thence  to  accom- 
pany him  as  he  seeks  his  fortune  in  a 
remote  community.” 

Even  if  this  approach  is  also  reject- 
ed, the  committee  plans  to  continue 
its  efforts  in  an  attempt  to  find  practi- 
cable solutions  to  assist  the  family 
practitioner  in  a remote  community 
to  stay  in  the  community  providing 
much-needed  care. 

MD  mayors  everywhere! 

The  list  of  MD  mayors  keeps  growing! 

After  Texas  Medicine  published  a fea- 
ture article  in  the  March,  1972,  issue 
on  these  active,  civic-minded  physi- 
cians, it  was  discovered  that,  despite 
hours  of  research,  some  MD  mayors 
were  not  listed. 

Folks  wrote  and  told  of  at  least 
three  physician  mayors  that  were  over- 
looked— Dr.  J.  Manly  Bryan  of  Canyon, 
Dr.  Paul  Laird  of  Irving,  and  Dr.  Stan- 
ley Woodward  of  New  Braunfels. 

Dr.  Bryan,  according  to  Mrs.  Carlie 
Umphres,  executive  secretary  of  the 


Potter- Randal  I County  Medical  Society, 
has  been  mayor  of  Canyon  for  the  past 
tvro  years  and  just  last  April  4 was 
elected  to  another  two-year  term.  A 
family  physician,  he  has  practiced  in 
Canyon  since  1957.  The  town  where 
Mayor  Bryan  serves  has  a population 
of  8,333  plus  a college  (West  Texas 
State  University).  Canyon  is  located 
approximately  17  miles  south  of  Ama- 
rillo. 

Dr.  Laird,  reports  Dr.  Samuel  B. 
Bashour,  is  a former  mayor  of  Irving 
and  was  in  the  mayor’s  chair  when  the 
city  was  in  its  growing  period  at  a pop- 
ulation of  60,000.  “He  did  a remark- 
able job  in  not  only  improving  the  well- 
being of  the  city,  but  also  in  finding 
solutions  to  the  many  problems  that 
the  city  had  at  that  time,”  said  Dr. 
Bashour.  Dr.  Laird  is  a general  sur- 
geon. Irving,  the  second  largest  city  in 
Dallas  County,  currently  has  a popula- 
tion of  some  87,162  and  is  located 
just  northwest  of  Dallas. 

Mrs.  Grace  Langland,  RN,  who  works 
for  Dr.  Stanley  Woodward,  wrote  that 
her  civic-minded  employer  was  elected 
New  Braunfels  mayor  in  1971.  She 
added  that  the  family  physician  had 
been  a member  of  the  city  council  for 
a number  of  years  before  his  election 
as  mayor.  New  Braunfels,  with  a pop- 
ulation of  some  17,500,  is  the  county 
seat  of  Comal  County  and  is  northeast 
of  San  Antonio. 

Details  of  curriculum  plan 
for  TTUSM  announced 

Specifics  of  the  curriculum  design  at 
the  new  Texas  Tech  University  School 
of  Medicine  in  Lubbock  have  been 
completed,  according  to  Dr.  F.  J.  Behai 
(PhD),  chairman  of  the  school’s  curricu- 
lum council. 

The  curriculum,  which  will  be  imple- 
mented with  the  school’s  first  incom- 
ing class  that  will  arrive  on  campus 
this  fall,  will  allow  students  to  gradu- 
ate after  three  years  of  medical  studies. 

Dr.  Behai  reports  that  the  three-year 
curriculum  will  consist  of  eight  “tri- 
mesters.” “The  term  ‘trimester,’  ” he 
explained,  “indicates  that  there  will  be 
three  academic  periods  of  approxi- 
mately equal  length  per  calendar  year.” 

One  of  the  innovative  teaching  meth- 
ods that  will  be  used  in  the  TTUSM 
curriculum  is  the  tutorial  team  system, 
reported  Dr.  Behai.  He  explained  how 
the  system  is  to  work  and  commented 
on  its  advantages:  “Each  tutorial  team 
will  be  made  up  of  two  faculty  physi- 
cians and  sixteen  medical  students. 
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Such  a ‘family’  of  students  and  men- 
tors facilitates  the  establishment  of 
desirable  small  group  dynamics  even 
though  the  total  student  enrollment  in 
the  school  is  expected  to  be  very  large. 
The  small  group  tutorial  teams  will 
allow  each  individual  student  to  iden- 
tify with  his  own  team  throughout  his 
medical  school  years  and  enable  him 
to  receive  continuing  personal  atten- 
tion and  guidance  from  the  physician 
scholars  of  his  team  in  shaping  the 
educational  process  to  his  individual 
needs  and  capabilities.” 

A breakdown  of  the  subjects  stu- 
dents will  study  and  the  number  of 
clock  hours  of  instruction  required  in 
each  subject  shows  that  the  trimesters 
will  consist  of  the  following: 

Trimester  I — orientation,  8 hours;  anat- 
omy, 252  hours;  tutorial  team  study, 
144  hours;  biochemistry,  148  hours; 
microbiology,  50  hours;  introduction  to 
clinical  medicine,  17  hours;  psychiatry, 
30  hours;  crisis  procedures,  31  hours; 
and  review  and  examination,  24  hours. 
Trimester  II — cell  and  molecular  biol- 
ogy, 81  hours;  physiology,  213  hours; 
tutorial  team  study,  96  hours;  psychi- 
atry, 48  hours;  microbiology,  95  hours; 
anatomy,  98  hours;  health  organization 
management,  16  hours;  and  review 
and  examination,  24  hours. 

Trimester  III — pathology,  171  hours; 
tutorial  team  study,  154  hours;  phar- 
macology, 107  hours;  biochemistry 
(clinical  chemistry),  30  hours;  clinical 
sciences,  124  hours;  oral  medicine, 
15  hours;  health  organization  manage- 
ment, 15  hours;  and  review  and  exami- 
nation, 24  hours. 

Trimester  IV — pathology,  160  hours; 
tutorial  team  study,  128  hours;  psy- 
chiatry, 64  hours;  biochemistry  (bio- 
chemical disorders  in  disease),  32 
hours;  clinical  sciences,  224  hours; 
epidemiology  and  public  health,  32 
hours;  and  review  and  examination, 
24  hours. 

Trimesters  V-VI — internal  medicine, 
400  hours;  general  surgery,  240  hours; 
pediatrics,  240  hours;  obstetrics  and 
gynecology,  240  hours;  and  neuro- 
behavioral  clinical  science,  240  hours. 
Trimesters  VII-VIII — family  practice, 
400  hours;  family  practice  rural  pre- 
ceptorship,  160  hours;  required  clerk- 
ships, 160  hours;  and  electives,  840 
hours. 

According  to  Dr.  Behai,  trimesters  I 
and  II  will  equal  the  “freshman  year,” 
III  and  IV  will  equal  the  “sophomore 
year,”  V and  VI  will  equal  the  “junior 
year,”  and  VII  and  VIII  will  equal  the 
“senior  year.” 


Planning  under  way  for 
fall  conference  program 

Preliminary  planning  for  the  Texas 
Medical  Association's  fall  conference 
has  begun,  and  some  tentative  plans 
have  been  made. 

The  official  title  of  this  year’s  con- 
ference, which  will  be  held  on  Satur- 
day, Sept.  23,  at  the  Joe  C.  Thompson 
Conference  Center  on  The  University  of 
Texas  at  Austin  campus,  will  be  the 
1972  Conference  on  Practice  Manage- 
ment. The  program  will  focus  on  “Effi- 
ciency and  Effectiveness  in  the  Doc- 
tor’s Office,”  and  emphasis  will  be 
given  to  current  developments  in  medi- 
cine which  affect  the  physician’s  prac- 
tice. 

Suggested  program  topics  include 
the  following:  The  Physician’s  Fee 
Profile,  The  Concept  of  Reasonable 
Fees  in  Medicare,  Medicaid,  and  the 
Program  for  Military  Dependents;  The 
Professional  Association — Its  Oppor- 
tunities and  Limitations;  Wage  Price 
Guidelines,  Their  Impact  Upon  the 
Practice  of  Medicine;  Financial  Plan- 
ning for  the  Physician  and  His  Family; 
Motivation  in  Medical  Practice;  and 
Effective  Personnel — A Key  to  Any 
Successful  Enterprise. 

Plans  call  for  the  program  to  begin 
at  9 a.m.  and  end  at  approximately 
4:30  p.m.  Meetings  of  the  Association’s 
boards,  councils,  and  committees  will 
also  be  scheduled  during  that  week- 
end, and  the  traditional  Orientation 
Program  will  be  offered  to  new  and 
transfer  physicians. 

After  the  conference,  participants 
may  enjoy  a free  hospitality  hour  spon- 
sored by  the  TMA  Insurance  Program 
and  the  Prudential  Insurance  Co.  of 
America  at  5:30  p.m.,  and  then  may 
go  to  Memorial  Stadium  at  7:30  p.m. 
to  root  for  their  favorite  football  team 
in  the  contest  between  The  University 
of  Texas  at  Austin  and  the  University 


of  Miami.  Tickets  to  the  football  game 
may  be  ordered  from  TMA. 

Another  entertainment  possibility 
will  be  offered  on  the  Friday  preceding 
the  conference  by  the  Woman’s  Auxil- 
iary. In  conjunction  with  the  Auxiliary’s 
fall  School  of  Instruction,  which  will  be 
held  on  Friday  and  Saturday,  physi- 
cians and  their  wives  are  invited  to 
have  dinner  and  enjoy  a delightful  play 
at  Austin’s  Country  Dinner  Playhouse, 
located  at  12173  FM  1325.  Groups  will 
leave  the  Sheraton  Crest  Inn  at  ap- 
proximately 6 p.m.  Friday  evening  to 
go  to  the  dinner  theatre.  Tickets  for 
the  entire  evening’s  entertainment  (in- 
cluding wine,  dinner,  and  the  play)  will 
be  $10.25  per  person.  Reservations 
and  payment  must  be  made  by  noon 
on  Friday. 

More  complete  information  on  the 
conference  will  be  forthcoming  in  direct 
mail  promotional  pieces  and  in  next 
month’s  issue  of  Texas  Medicine. 

Trustees  approve  TMA 
sponsorship  of  tours 

Mindful  of  the  continuing  interest  of 
physicians  and  their  wives  in  interna- 
tional travel,  the  Texas  Medical  Associ- 
ation’s Board  of  Trustees  has  approved 
the  sponsorship  of  four  tours  during 
1973  and  is  giving  consideration  to 
sponsorship  of  eight-day  programs  next 
year. 

With  the  approval  of  the  Board  of 
Trustees,  the  Association  will  sponsor 
two-week  trips  to  the  South  Pacific  in 
February,  to  Europe  in  June,  to  Scan- 
dinavia in  August,  and  to  the  Orient 
in  October. 

The  South  Pacific  adventure  will 
include  visits  to  New  Zealand,  Aus- 
tralia, and  Tahiti.  Travelers  with  reser- 
vations for  the  European  Adventure 
will  spend  four  nights  each  in  Switzer- 
land, Austria,  and  Germany.  In  the 
Scandinavian  countries,  physicians  and 
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(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 


comparison  purposes  only.  Most  daily  newspapers 

list  up-to-the-minute  values 

on  mutual  funds.) 

Original 

Net  asset 

price 

, value 

per  share ^ 

Investment  media 

9-30-68 

5-31-72 

5-31-72* 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$12.81 

$12.81 

Loomis-Sayles  Capital  Development  Fund 

14.20 

14.32 

16.34 

T.  Rowe  Price  Growth  Stock  Fund 

25.93 

33.84 

37.61 

Loomis-Sayles  Mutual  Fund 

16.82 

15.70 

21.86 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

24.12 

30.74 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

11.13 

11.13 

♦Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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Annual  Session  luncheon  speaker  Sen.  John  G.  Tower  (center)  with  (left  to  right)  Dr.  L.  S. 
Thompson,  Jr.,  of  Dallas,  TEXPAC  chairman  who  introduced  the  senator;  Dr.  Thomas  M. 
Runge  of  Austin,  one  of  Tower’s  cohosts;  Dr.  Braswell  Locker  of  Brownwood,  TMA  Presi- 
dent; and  Dr.  James  H.  Sammons,  Immediate  Past  President  of  the  Association. 


their  wives  will  visit  Sweden,  Finland, 
and  Denmark.  The  sights  and  sounds 
of  Japan  and  Hong  Kong  will  highlight 
the  Orient  Adventure. 

More  complete  information  will  be 
sent  to  all  members  of  the  Association 
and  the  Woman’s  Auxiliary  approxi- 
mately six  months  in  advance  of  the 
tours.  Reservations  will  be  accepted 
only  after  the  brochures  and  registra- 
tion forms  have  been  distributed.  The 
tours  will  again  be  arranged  by  Inter- 
national Travel  Advisors,  Inc.  (INTRAV), 

The  TMA  Board  of  Trustees  also  is 
considering  the  possibility  of  arranging 
eight-day  tours  in  1973  to  the  Rhine 
and  to  Hawaii.  Physicians  and  Auxiliary 
members  who  are  interested  in  the 
eight-day  trips  should  write  to  indicate 
their  interest  to  Mrs.  Jeanette  Pren- 
tice, who  coordinates  administrative 
arrangements  for  the  Association’s 
travel  program,  at  Texas  Medical  Asso- 
ciation, 1801  N.  Lamar  Blvd.,  Austin 
78701. 

Laredo  physician  cited 
for  community  service 

The  Laredo  Times  cited  Dr.  Raul  de  la 
Garza  a “credit  to  medicine”  in  a fea- 
ture article  published  April  23,  1972, 
in  the  newspaper.  The  occasion  of  the 
tribute  to  Dr.  de  la  Garza  was  his  com- 
pletion that  month  of  50  years  of  ac- 
tive service  in  the  medical  profession. 

Written  by  Jim  Parish,  a Times  staff 
writer,  the  article  recounted  the  major 
events  in  Dr.  de  la  Garza’s  life — his 
birth  in  Old  Guerrero,  Tamaulipas, 
Mexico;  his  graduation  from  Laredo 
High  School;  his  work  at  The  Univer- 
sity of  Texas  at  Austin  and  later  at 
Rush  Medical  College  in  Chicago,  III.; 
and  his  experiences  as  a physician. 

The  article  quoted  Dr.  Leo  Cigarroa 
as  saying,  “The  manner  in  which  he 
[Dr.  de  la  Garza]  has  helped  extend 
health  care  to  low-income  residents  of 
Laredo  is  something  in  which  not  only 
his  fellow  physicians,  but  the  entire 
community  can  take  just  pride.” 

Dr.  Cigarroa  added,  “Dr.  de  la  Garza 
has  delivered  more  than  10,000  babies, 
with  a majority  of  them  being  charity 
cases.  He  has  always  been  modest  to 
say  so,  but  year  in,  year  out,  he  has 
donated  much  of  his  free  time  to  the 
indigent  clinic  at  the  public  health 
department.” 

Dr.  de  la  Garza  told  reporter  Parish 
that  he  rates  “medical  advances  which 
have  greatly  reduced  the  mortality  rate 
among  infants  and  mothers  as  one  of 
the  greatest  benefits  the  20th  Century 


has  brought  to  mankind.”  As  a former 
director  of  a venereal  disease  clinic 
located  on  Chicago’s  West  Side,  he 
added  that  progress  in  curing  VD  has 
also  resulted  in  a great  reduction  in 
human  suffering. 

Dr.  de  la  Garza  and  his  wife,  the 
former  Hilaria  Trevino,  live  in  an  his- 
toric old  Moorish-style  home  with  its 
colorful,  year-round  garden,  located 
across  the  street  from  the  St.  Augus- 
tine Church. 

Tower’s  topics  vary  for 
Annual  Session  luncheon 

Delivery  of  health  care,  the  economy, 
and  actions  in  Vietnam  were  major 
topics  of  Texas  Republican  Sen.  John 
G.  Tower  when  he  spoke  at  the  Satur- 
day, May  13,  general  meeting  luncheon 
of  the  Texas  Medical  Association’s 
1972  Annual  Session. 

Addressing  a large  crowd  of  physi- 
cians and  their  spouses.  Sen.  Tower 
commented  that  he  believes  the  United 
States  has  the  best  health  care  delivery 
system  in  the  world.  “Some  of  my  col- 
leagues would  contest  this  statement, 
pointing  to  the  systems  of  the  United 
Kingdom  and  the  Scandinavian  coun- 
tries,” he  said.  But  a comparison  of 
relatively  homogeneous  countries  like 
those  in  Scandinavia  to  a multifarious 
country  like  the  United  States  really 
isn’t  possible,  noted  the  senator. 

Loud  applause  followed  Tower’s 
statement  on  his  own  experience  with 
health  care  in  England.  “I  received 
part  of  my  education  in  the  United 
Kingdom  where  I had  some  first-hand 
experience  with  their  socialized  system 
of  delivery  of  health  care,”  he  said, 
“and  I can  tell  you  that  we  don’t  want 
socialized  medicine  in  the  US!” 

Tower  added  that  the  Health  Security 
Act  introduced  into  Congress  by  Sen. 
Ted  Kennedy  (D.-Mass.)  “is  the  har- 


binger of  socialized  medicine  disguised 
as  insurance.”  “But  I have  good  news, 
too,”  said  Tower,  adding  that  Sen. 
Kennedy’s  proposal  is  not  going  to  win 
approval  in  Congress. 

The  senator  emphasized  that  he  be- 
lieves incentives  would  help  solve  phy- 
sician distribution  problems,  and  he 
added  that  government  should  assist 
in  supporting  research  and  providing 
facilities  for  training  medical  and  para- 
medical personnel.  “But  I believe  in 
tampering  with  the  system  as  little  as 
possible,”  he  commented. 

Tower  also  discussed  the  wage-price 
controls  and  urged  cooperation  in  com- 
bating inflation.  "With  cooperation,” 
he  said,  “we  can  achieve  reduction  of 
the  inflation  rate  to  2%  or  3%.”  He 
also  criticized  labor  and  even  govern- 
ment itself  for  contributing  to  rising 
costs,  but  added  that  there  are  signs 
that  the  economy  is  beginning  to  sta- 
bilize. 

Finally,  the  senator  turned  his  atten- 
tion to  Vietnam  and  President  Nix- 
on’s announcement  concerning  the 
mining  of  Haiphong  harbor.  He  noted 
that  he  believed  the  President’s  action 
was  the  correct  response  to  the  in- 
creased Viet  Cong  activity,  adding  that 
mining  was  the  most  merciful  way  to 
intercept  the  enemy’s  supplies.  The 
other  alternative,  he  said,  would  be 
wide-scale  bombing,  which  would  en- 
danger the  lives  of  American  pilots  and 
innocent  civilians. 

Tower  also  stated  that  the  Russian 
response  to  the  President’s  announce- 
ment used  very  measured  wording  with 
no  hint  of  retaliation  and  that  prepara- 
tions for  the  President’s  trip  to  Mos- 
cow were  not  affected. 

In  conclusion.  Sen.  Tower  urged  phy- 
sicians to  take  a leadership  role  in 
politics.  “Get  involved  and  stay  in- 
volved,” he  said. 
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snow  white 


Sporostacin  Cream 

(chlordantoinl%and  benzalkonium  chloride  0.05%) 

After  you  write  your  prescription  for  two  tubes 
of  soothing,  fungicidal  Sporostacin  Cream,  tell 
your  patient  not  to  be  fooled  by  the  quick  relief 
of  symptoms  it  affords.  Make  sure  she  knows 
how  to  use  it  as  directed— for  the  full  14-day 
courseof  therapy.Then,on  follow-up,  you’ll 
usually  find  that  non-staining,  easy-to-use 
Sporostacin  Cream  hasfinished  off  vulvovaginal 
candidiasis  in  the  nicest  possible  way. 

two  tabes...two  weeks  ^ 

Contraindications:  None  known.  Precautions:  Even  though  reported  cases  of  sensitization  and  irritation  are  rela- 
tively rare,  when  noted  the  drug  should  be  discontinued.  Dosage:  One  applicatorful  intravaginally  twice  daily  for  a 
period  of  14  days.  Course  of  therapy  may  be  repeated  if  necessary. 

Ortho  Pharmaceutical  Gorporation-Baritan,  New  Jersey  08869 
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They’re  debating  your 
future  in  Washington 
right  now.  Who’s 
standing  up  for  you? 


National  health  insurance  is  the  issue,  and  the  way  you’ll 
practice  in  the  future  is  at  stake.  One  proposal  would  federalize 
the  entire  medical  system. 

Who’s  standing  up  for  your  rights?  Contrary  to  what  you 
may  think,  the  AMA. 


We’ve  testified  repeatedly  against  a government 
controlled  medical  system.  Even  before  it  was  proposed,  the 
AMA  had  introduced  its  own  program  of  voluntary  national 
health  insurance  called  "Medicredit.”  And  we’ve  pushed  for  it 
hard.  To  date,  the  AMA  has  enlisted  1 67  members  of  Congress 
as  its  co-sponsors  — more  than  can  be  claimed  for  any  other 
national  health  insurance  bil 

Sure,  we  lobby.  Hard.  And  successfully.  We’ve  lobbied  for 
more  doctors.  More  medical  schools.  For  clean  air  and  water. 
For  maternal  and  child  programs. 

We  lobby  for  the  rights  and  interests  of  doctors  and,  just  as 
important,  for  the  best  medical  care  for  all  Americans. 

With  your  support  we  can  be  even  more  effective.  Find  out 
more  about  what  the  AMA  does  for  you  and  the  public.  Send 
for  the  pamphlet,  "The  AMA  and  the  American  Doctor:  Sharing 
a Common  Goal.’’  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

inois  60610 
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BECAUSE  AUERGIES 
AREA 

YEAR-ROUND 

THING. 


Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HCl 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCl 
Tablets  of  25  mj;. 

DBI-TD®  phenformin  HCl 
Capsules  of  50  and  100  mg. 

Indica/ioiis:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Con Iraindical ions:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoglycemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
‘‘insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including 
dosage,  please  see  full  prescribing 

information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  INC. 

Scientific  sessions  will  be  presented  by  American  Heart  Asso- 
ciation, Texas  Affiliate,  Inc.,  and  Texas  Nurses  Association, 
Sept.  20-21  in  Houston.  The  sessions  are  scheduled  at  the  Astro- 
world  Hotel  Convention  Center  and  at  Baylor  College  of  Medi- 
cine, and  will  cover  myocardial  infarction;  an  overview  of 
coronary  heart  disease,  1972;  and  reappraisal  of  recent  thera- 
peutic advances  in  cardiology.  Session  topics  include  body  image, 
family  experience — case  study,  family  therapy,  and  patient 
teaching. 

Contact:  Dale  R.  Stringfellow,  PO  Box  9928,  Austin  78766, 
director  of  program. 


AMERICAN  HEALTH  CONGRESS 

American  Health  Congress  ’72  is  being  sponsored  by  American 
Hospital  Association,  Catholic  Hospital  Association,  American 
Nursing  Home  Association,  and  Health  Industries  Association. 
The  Congress  will  be  held  Aug.  7-10  at  Chicago-McCormick 
Place  in  Chicago.  This  first  national  health  care  meeting  has 
been  formed  as  the  result  of  more  than  five  years  of  study  and 
planning.  The  rapid  widening  of  common  interests  among  all 
types  of  health  care  institutions,  growing  out  of  their  commit- 
ment to  better  health  care  for  all  people  everywhere,  is  basic  to 
the  health  congress  concept.  Theme  of  the  first  American  Health 
Congress  is  “It’s  Better  When  We’re  Together.” 

The  quantity  of  quality — how  much  quality  exists  in  the 
health  care  system  today — will  be  discussed  by  Dr..  Joseph  En- 
glish, president  of  the  New  York  City  Health  and  Hospitals 
Corporation.  Dr.  English’s  presentation,  “Quality — Commitment 
or  Compromise?”  will  be  followed  by  ten  concurrent  sessions 
devoted  to  various  aspects  of  quality  of  care.  Involvement  of 
medical  staff  in  quality  management  will  be  explored,  and  qual- 
ity as  a patient  right,  improved  care  through  patient  education, 
and  the  use  of  computers  in  health  care  will  be  discussed. 

Robert  Cunningham,  editor  of  Modern  Hospital,  will  discuss 
“Delivery  Systems — Real  and  Ideal,”  to  keynote  an  afternoon- 
long  discussion  of  health  care  delivery.  The  session  will  include 
an  examination  of  present  delivery  systems,  a discussion  of  the 
integration  of  government  health  services  into  a community 
health  care  system,  a detailed  study  of  health  maintenance  or- 
ganizations, and  a discussion  of  the  physician’s  role  in  health 
care  delivery. 

A Federal  Luncheon  is  scheduled,  and  will  be  addressed  by 
Dr.  Jerome  H.  Jaffe,  special  consultant  to  the  President  for 
narcotics  and  dangerous  drugs.  The  luncheon  is  arranged  to 
meet  the  special  interests  of  administrators  and  other  repre- 
sentatives of  federal  hospitals. 

Contact:  Daniel  S.  Schechter,  American  Hospital  Association, 
840  N.  Lake  Shore  Dr.,  Chicago  60611,  program  chairman. 


COMING 

MEETINGS 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  CLINICAL 
TOXICOLOGY  has  scheduled  its  training 
sessions  and  annual  meeting  at  Snowmass- 
at-Aspen,  Colo.,  Aug.  14-19.  The  two-day 
training  sessions,  for  physicians  and  other 
health  professionals,  are  designed  to  im- 
prove skills  in  caring  for  poisoned  pa- 
tients. Clinical  and  laboratory  aspects  of 
treatment  will  be  covered  in  the  sessions. 
Recent  advances  in  clinical  and  laboratory 
toxicology  in  areas  such  as  environmental 
toxicology  and  drug  abuse  will  be  covered 
in  presentations  during  the  scientific  pro- 
gram. Topics  are  “Toxins  in  the  Working 
Environment,”  "Comparative  Toxicology,” 
“Drug  Abuse — Clinical  Aspects,”  and 
“Drug  Abuse — Laboratory  Analysis  and 
Diagnosis.”  Contact:  Dr.  Eric  G.  Com- 
stock, PO  Box  2565,  Houston  77001,  execu- 
tive director. 


AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  will 
meet  at  the  Hilton  Hotel  in  Denver,  Aug. 
20-25.  The  34th  Annual  Assembly  will  fea- 
ture seminars  on  immediate  prosthetic 
-itting,  hypnosis  in  rehabilitation,  myo- 
pathy, the  neurogenic  bladder,  hip  recon- 
struction, myelomeningocele,  spinal  sup- 
port in  scoliosis,  neuromuscular  facilita- 
tion and  inhibition,  management  of  non- 
physical disabilities  in  cerebral  palsy,  elec- 
trodiagnosis in  upper  extremity  pain  syn- 
dromes, muscle  atrophy,  and  dynamics  of 
deformity  in  the  rheumatoid  hand.  Another 
feature  of  the  meeting,  “Meet  the  Expert” 
breakfasts,  will  include  discussions  on 
evaluation  and  management  of  Bell’s  palsy, 
electrodiagnosis  instrumentation,  different 
approaches  to  the  conservative  treatment 
of  low  back  pain,  and  rehabilitation  of  pa- 
tients with  neurological  conditions  related 
to  drug  addiction.  Topics  of  special  lec- 
tures are  “Stroke:  A History  of  Its  Reha- 
bilitation” and  “The  Psychiatrist  in  the 
Health  Maintenance  Organization.”  Scien- 
tific papers  will  be  presented  in  joint  ses- 
sions with  the  American  Congress  of  Re- 
habilitation Medicine.  Contact:  Creston  C. 
Herold,  30  N.  Michigan  Ave.,  Chicago 
60602,  executive  officer. 

AMERICAN  CONGRESS  OF  REHABILI- 
TATION MEDICINE,  meeting  in  conjunc- 
tion with  the  American  Academy  of  Physi- 
cal Medicine  and  Rehabilitation,  Aug.  20- 
25  in  Denver,  will  offer  interdisciplinary 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses  on  p.  27. 
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forums  on  “Health  Insurance.”  “The  Mini- 
Rehab  Team:  Maximum  Care  in  a Mini- 
mum Setting,”  “Evaluation  and  Treatment 
of  Cardiopulmonary  Disease  and  Physical 
Activity  Impairment  in  Patients  with  Pre- 
existing Physical  Disability,”  “Assessment 
of  Vocational  Potential,”  "Gait  Study  and 
Clinical  Application,”  and  “The  Treatment 
Environment  as  a Therapeutic  Tool.”  Re- 
habilitation nursing,  clinical  epidemiology 
of  stroke,  and  cancer  rehabilitation  are 
topics  to  be  covered  in  “Meet  the  Expert” 
breakfasts.  Contact:  Creston  C.  Herold,  SO 
N.  Michigan  Ave.,  Chicago  60602,  executive 
officer. 


AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS  will  meet  with  the  International 
Society  of  Blood  Transfusion  in  a joint  In- 
ternational Transfusion  Congress,  Aug.  27- 
Sept.  2,  in  Washington,  DC.  Plenary  ses- 
sions will  be  devoted  to  hemostasis,  im- 
munogenetics,  immunochemistry,  cellular 
metabolism,  and  transplantation.  Other 
scientific  sessions  will  cover  hepatitis,  frac- 
tionation, automation,  oxygen  transport, 
rheology,  genetics,  blood  and  serum  groups, 
transfusion  reactions,  red  cell  metabolism, 
cryobiology,  coagulation,  plasmapheresis, 
separation  technics,  immunoglobulins,  and 
data  processing.  Contact:  Transfusion 
Congress,  AABB,  Suite  401.  915-19th  St.. 
NW,  Washington,  DC  20006. 


AMERICAN  ASSOCIATION  OF  MEDI- 
CAL CLINICS’  23rd  annual  meeting,  “Up- 
date, Consolidate,  Anticipate,”  will  take 
place  at  the  Marriott  Motor  Hotel  in  At- 
lanta, Sept.  6-10.  The  program  includes 
morning  sessions  on  automated  systems, 
plans  and  policies,  prepaid  medical  care, 
professional  standards,  education,  and  al- 
lied health  personnel.  Afternoon  sessions 
will  deal  with  finance,  legislative  advisory, 
liaison  with  national  organizations,  and 
medical  schools  liaison:  all  day  sessions 
will  cover  credentials  and  accreditation 
commission.  Contact:  Dr.  Edward  M.  Wur- 
zel,  PO  Box  949,  719  Prince  St..  Alexan- 
dria. Va.  22313,  executive  director. 


INTERNATIONAL  CONGRESS  OF  IN- 
TERNAL MEDICINE,  sponsored  by  the 
International  Society  of  Internal  Medicine 
and  American  College  of  Physicians,  is 
scheduled  for  Sept.  5-9  at  the  Sheraton- 
Boston  Hotel  in  Boston.  Man  and  the 
diseases  of  modern  society,  man  and  infec- 
tious agents,  man  and  his  genetic  endow- 
ment, and  advances  in  internal  medicine 
are  the  main  topics  of  the  scientific  pro- 
gram. Section  meetings  will  cover  nutri- 
tion, vascular  disorders,  diabetes,  general 
medicine,  lung,  transplantation,  inborn 
errors,  inherited  blood  disease,  laboratory 
automation,  medical  and  paramedical  train- 
ing, national  medical  planning,  motorized 
emergency  care  units  and  specialty  centers, 
advances  in  hematology,  arthritis,  liver 
and  pancreas,  radioisotope  methotls,  can- 
cer. cardiology,  endocrinology,  nephrology, 
and  neurology.  Contact:  Dr.  Thomas  A. 
Warthin,  4200  Pine  St.,  Philadelphia 
19104,  general  chairman. 


ALSO  IN  AUGUST 

FLYING  PHYSICIANS  ASSOCIATION.  INC.,  Georgia. 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd..  Lake  Bluff,  111.  60044,  Sec. 


ALSO  IN  SEPTEMBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
New  York  City.  Sept.  25-28,  1972.  Roger  Tusken,  Box 
8155,  Kansas  City.  Mo.  64112,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sept.  25-29,  1972.  Dr.  C. 

M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  55901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Hot  Springs,  Va.,  Sept.  7-9,  1972. 
Dr.  Charles  A.  Hunter,  1100  W.  Michigan.  Indianapolis 
46202. 

AMERICAN  CANCER  SOCIETY,  INC.,  Seventh  National 
Cancer  Conference.  Los  Angeles,  Sept.  27-29,  1972.  Dr. 
Sidney  L.  Arje,  219  E.  42nd  St.,  New  York  10017,  Coord. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER,  San  Antonio,  Sept.  21-23,  1972.  Dr. 
Bradley  Aust,  7703  Floyd  Curl  Dr.,  San  Antonio  78229, 
Chrmn. 

AMERICAN  MEDICAL  ASSOCIATION,  Congress  on  Oc- 
cupational Health,  Chicago.  Sept.  11-12,  1972.  AMA,  535 

N.  Dearborn  St.,  Chicago  60610. 

■ AMERICAN  MEDICAL  WRITERS  ASSOCIATION. 
Dallas,  Sept.  20-24,  1972.  Charles  B.  Slack,  6900  Grove 
Rd.,  Thorofare,  NJ  08343,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
5th  International  Congress  of  Abdominal  Surgeons,  Am- 
sterdam. Stockholm.  Copenhagen,  Sept.  16-30,  1972.  Dr. 
Blaise  F.  Alfano,  675  Main  St.,  Melrose,  Mass.  02176, 
Exec.  Sec. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4,  1972.  John  W.  Andes,  516  Busse 
Highway,  Park  Ridge.  III.  60068,  Exec.  Sec. 

■ BLACKFORD  MEMORIAL  LECTURES,  Denison, 
Sept.  9,  1972.  Dr.  John  D.  Gleckler,  211  N.  Fannin, 
Denison  75020,  Chrmn. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Sept.  23,  1972.  Carlie  Umphres,  PO  Box  3276,  Ama- 
rillo 79106,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept. 
22-24,  1972.  C.  Lincoln  Wllliston,  1801  N.  Lamar  Bird., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  28-30, 
1972.  Dr.  Pat  A.  Cato.  1801  N.  Lamar  Blvd.,  Austin 
78701,  Sec. 

WORLD  MEDICAL  ASSOCIATION,  INC.,  Amsterdam, 
Sept.  18-21,  1972.  Miss  M.  L.  Natwick,  10  Columbus  Cir- 
cle, New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  PEDIATRICS,  New  York 
City,  Oct.  14-19,  1972.  Dr.  Robert  G.  Frazier,  1801  Hin- 
man  Ave.,  Evanston,  111.  60204,  Exec.  Dir. 
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AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE.  St.  Louis,  Oct.  16-20.  1972.  Joseph  J. 
Garvey,  PO  Box  10,  Joliet,  III.  60484,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Phoenix,  Oct.  17-21.  1972.  Dene  R.  Murray.  One 
E.  Wacker  Dr.,  Chicago  60601,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Den- 
ver. Oct.  22-26,  1972.  Dr.  Alfred  Softer,  112  E.  Chestnut, 
Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY. 
Montreal,  Canada,  Oct.  16-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  2-6,  1972,  C.  Rollins  Hanlon,  65  E.  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco, 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans, 
Oct.  9-13,  1972.  Robert  M.  Crum.  620  North  Michigan 
Ave.,  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Houston.  Oct.  12-14,  1972.  Margaret  H.  Henry, 
36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio  44094, 
Exec.  Sec. 

AMERICAN  FRACTURE  ASSOCIATION,  San  Francisco, 
Oct.  7-11,  1972.  Dr.  H.  W.  Wellmerling,  610  Grieshiem 
Bldg.,  Bloomington,  111.  61701,  Exec.  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs,  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Air  Pollution 
Medical  Research  Conference,  Chicago,  Oct.  2-3,  1972; 
Environmental  Quality  and  Food  Supply,  Washington, 
DC.  Oct.  18-20,  1972.  AMA,  685  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans,  Oct.  15-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Washington, 
DC.  Oct.  3-6,  1972.  Dr.  Ted  F.  Leigh,  Emory  University 
Clinic,  Atlanta  30322,  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
San  Francisco,  Oct.  13-21.  1972.  Dr.  George  F.  Steven- 
son, 2100  W.  Harrison  St.,  Chicago  60612,  Exec.  Offi- 
cer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Las  Vegas,  Oct.  19-23,  1972. 
Dallas  F.  Whaley,  29  E.  Madison,  Suite  812,  Chicago 
60602,  Exec.  Dir. 

■ ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Ft.  Worth,  October,  1972.  Frank  K. 
Woolley,  2111  Enco  Dr.,  Oak  Brook,  111.  60521,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  New  Orleans,  Oct.  16-18,  1972. 
Dr.  A.  E.  Brown,  501  Boylston  St.,  Boston  02117,  Exec. 
Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CHIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Ft.  Worth,  October, 


1972.  W.  E.  Russell,  4429  N.  Central  Expressway,  Dallas 
75205,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  23-25.  1972.  Alma  O’Donnell,  601  Northwest 
Expressway,  Oklahoma  City  73118,  Exec.  Officer. 

SOUTHERN  PSYCHIATRIC  ASSOCIA'nON,  New  Or- 
leans, Oct.  1-3,  1972.  Annette  S.  Boutwell,  PO  Box  10387, 
Raleigh,  NC  27606,  Exec.  Officer. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  Gal- 
veston, Oct.  15-19,  1972.  Donald  C.  Jackson.  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  SURGICAL  SOCIETY,  San  Antonio,  October. 
1972.  Dr.  Jesse  E.  Thompson.  3434  Swiss  Ave,,  No.  400, 
Dallas  75204,  Sec. 


NOVEMBER 


B AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov.  16- 
20,  1972.  Dr.  James  M.  Hundley,  44  East  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  clinical  conven- 
tion, Cincinnati,  Nov.  26-29,  1972.  AMA,  536  N.  Dear- 
born St.,  Chicago  60610. 

AMERICAN  MEDICAL  WOMENS  ASSOCIATION,  Co- 
lumbus, Nov.  11-14,  1972.  Gertrude  F.  Conroy,  1740 

Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Atlan- 
tic City,  Nov.  12-17,  1972.  Dr.  James  R.  Kimmey,  1740 
Broadway,  New  York  10019,  Exec.  Dir, 

AMERICAN  SOCIETY  OF  CLINICAL  HYPNOSIS,  San 
Diego,  Nov.  1-5,  1972.  F.  D.  Nowlin,  800  Washington 
Ave.,  SE,  Minneapolis  55414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  New  Orleans, 
Nov.  1-4,  1972.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr., 
Philadelphia  19119,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES. 
Miami,  Nov.  2-6,  1972.  Dr,  John  A.  D.  Cooper,  One  Du- 
pont Circle,  Washington,  DC  20036,  Pres. 

INTERNATIONAL  COLLEGE  OF  SURGEONS.  San  Di- 
ego, Nov.  12-16,  1972.  Karl  Nystrom,  1516  N.  Lake  Shore 
Dr.,  Chicago  60610,  Adm.  Dir. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO.  Guad- 
alajara, November,  1972.  Virginia  E.  Bryant,  333  W. 
Thomas  Rd.,  No.  207,  Pheonix  85013. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA. 
Chicago,  Nov.  26-Dec.  1.  1972.  Adele  Swenson,  713  E. 
Genesee  St.,  Syracuse,  NY  13210,  Exec,  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION.  New  Orleans, 
Nov.  13-16,  1972.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Nov.  30-Dec.  2,  1972.  Dr.  Dennis  J.  Factor,  1317  N. 
Washington,  Dallas  75204,  Chrmn.,  Regis.  & Pub.  Rela. 
Comm. 

TEXAS  DERMATOLOGICAL  SOCIETY,  New  Orleans, 
Nov.  11-14,  1972.  Dr.  Eugene  P.  Schoch.  Jr.,  3A  Medi- 
cal Arts  Sq.,  Austin  78705,  Sec. 
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DECEMBER 


AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  2-7,  1972.  Dorothy  P.  Compton,  2250 
NW  Flanders  St.,  Portland,  Ore.  97210,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  New 
York  City,  Dec.  8-10,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Las  Vegas,  Dec.  3-6,  1972.  Winfield  Singletary, 
3654  9th  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

■ ASSOCIATION  OP  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  San  Antonio,  Dec.  10-14,  1972.  RADM 
Walter  Welham,  MC  USN  Ret.,  8502  Connecticut  Ave., 
Chevy  Chase,  Md.  20015,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION.  Boca  Raton, 
Fla.,  Dec.  4-6,  1972.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC  27706,  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dal- 
las, Dec.  7-8,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78206,  Sec. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  Dallas, 
Dec.  7-8,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Austin,  Dec.  11-13,  1972,  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Ft.  Worth  76102,  Sec. 


1973 


JANUARY 

B TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  19- 
21,  1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

B TEXAS  SOCIETY  OF  PATHOLOGISTS,  Galveston, 
Jan.  26-27,  1973.  Dr.  James  C.  Stinson.  Scott  and  White 
Clinic,  Temple  76501,  Sec.-Treas. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  Washington, 
DC,  Feb.  10-14,  1973.  James  O.  Kelley,  225  E.  Michigan 
St.,  Milwaukee  53202,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas,  Feb.  1-6,  1973.  Dr.  C.  V.  Heck, 
430  N.  Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  Washington,  DC,  Feb.  24-27,  1973. 
Dr.  A.  J.  French,  Dept,  of  Pathology,  University  of 
Michigan  Medical  School,  Ann  Arbor  48104,  Sec. 


AMERICAN  COLLEGE  OF  CARDIOLOGY.  San  Fran- 
cisco, Feb.  14-18,  1973.  William  D.  Nelligan,  9650  Rock- 
ville Pike.  Bethesda,  Md.  20014,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS, 
Las  Vegas.  February  1973.  Arthur  E.  Auer,  241  E.  Sagi- 
naw St.,  East  Lansing,  Mich.  48823,  Exec.  Dir. 

B INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Feb.  16-16,  1973. 
S.  E.  Cockrell,  Jr,,  202  W.  French  PI.,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Miami  Beach,  Feb.  25-March  3,  1973.  Dr.  John  G.  Bel- 
lows, 30  N.  Michigan  Ave.,  Chicago  60602,  Exec.  Sec. 

B TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas. 
Feb.  18,  1973.  Robert  E.  Monroe.  1117  W.  42nd  St.,  Aus- 
tin 78756,  Exec.  Sec.-Treas. 


MARCH 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
Hawaii,  March  16-25,  1973.  Dr.  Blaise  F.  Alfano,  675 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS.  New  Orleans.  March  22- 
23,  1973.  Elaine  Galasso,  1718  Gallagher  Rd.,  Norristown, 
Pa.  19401,  Exec.  Sec. 

B DALLAS  SOUTHERN  CLINICAL  SOCIETY.  Dallas. 
March  12-14,  1973.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

SOCIETY  OF  NUCLEAR  MEDICINE.  SOUTHWEST- 
ERN CHAPTER,  New  Orleans,  March  16-18,  1973.  Dr. 
Thomas  P.  Haynie,  6723  Bertner,  Houston  77025,  Sec. 

B TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Austin,  March  16-17,  1973.  Dr.  Den- 
nis M.  Voulgaris,  2100  N.  Fulton  St.,  Wharton  77488, 
Sec. 

B TEXAS  RADIOLOGICAL  SOCIETY,  Ft.  Worth,  March 
2-3,  1973.  Dr.  Frederick  J.  Bonte,  6323  Harry  Hines 
Blvd.,  Dallas  75235,  Prog.  Chrmn. 


APRIL 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  St.  Louis,  April  3-5, 
1973.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St.,  Dur- 
ham. NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Boston, 
April  23-28,  1973.  Stanley  A.  Nelson,  4005  W.  65th  St., 
Minneapolis  55435,  Exec.  Sec. 

B AMERICAN  ASSOCIATION  OF  PLANNED  PARENT- 
HOOD PHYSICIANS,  Houston,  April  11-14,  1973.  Rich- 
ard A.  Ferguson,  3601  Fannin  St.,  Houston  77004,  Exec. 
Dir. 

B AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Dallas,  April  30-May  2,  1973.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 
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AMERICAN  COLLEGE  OF  ALLERGISTS.  Atlanta. 
April  7-12.  1973.  Dr.  John  D.  Gillaspie,  2141  14th  St., 
Boulder,  Colo.  80302,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  San  Francis- 
co, April  1-6.  1973.  William  C.  Stronach.  20  N.  Wacker 
Dr.,  Room  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  New  York 
City,  April  2-4,  1973.  C.  Rollins  Hanlon,  55  E.  Erie  St.. 
Chicago  60611,  Dir. 

AMERICAN  GERIATRICS  SOCIETY.  INC.,  Beverly 
Hills.  April  25-26,  1973.  Dr.  Edward  Henderson,  10 

Columbus  Circle,  New  York  10019,  Exec.  Dir. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Denver.  April 
15-19,  1973.  Howard  N.  Schulz,  150  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

■ TENTH  DISTRICT  MEDICAL  SOCIETY.  April  1973. 
E.  Mittendorf,  PO  Box  768,  Beaumont  77704,  Exec.  Sec. 

■ TEXAS  DENTAL  ASSOCIATION,  Austin,  April  29- 
May  2.  1973.  Dr.  Joe  C.  Carrington,  Jr.,  4920  Interre- 
gional Hwy.,  Austin  78751,  Exec.  Officer. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY".  Min- 
eral Wells,  April  1973.  Dr.  Dorothy  Patras,  PO  Box 
1118,  Ft.  Worth  76101,  Sec.-Treas. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION.  Las  Vegas, 
May  7-10,  1973.  Dr.  Merrill  H.  Goodwin,  Washington 
Nat’l.  Airport,  Washington,  DC  20001,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GY- 
NECOLOGISTS, Bal  Harbour,  Fla.,  May  21-24.  1973.  Dr. 
Michael  Newton,  79  W.  Monroe,  Chicago  60603,  Exec. 
Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  19.  1973.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  75235,  Sec. 

AMERICAN  PEDIATRIC  SOCIETY",  San  Francisco, 
May  16-20.  1973.  Dr.  C.  D.  Cook.  333  Cedar  St.,  New 
Haven,  Conn.  06514,  Sec. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Honolulu, 
May  7-11,  1973.  Dr.  Walter  E.  Barton,  1700  18th  St., 
NW,  Washington,  DC  20009,  Med.  Dir. 

AMERICAN  SOCIETY"  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Monterey,  Calif.,  May  29-June  1, 
1973.  Dr.  Eugene  H.  Courtiss,  2000  Washington  St., 
Newton  Lower  Falls,  Boston  02162,  Sec. 

AMERICAN  THORACIC  SOCIETY,  New  York  City, 
May  20-23,  1973.  Robert  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  New 
York  City,  May  14-17,  1973.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 


NATION.YL  LEAGUE  FOR  NURSING,  Minneapolis, 
May  6-9,  1973.  Margaret  E.  Walsh,  10  Columbus  Circle, 
New  Y"ork  10019,  Sec.  & Gen.  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS.  INC.,  New  York  City,  May  16-18,  1973. 
Dr.  Wilfred  D.  David,  79  Madison  Ave.,  New  York 
10016,  Exec.  Dir. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Corpus  Christi,  May  23-25,  1973.  Elsie  Howard, 
2109  Commerce,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Scottsdale, 
Ariz.,  May  7-10,  1973.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73101,  Sec.-Treas. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston,  May  20- 
23.  1973.  Gordon  L.  Wright,  6225  US  Hwy.  290  E., 
Austin  78765,  Dir.  of  Educa.  & Pub.  Info. 

■ TEXAS  MEDICAL  ASSOCIATION,  Dallas,  May  3-6, 
1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 


JUNE 

■ AMERICAN  HEART  ASSOCIATION.  TEXAS  AFFIL- 
IATE, INC.,  Dallas,  June  19-24,  1973.  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78766,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION.  New  York  City, 
June  24-28,  1973.  AMA,  535  N,  Dearborn  St.,  Chicago 
60610. 


AUGUST 

■ AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION. 
Dallas,  Aug.  23-24,  1973.  Curt  W.  Reimann,  5100  Ridge 
Oak,  Austin  78731,  Exec.  V.-Pres. 


OCTOBER 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
15-19,  1973.  C.  Rollins  Hanlon,  55  E,  Erie  St.,  Chicago 
60611,  Dir. 

B TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  5-7, 
1973.  C.  Lincoln  W"illiston,  1801  N.  Lamar  Blvd.,  .\ustin 
78701,  Exec.  Sec. 


NOVEMBER 

-YMERICAN  MEDICAL  ASSOCIATION,  Anaheim.  Calif., 
Nov.  25-28,  1973.  AMA,  535  N.  Dearborn  St.,  Chicago 
60610. 
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Mon  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phospbate  therapy.  Research  into 
the  effect  of  space  traveJ  on  the  astronaut  reveals 
that  weightlessness  causes  Joss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  WJien  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphata 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  soo  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

COMPANY,  INC.,  RICHMOND,  VIRGINIA  23  2 1 7 
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CONTINUING  EDUCATION  COURSES 


SURGERY:  Scott  and  White  Memorial 
Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation,  Temple,  will  spon- 
sor the  annual  George  Valter  Brindley 
Lecture  in  Surgery  on  Sept.  5.  The  lec- 
ture will  be  given  by  Dr.  0.  Theron 
Clagett,  professor  of  surgery  at  Univer- 
sity of  Minnesota  Medical  School,  and 
member  of  the  staff  of  Mayo  Clinic, 
Rochester. 

For  more  information,  contact  Dr. 
N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501. 

HAND  SURGERY:  The  American  Acad- 
emy of  Orthopaedic  Surgeons,  in  co- 
operation with  the  American  Society 
for  Surgery  of  the  Hand,  will  sponsor 
a Symposium  on  the  Hand,  Sept.  IS- 
IS, at  the  Convention  Center  in  San 
Antonio.  Directing  the  three-day  course 
of  lectures  and  panel  discussions  will 
be  Dr.  David  P.  Green,  Chief,  Hand 
Surgery  Service,  UT  Medical  School  at 
San  Antonio. 

The  symposium  is  designed  for  or- 
thopaedic surgeons,  general  surgeons, 
plastic  surgeons,  and  nurses,  physical 
therapists,  and  occupational  therapists 
interested  in  patients  with  hand  prob- 
lems. The  course  will  provide  an  in- 
depth  discussion  of  common  but  diffi- 
cult problems  in  hand  surgery,  includ- 
ing such  topics  as  the  use  of  synthetic 
materials  and  prosthetics  in  tendon 
and  joint  replacement,  rheumatoid 
arthritis,  complications  of  hand  sur- 
gery, the  stiff  hand,  difficult  fracture 
problems,  peripheral  nerve  injuries,  and 
congenital  abnormalities. 

For  application  forms  and  further  in- 
formation, contact  Dr.  Green  at  UT 
Medical  School  at  San  Antonio,  7703 
Floyd  Curl  Dr.,  San  Antonio  78229. 

PEDIATRICS:  "General  Pediatrics”  is 
the  title  of  a course  sponsored  by  UT 
Medical  School  at  San  Antonio  and 
American  Academy  of  Pediatrics.  The 
course  is  scheduled  for  Sept.  14-16  at 
the  medical  school,  and  will  stress  the 
practical  management  of  pediatric 
problems  over  a wide  field,  utilizing 
recent  advances  in  techniques  and 
knowledge.  The  specific  areas  of  pedi- 
atric hematology,  neonatology,  immu- 


nology and  child  psychology  are  in- 
cluded. The  course  is  specifically  de- 
signed for  pediatricians.  Fee  for  mem- 
bers of  AAP  is  $75;  non-members, 
$105. 

Contact  the  director  of  the  course. 
Dr.  Stanley  E.  Crawford,  Professor  and 
Chairman,  Department  of  Pediatrics, 
UT  Medical  School  at  San  Antonio, 
7703  Floyd  Curl  Dr.,  San  Antonio 
78229. 

PUBLIC  HEALTH:  Public  Health  Labo- 
ratory Workshops,  designed  for  the 
benefit  of  public  health,  hospital,  clini- 
cal, and  other  medical  laboratories, 
will  be  presented  in  Austin  by  the 
Texas  State  Department  of  Health  as 
follows: 

Introductory  Immuno  Fluorescence, 
Sept.  6-8 

Public  Health  and  Medical  Bacteri- 
ology, Sept.  25-29 

Public  Health  and  Medical  Mycol- 
ogy, Oct.  17-20 

Public  Health  and  Medical  Parasit- 
ology, Nov.  1-3 

Admittance  to  the  workshops  is  by 
prior  registration,  though  there  is  no 
fee.  Contact  Dr.  J.  V.  Irons,  Director 
of  Laboratories,  Texas  State  Depart- 
ment of  Health,  1100  W.  49th  St.,  Aus- 
tin 78756,  for  registration  information. 

IMMUNOHEMATOLOGY  AND  HEMO- 
THERAPY:  The  University  of  Texas  at 
Houston  Graduate  School  of  Biomedical 
Sciences,  Division  of  Continuing  Educa- 
tion, and  UT  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston,  in 
cooperation  with  American  Society  of 
Medical  Technologists  and  South  Cen- 
tral Association  of  Blood  Banks,  will 
present  a program  on  Immunohema- 
tology  and  Hemotherapy,  Sept.  21-22, 
in  the  auditorium  of  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute.  The  pro- 
gram is  divided  into  four  parts:  (1) 
basic  immunology,  (2)  diagnostic  im- 
munohematology,  (3)  applied  immuno- 
hematology,  and  (4)  hemotherapy.  The 
first  day  of  the  program  will  be  com- 
pleted with  a panel  discussion  of  diffi- 
cult cases  in  blood  banking,  and  the 
second  day  will  close  with  an  open 
forum  of  questions  and  answers  with 
the  entire  faculty  participating. 


For  more  information  write:  The 
Office  of  the  Dean,  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton, Division  of  Continuing  Education, 
PO  Box  20367,  Houston  77025. 

SURGERY:  A workshop  dealing  with  the 
basic  principles  and  techniques  of  soft 
tissue  surgery  will  be  presented  in  Dal- 
las at  the  conclusion  of  the  meeting  of 
the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology.  The  workshop 
is  scheduled  for  Sept.  29-Oct.  1 at  the 
Callier  Hearing  and  Speech  Center  in 
Dallas,  and  will  be  presented  at  the 
level  appropriate  for  residents  in  oto- 
laryngology. Basic  skin  anatomy,  prin- 
ciples of  wound  healing,  and  the  prop- 
er handling  of  tissue  are  subjects  to 
be  covered.  Tuition  is  $75.  Inquiries 
should  be  directed  to  Dr.  Jack  Gunter, 
Suite  315,  8210  Walnut  Hill  Lane, 
Dallas  75225. 

NEUROLOGY:  Neurologic  problems 

commonly  encountered  by  either  the 
general  practitioner  or  internist  will  be 
emphasized  in  a course  entitled,  "Neu- 
rology for  the  Practicing  Physician,” 
Oct.  4-Nov.  22  at  UT  Medical  School 
at  San  Antonio.  Newer  approaches  to 
laboratory  procedures  and  treatment 
in  diseases  of  the  nervous  system  will 
be  discussed.  Stroke,  headache,  dizzi- 
ness, seizures,  syncope.  Parkinsonism, 
and  transient  ischemia  are  subjects  to 
be  presented. 

Registration  fee  is  $50;  the  course 
is  acceptable  for  16  prescribed  hours 
by  the  AAFP.  For  details,  contact  the 
director  of  the  course:  Dr.  Robert  E. 
McMasters,  Associate  Professor,  Divi- 
sion of  Neurosciences,  UT  Medical 
School  at  San  Antonio,  7703  Floyd 
Curl  Dr.,  San  Antonio  78229. 

NUTRITION  AND  GASTROENTEROL- 
OGY: Baylor  College  of  Medicine,  De- 
partment of  Pediatrics  and  Section  of 
Nutrition  and  Gastroenterology,  an- 
nounce that  a pediatric  postgraduate 
symposium  on  "Pediatric  Nutrition  and 
Gastroenterology”  will  be  held  Oct.  26- 
28  in  Houston.  Information  may  be  ob- 
tained from  Dr.  George  D.  Ferry,  6624 
Fannin  St.,  Houston  77025. 
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Now 

form  follows 
function 

Only  Candeptin  (candicidin ) 

gives  you  this  unique  form. . . 
a soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN®  (candicidin)  VAGELETTES"' 

Vaginal  Capsules ...  a unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 
the  specific  high  potency  antimonilial  agent, 
candicidin,  in  a soft  gelatin  capsule  — the  shape 
designed  with  your  patient  in  mind.  It  permits  easy 
manual  insertion  without  the  need  for  an  applicator 
or  inserter. . .of  particular  value  for  the  pregnant 
patient. . .for  intravaginal  use.  By  cutting  off  the  tip 
of  the  narrow  soft  end,  the  contents  can  be  extruded 
through  an  intact  hymen  for  intravaginal  use.  And 
it  is  readily  adaptable  to  topical  application  for 
labial  involvement,  and/or  intravaginal  use  to  treat 
mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief— itching,  burning, 
and  discharge  subside  in  48-72  hours! 

Soothing,  miscible  ointment  permits  complete 
contact  with  affected  tissue. 

Usually  cures  in  a single  14-day  course  of  therapy.^’^’'^ 


Safe 

Exact  dosage  assured^’^ 

No  side  effects,  clinical  reports  of  irritation  or 
sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin^  Candeptin  Vaginal  Ointment 
and  Tablets  have  a clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patientsi  '^’^In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.^'^ 

Unique 

CANDEPTIN  (candicidin) 

VAGELETTES  " Vaginal  Capsules 
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Description:  Candeptin  (candicldin) 
Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0.6  mg. 
per  gm.  or  0.06%  Candicidin  activity  in 
U.S.P.  petrolatum.  3 mg.  of  Candicidin  is 
contained  in  5 gm  of  ointment  or  one 
applicatorful.  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg.  (0  3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3 mg  of  Candicidin  activity 
dispersed  in  5 gm.  U.S.P.  petrolatum. 
Action;  Candeptin  Vaginal  Ointment. 
Vaginal  Tablets,  and  V'agelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vagelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 

Adverse  Reaction;  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment.  Vaginal 
Tablets  or  Vagelettes  Vaginal  Capsules 
have  been  extremely  rare 
Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day,  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear. 

Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm.  tubes 
with  applicator  ( 14-day  regimen  requires 
2 tubes).  CANDEPTiNVaginal  Tablets  are 
packaged  in  boxes  of  28,  in  foil  with 
inserter— enough  for  a full  course  of  treat- 
ment. Candeptin  Vagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 

Store  under  refrigeration  to  insure  full 
potency. 


Federal  law  prohibits  dispensing  without 
prescription. 

References:  I.  Olsen,  J R.:  Journal-Lancet 
85:287  (July)  1665.  2.  Giorlando,  S.W. ; 
Ob./Gyn  Dig.  13:32  (Sept.)  1971. 3.  Decker. 

A : Case  Reports  on  File,  Medical  Department, 
Julius  Schmid  4.  Giorlando,  S.W  . Torres,  J.F., 
and  Muscillo.  G.:  Am.  J.  Obst.  & Gynec. 

90:  370  (Oct.  1)  1964  5.  Lechevalier,  H.: 
Antibiotics  Annual  1959-1960.  New  York, 
Antibiotica  Inc.,  1960.  pp.  614-618,  6.  Friedel, 
ff  J.;  Maryland  M J.,  /5:36(Feb.)  1966. 


Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 
New  York,  New  York  10019 


CANDEPTIN® 

(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 

and VAGELETTES 
Vaginal  Capsules 


BRENTWOOD 

HOSPITAL 

1800  IRVING  PLACE 

Shreveport,  Louisiana  71101  Phone  (318)  424-6581 


A fully  carpeted  hospital : featuring  private  and  semiprivate  rooms 
in  colorful  decor;  adjacent  baths,  color  television  and  individual 
phones  available;  comfortable  day  rooms, 

DIAGNOSTIC  FACILITIES: 

Medical  Laboratory  • Radiology  • Electroencephalography 
Electrocardiography  • Complete  Psychological  Testing 


THERAPEUTIC  FACILITIES: 

Social  Service  • Occupational  Therapy  • Recreational  Therapy 
Comprehensive  adolescent  milieu  therapy  • Fully  accredited  school 
program  • Psychotherapy  • Electroshock  Therapy 


ACCREDITATIONS: 

American  Hospital  Association  • Louisiana  Hospital  Association 
Medicare  • Blue  Cross 

National  Association  of  Private  Psychiatric  Hospitals 


Brentwood  also  has  an  Anesthesia  Department  and  an  extensive- 
ly equipped  Pharmacy,  as  well  as  a modern  Dietary  Department, 
managed  by  a registered  dietitian. 


Offers  the  South’s  Newest  Concepts  in  Care  for 
Neuro- Psychiatric  Disorders: 

ALCOHOLISM,  DRUG  ABUSE,  NEUROLOGICAL,  ETC, 


BRENTWOOD  HOSPITAL 
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THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  dally  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes.  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


I 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Established  Over  UO  Years 

Please  visit  our 


Factory  Direct  Sales 

Booths  #201  & 211  at  AAOO  Meeting,  Las  Vegas,  Sept.  19-23,  1972 
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The  science 

ortieating 
gas  pain 

]|^Whengasisenfrappec/intheG.l.tract,itcan 
cause  pain  severe  enough  to  mimic  that  of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction. 2^Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^  The  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


IS  unaware. 


new 


, PH^IL  treats 
gas  pain  scientifically 

I^Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  gm.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.2^Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there.^  Phasil  is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth,  J L Ann  N Y Acad.  Sci.  750:109,  Feb.  26,  1968  2.  Reich,  N.  E.,  and 
Fremont,  R E.  (eds.):  Chest  Pam,  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circuiating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  Tj  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid* 

(solum  levothpxine) 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


i 'r~ 

TEST 

11  HYPOTHYROiD 

SYNTH ROiD 
THERAPEUTiC 
NORMAL 

P.B.I.  ■■ 

H , . Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column^^ 

® ■ Less  than  3 meg  % 

7-9  meg  % 

T*  (Resin) 

Less  than  25% 

27-35% 

Ts  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-11  meg  % 

(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 

1.  Latioiais,  C.  J.,  and  Berry,  C.  C.;  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intolllgence  & Clin.  Pharm.  3:270-7, 1969. 


Gtipose 

dip  Stooolli 

...to  tf^yroid  retdacemeftf  tiiprapy' 


TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
j synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
' one  containing  T4  alone.  Synthetic 
j combinations  cost  patients  nearly 
(50%  more  than  SYNTHROID=» 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

RESPONSE,  RELIABILITY,  SERVICE -COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (s<wine.  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal,  t, ».  s,  4,  s 

Synthetically  derived  pure  crystalline  hormone. 

Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

"Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content.”” 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency,  *■  * Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 

CLINICAL  RESPONSE 

"T3  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.”” 

"Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid. "7 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine."* 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature.*-  n- 

ri.  IS,  14, 15,  i«  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  ".  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels.”i* 

1.  Mangieri,  C.  N.  and  Lund,  M.  H.;  Potency  of  United  States  Pharmacopeia 
desiccated  thyroid  tablets  as  determined  by  the  antigoitrogenic  assay  in 
rats,  J.  Clin.  Endocrinol.  Metab.,  30:102-4.  1970. 

2.  Lavietes,  P.  H.  and  Epstein.  F.  H.:  Thyroid  therapy  of  myxedema:  a 
comparison  of  various  agents  with  a note  on  the  composition  of  thyroid 
secretion  in  man.  Ann.  Intern.  Med.,  60:79-87,  1964. 

3.  Armour  Pharmaceutical  Company— discussing  Armour  Thyroid.  PROLOID, 
other  generics.  Literature  No.  21329  — 274— YZ—1—IM  2/71. 

4.  Abelson,  D.  M.:  Hypothyroidism.  Med.  Sci.,  10:442-8,  1961. 

5.  McGregor,  A.  G.:  Why  does  anybody  use  thyroid  B.  P.?,  Lancet,  7: 

329-32,  1961. 

6.  Hart,  F.  D.  and  Maclagen,  N.  F.:  Oral  thyroxine  in  treatment  of 
myxedema,  Brit.  Med.  J.,  7:512-8,  1950, 

7.  Goodman,  L.  S.  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  4th  Ed.  p.  1479,  New  York:  Macmillan,  1970. 

8.  Harrison,  T.  R..  et  al,:  Principles  of  Internal  Medicine,  6th  ed.  p.  456. 
Philadelphia:  Blakiston,  1970, 


9.  Braverman,  L.  E.  and  Ingbar,  S.  H.:  Anomalous  effects  of  certain 
preparations  of  desiccated  thyroid  on  serum  protein-bound  iodine. 

New  Eng.  J.  Med.,  270:439-42.  1964. 

10.  Green,  W.  L.:  Guidelines  for  the  treatment  of  myxedema,  Med.  Clin. 

N.  Amer,,  52:432-50,  1968. 

1 1 . Dowling,  J.  T.:  Hypothyroidism  in  Current  Therapy,  Conn,  H.  F,,  ed, 
pp.  345-7.  Philadelphia:  Saunders.  1964. 

12.  Dunn.  J.  T.:  Excessive  dose  of  thyroid  medication  in  hypothyroidism, 

J.  Am,  Med.  Assn.,  276:152,  1971. 

13.  Runyan,  J,  W.:  Hypothyroidism  and  myxedema,  J.  Tenn.  State  Med. 
Assn.,  56:391-4,  1963. 

14.  Albright,  E.  C.:  Use  and  abuse  of  thyroid  hormones,  comments  on 
treatment,  Marquette  University,  Milwaukee,  Wise, 

15.  Catz,  B.:  Ginsburg,  E.  and  Salenger,  S.:  Clinically  inactive  thyroid 
U.S.P.:  a preliminary  report.  New  Eng.  J,  Med.,  266:136-7,  1962. 

16.  Bartuska,  D.  G.,  et  al.:  Desiccated  thyroid  U.S.P.  or  sodium  l-thyroxine?, 
J.  Amer.  Med.  Women's  Assn..  27:137-9.  1966. 


See  next  pages  tor  prescribing  information. 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling*. 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 

Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

I. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


Glipose 

tiw  Smooth 


...to  tf^ToidreplacemeifttiieTapy* 


V 
V : 

I 


0.05  mg. 


0.1  mg. 


0.15  mg. 


0.2  mg. 


FREE  TAB-MINDER  medicatit 
dispensers— color-coded  in  4 
age  strengths— get  patients  off  t^ 
a good  start  and  encourage  re 
ular  habit  patterns.  Contain  fre 
4-weeks’  supply  of  SYNTHROIt 
and  are  reusable  for  maintenanc 
dosage. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 


Animal  Gland 

CYTOMEL 

(Sodium  liothyronine) 
Synthetic  T3 

EUTHROID** 
(Llotrix) 
Synthetic  Ts-Ta 

THYROLAR*** 

(Liotrix) 

Synthetic  T3-T4 

Desiccated 
(Thyroid,  USP) 

Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulln) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  Ta 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  Va  gr. 

Va  gr. 

0.025  mg. 

N.A. 

1/2 

1/2 

unscored  1/2  gr. 

1/2  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

11/2  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2 gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

N.A.=:  Not  Available  Commercially 


♦Equivalents  shovirn  are  chemical,  and  do  not  take  Into 
consideration  individual  patient  variables.  Clinical 
effect  Is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  Is  particu- 
larly important  In  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

♦♦Eulhrold  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

♦♦♦Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 


^raid 

(sodium  levothyraxine) 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg- 
nancy, pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic) 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis- 
ease (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’s 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 


K 


Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN- 
THROID (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  theraov  v/ill 
alert  the  physician  to  any  untoward  effects.  ^ 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient’s  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLET 
IS  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adult 
dose  IS  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance IS  attained.  Clinical  evaluation  should  be  made  monthly  and  FBI  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  Increased  at  two- 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg,  0.3  mg.,  0.5  mg.,  scored’and 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  iyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec- 
tion, U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im- 
provement is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
product!,  Pttlint!,  even  athyrotic 
onoi,  can  be  oompletely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  teat!  are 
eaay  to  Interpret  eince  they  are 
pr§cllot»bly  elevated  when  the 
patient  adheree  to  SYNTHROID. 
Of  ill  eymhetlo  thyroid  druga, 
SYNTHROID  Is  the  most 
economical  to  the  patient. 


RJNT  LABORATORIES 

DIVISION  Of  TRAVENOL  LABORATORIES,  INC 
Morton  Grove,  Illinois  60053 


OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 

K clans  on  role  of  thyroid 
ion  tests  In  a new  booklet 
titled;  "Quldeposts  to  Thyroid 
Therapy."  Ask  us. 


AA 


Nam* 


State 


Zip  r 


BEAUMONT  NEUROLOGICAL  CENTER 

3250  Fannin,  Beaumont,  Texas  77701  AC  713  835-4921 


Psychiatry 


Winston  Cochran,  M.D. 
C.  F.  Adkins,  Jr.,  M.D. 
P.  W.  Bailey,  Jr.,  M.D. 
E.  P.  Kalbaugh,  M.D. 


Robert  Ryan,  M.D. 

Charles  F.  H.  Colby,  M.D. 
C.  J.  Ruilmann,  M.D. 
David  H.  Beyer,  M.D. 


Psychology 

Byrnes  Belk,  Ph.D. 

Lyle  H.  Wharton,  Ph.D. 
Education 

Miss  Ruth  Johnston,  M.A. 


A modern  76-bed  hospital  specializing  in  diagnosis  and  treatment  of  psychiatric  and  neurological  disorders.  Facilities 
include  EEG,  x-ray,  laboratory,  and  psycho-educational  evaluation.  All  treatment  modalities  available. 

The  Adolescent  Program  includes  classroom  work  in  our  school,  which  is  accredited  by  the  Texas  Education  Agency. 

A Blue  Cross  member  hospital.  Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 
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In  the  glaucoma  patient  a 
on  cerebral  or  peripheral  M 
vasodilator  therapy 

notreatm^t 

conflict 


WSOMUIN 


the  compatible  vasodilator 


• no  reported  increase  of  intraocular  pressure 

• conflicts  have  not  been  reported  with  miotics, 
corticosteroids,  antihypertensives,  hypoglycemics  or 
diuretics 

In  fact,  there  are  no  known  contraindications  in 
recommended  oral  doses  other  than  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately 
postpartum. 


hi  vascular  disease,  several  investigators^-*  have  reported  favorably  on  the  effects 
(^tsoxsup,  me.  Effects  have  been  demonstrated  both  by  objective  measurement^  * and  observations  of  clinical  improvement}-^ 

p asodilan  tablets,  isoxsuprme  HCl,  10  mg,  and  20  mg.  Indications:  In  cerebral  vascular  disorders  for  relief  of  symptoms  due  to  vas- 
roms  sMch  nr  associated  with  various  conditions  such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders  for  relief  of  svmp- 

diahefir  vacn  ? claudication,  coldness  numbness,  pain  and  cramping  of  the  extremities-in  the  management  of  arteriosclerosis  o 

diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerge  ' ' ' ” ” 


toms  such  as 

- - , ».  vy  • • 1 J 1 1 Ci  1 I 1 ly  J 1 v.oa , pdlll  ( 

er's  disease),  Raynaud’s  disease,  postphlebitic  conditions,  acroparesthesia, 
ord7r7-rinTn"7n‘^''rrk‘  larrerioscierotic,  diabetic,  thromhotic).  Dosage  and  Administration:  In  peripheral  and  cerebral  vascular  dis- 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered 


iliterans, 

frostbite 


oral  aElsfrarinn  f Vb  postpartum  or  in  the  presence  of  arterial  bleeding.  Adverse  Reactions:  On  rare  occasions, 

OccaMo3  overdn?.  ff  V'  """  associated  in  time  with  the  occurrence  of  severe  rash.  -W/hen  rash  appears,  the  drug  should  he  discontinued, 

of  100  1000  ?000  T T V n as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied  : Tablets,  10  mg.-hottles 
D M : aS.iT  //  ton ‘i'q?^^’  Unit  Dose.  References:  (1)  Clarkson,  I.  S.,  and  LePere, 

fb  Dhrvm^nt'  H d T E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  /J:70-74  (Feb.)  1964.  MPOrf  M hTTJTTTn 

(Feb  ^ Whittier,  J.  R.;  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (4)  Whittier,  J.  R.:  Angiology  75:82-87  IVIBdUjiJlIlbllUll 

©l972MEADJOHNSONaCOMPANY  ‘EVANSVILLE,  INDIANA47721US. A.  191672  LABORATORIES 


One  of 
the  familiar 
line  of 
Cordrnn" 

flurandrenolide 

products 
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,q.on- 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 
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Editorials 

TMA,  AMA  TAKE  STANDS  ON  MARIJUANA 


Although  the  subject  of  marijuana 
still  can  evoke  scorching  debate, 
the  AMA  and  TMA  now  stand  firmly 
in  favor  of  laws  which  would  allow 
misdemeanor  rather  than  felony 
charges  for  personal  possession  of 
insignificant  amounts  of  marijuana, 
especially  in  cases  of  a first  offense. 

At  its  recent  meeting  in  San 
Antonio,  the  Texas  Medical  Asso- 
ciation’s House  of  Delegates  adopt- 
ed a resolution  to  ask  the  Governor 
of  Texas  to  include  legislation  to 
reduce  the  first  offense  penalty 
for  possession  of  marijuana  to  that 
of  a misdemeanor  in  his  call  for  a 
July  special  session. 

Currently,  the  Texas  penal  code 
provides  a minimum  penalty  of  two 
years  in  the  penitentiary  and  a 
maximum  sentence  of  life  imprison- 
ment for  conviction  of  the  first  of- 
fense of  marijuana  possession.  The 
TMA  House  called  such  laws 
“unjust  and  socially  unsound.’’  The 
American  Medical  Association’s 
Council  on  Mental  Health  recom- 
mends continued  research  into  the 
medical,  psychological  and  social 
effects  of  marijuana.  Hopefully,  the 
laws  regarding  its  possession  and 
use  may  then  be  developed  on  a 
more  sound  scientific  basis. 

At  press  time,  the  Governor  had 
declined  to  allow  the  matter  to  come 
before  the  1972  special  session; 
when  the  1973  session  convenes 
beginning  in  January,  the  Texas 


Medical  Association  will  support  leg- 
islation in  keeping  with  its  current 
policy  on  marijuana. 

While  strongly  advocating  a policy 
of  discouragement,  the  AMA  has 
adopted  the  following  statement; 
“This  AMA  House  of  Delegates  does 
not  condone  the  production,  sale, 
or  use  of  marijuana.  It  does,  how- 
ever, recommend  that  the  personal 
possession  of  insignificant  amounts 
of  that  substance  be  considered  at 
most  a misdemeanor  with  commen- 
surate penalties  applied.  It  also 
recommends  its  prohibition  for 
public  use;  and  that  a plea  of  mari- 
juana intoxication  should  not  be  a 
defense  in  any  criminal  proceeding.’’ 

Many  of  the  penalties  imposed 
for  marijuana  possession  have  in- 
volved young  people  at  an  age  when 
the  process  of  maturing  is  still  quite 
active.  Respect  for  the  rules  of  so- 
ciety is  a crucial  part  of  growing  up; 
on  the  other  hand  penalties  may  be 
of  such  severity  that  they  become 
crippling  rather  than  offering  sup- 
port for  maturing  and  continued 
growth  into  useful  citizens.  This 
problem  area  of  both  medical  and 
social  significance  continues  to  need 
the  thoughtful  efforts  of  physicians, 
legislators,  and  government  officials 
as  well  as  broad  community  interest. 
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PLATELETS.  ASPIRIN.  AND  Gl  BLEEDING 

The  platelet,  a fragment  of  the  megakaryocyte, 
normally  survives  eight  to  ten  daysT  It  is 
crucial  to  the  blood  clotting  process.  The  plate- 
let is  now  the  subject  of  many  articles,  con- 
ferences and  monographs.  The  “innocent”  and 
popular  aspirin  retards  the  platelet’s  clotting 
activity — slowing  the  coagulating  process  and 
in  some  cases  causing  hemorrhaging. 

The  broadsides  fired  at  aspirin  are  intended 
to  caution  against  its  use  for  all  cases  and 
to  further  its  use  as  an  anticoagulant.  A dis- 
cussion of  some  aspects  of  the  platelet  and 
the  effects  of  aspirin  highlight  these  problems 
and  possibilities. 

A highly  reactive  platelet  membrane  sur- 
rounds its  contractile  protein,  extensive  sys- 
tems of  multiple-enzymes  in  lysosomes,  mi- 
tochondria, canaliculi  and  organelles,  all  rich 
in  serotonin,  catecholamines,  nucleotides, 
phospholipids  and  adenosine  diphosphate 
(ADP).  The  reactive  stickiness  of  this  cell  mem- 
brane allows  adhesion  to  collagen  and  injured 
vascular  membranes. 

The  acetyl  radical  of  aspirin  attaches  itself 
to  the  platelet  membrane  and  decreases  the 
platelet’s  stickiness  and  adhering  qualities. 
Since  fewer  platelets  adhere,  less  platelet  fac- 
tor is  released  to  start  and  continue  the  clot- 
ting process  through  the  formation  of  throm- 
bin. There  is  also  less  platelet  aggregation 
because  ADP,  serotonin,  catecholamines,  etc, 
similarly  are  not  released,  and  the  clot  simply 
cannot  grow. 

Quick^  has  reviewed  bleeding  problems  in- 
cluding the  story  of  salicylates  as  far  back 
as  the  18th  century  and  has  emphasized  that 
aspirin  aggravates  all  mucous  membrane 
bleeding,  especially  in  von  Willebrand  syn- 
drome and  telangiectasia.  He  further  stated 
that  acetylsalicylic  acid  is  bound  to  the  enzyme 
cholinesterase  so  that  acetylcholine  remains 


available  for  dilatation  of  the  microcirculation, 
thereby  aggravating  bleeding. 

A recent  JAMA  editorial, ^ stating  that  eight 
communications  mentioning  the  risks  of  as- 
pirin hemorrhage  had  been  published  between 
January  1970  and  August  1971,  asked  if  the 
Federal  Trade  Commission  should  require  at 
least  a warning  to  television  viewers. 

Recently,  five  previously  treated  portal  hy- 
pertension patients  who  had  been  free  of 
bleeding  for  ten  years,  developed  massive 
hematemesis  and  melena  after  taking  aspirin.^ 
In  each  case  the  bleeding  subsided,  but  four 
patients  needed  transfusions.  Subsequent 
esophagoscopies  revealed  no  varices.  Obvious- 
ly, even  patients  with  corrected  portal  hyper- 
tension as  well  as  those  with  hemophilia,  ul- 
cers, and  all  patients  with  a history  of  pro- 
longed bleeding  would  do  well  to  treat  their 
aches  and  fevers  with  acetaminophen  rather 
than  aspirin.  Also,  aspirin  should  be  discontin- 
ued before  tonsillectomies  and  adenoidecto- 
mies,  gastrointestinal,  and  other  open  opera- 
tions. 

The  antithrombotic^  use  of  aspirin  is  related 
to  its  effects  on  acetylcholine  esterase  and 
platelet  membrane,  plus  its  interference  with 
ADP,  serotonin,  catecholamines,  and  other 
platelet  metabolism.  This  emphasizes  the  many 
parameters  of  hemostasis  and  vasodilation. 
The  basic  concepts  of  both  platelets  and  aspirin 
are  still  in  the  exploratory  stage  and  have 
many  varied  clinical  applications  and  conflicts. 

Luke  W.  Able,  MD,  Houston. 
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What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier 
that  won’t  fade 
when  troubi 
comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with  inno- 
vations and  new  developments  in  this  clouded,  sensitive  area  of  liability 
protection.  And  the  one  that  doesn’t  talk  malpractice  coverage  just  to 
a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Texas  doctors  need  is  Casualty  Indemnity  Exchange,  the  car- 
ter that  in  1968  pioneered  the  modern  approach  to  malpractice  coverage 
and  the  carrier  geared  to  STAY  in  the  market. 


SECURUY  SINCE  1912 

DASUAIJY INOEMNI1Y  EXCHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


Contact  your  local  agent,  or 
Russell  Grace  Insurance 
2304  West  7th  Street  • Ft.  Worth,  Texas  76107 
(817)  332-9269  or 
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MEDICAL/SCIENTIFIC  SUPPLIES 
Representing  the  finest  in  surgical 
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ment  manufacture 


ARIZONA:  PHOENIX  (602)  254-7161  • CALIFORNI 
MODESTO  (209)  526-1086  / SACRAMENTO  (916)  4i 
SAN  FRANCISCO  (415)  871-9543  • COLORADO: 
DENVER  (303)  255-1491  • NEW  JERSEY:  CLARK  (201 1 
TEXAS:  HOUSTON  (713)  526-2011  / SAN  ANTONIO  (5l' 
WASHINGTON:  SEATTLE  (206)  242-4850  • SPOKAN 
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Keeping  our  house  clean 


We  all  have  our  problems.  The 
question  is,  how  many  are  brought 
on  by  ourselves? 

At  the  annual  session  of  the 
American  Medical  Association  much 
discussion  was  given  to  the  actions 
of  insurance  companies  and,  as  in 
most  issues,  there  are  two  sides. 

The  discussions  in  San  Francisco 
and  at  the  1972  Annual  Session 
of  the  Texas  Medical  Association  in 
San  Antonio  were  prompted  by 
operational  policies  followed  by  a 
large  company  and  letters  which  it 
has  been  sending  to  some  policy- 
holders who  are  participating  in 
group  health  insurance  plans.  Physi- 
cians properly  have  been  concerned 
because  they  feel  that  the  company 
has  been  assisting  policyholders  in 
avoiding  payment  of  fees  for  medi- 
cal services  in  excess  of  amounts 
which  it  determined  to  be  prevailing 
fees.  The  letters  undoubtedly  have 
raised  doubts  in  the  minds  of  pa- 
tients, and  have  stimulated  some  of 
them  to  question  whether  the  fee 
charged  by  the  physician  is  greater 
than  what  would  be  regarded  as 
reasonable.  The  actions  of  the  insur- 
ance company  have  had  a tendency 
to  drive  a wedge  between  the  patient 
and  his  physician.  Certainly,  we  do 
not  want  anyone  or  any  company 
to  come  between  the  physician  and 
his  patient. 

At  the  conference  in  San  Fran- 
cisco, the  company  officials  agreed 
to  consult  the  physician  first  and 
go  over  the  problem  with  him.  If  an 
agreement  cannot  be  reached,  they 
will  go  through  medical  channels, 
even  all  the  way  to  the  AMA,  making 
every  effort  to  satisfy  all  parties. 

Less  than  5%  of  the  physicians 
are  involved  in  these  cases.  However, 
fewer  than  10%  of  these  physicians 
responded  to  written  queries  about 
the  differences,  and  few  peer  re- 
view committees  helped.  No  matter 
how  few  this  might  represent,  we 
must  make  a greater  effort  to 


keep  our  house  clean.  In  our  prin- 
ciples of  medical  ethics,  we  agree 
that  we  will  not  condone  the  improper 
actions  of  our  peers.  We  must  make 
every  effort  not  to  whitewash  or 
brush  under  the  rug  the  acts  of  our 
fellow  physicians  which  would 
bring  criticism  to  our  profession. 

We  must  stand  up  for  what  is  right. 
If  this  means  censuring  a peer  or 
helping  a patient  receive  j ust  treat- 
ment, then  it  must  be  done. 

Let  me  urge  each  of  you  to  take 
time  to  discuss  both  services  and  fees 
with  your  patients  and  have  a defi- 
nite understanding  with  them.  A 
written  contract  agreeing  to  the 
services  and  to  the  fees  would  not 
be  out  of  order.  This  way  there 
could  be  no  misunderstanding. 

Don’t  forget  the  golden  rule. 
Wouldn’t  you  appreciate  being 
treated  this  way? 


Braswell  Locker,  MD,  President, 
Texas  Medical  Association. 
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Radium  QlUUc 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radior 
tion  therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the 
physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 


Wichita  Falls  Clinic-Hospital 

1300  Eighth  Street,  Wichita  Falls,  Texas  76301 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons.  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 
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Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 
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David  D.  Salmon,  M.D.,  D.A.B.R. 
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Joseph  Bilder,  Jr.,  M.D. 
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MEDICINE 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


YOURS  FOR  THE  ASKING! 


The  many  services  of  the 


MEMORIAL  LIBRARY 

of  the 

TEXAS  MEDICAL 
ASSOCIATION 

45,000  BOUND  VOLUMES  • EXTENSIVE 
REPRINT  COLLECTION  • 1,100  NEW 

JOURNALS  RECEIVED  MONTHLY  • OVER 
400  PROFESSIONAL  AND  LAY  FILMS  • 
CURRENT  AUDIO-DIGEST  TAPES  IN 
GENERAL  PRACTICE  AND  EIGHT  SPE- 
CIALTIES • AMA  NEWS  JOURNAL 


Write  — Call  — Come  By 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701  (512)  477-6704 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


\\buld  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Wbuld  it  be  useful  in  clinical  practice  I 
to  have  government  predetermine 
drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice”  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  v/ith  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  be 
determined. 

The  Bureau  of  Drugs  has 
suggested  the  package  in- 
sert as  a possible  means  of 
communicating  information 
on  relative  efficacy  of  drugs 
to  the  physician.  I find  this 
objectionable,  since  I do 
not  believe  the  physician 
should  have  to  rely  on  this 
source  for  final  scientific 
truth.  There  is  also  a prac- 
tical objection:  Since  few 
physicians  actually  dis- 
pense drugs,  they  seldom 
see  the  package  insert.  In 
any  event,  I would  main- 
tain that  the  physician 
should  know  what  drug  he 
wants  and  why  without  de- 
pending on  the  government 
or  the  manufacturer  to  tell 
him. 

Undoubtedly,  physicians 
are  swamped  by  excessive 
numbers  of  drugs  in  some 
therapeutic  categories.  And 
I am  well  aware  that  many 
drugs  within  such  cate- 
gories could  be  eliminated 
without  any  loss,  or  per- 
haps even  some  profit,  to 
the  practice  of  medicine. 
But,  in  my  opinion,  neither 
the  FDA  nor  any  other 
single  group  has  the  exper- 
tise and  the  wisdom  neces- 
sary to  determine  the  one 
“drug  of  choice”  in  all 
areas  of  medical  practice. 
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In  my  opinion,  it  is  not 
the  function  of  anj^  govern- 
ment or  private  regulatory 
agency  to  designate  a “drug 
' of  choice.”  This  determina- 
tion should  be  made  by  the 
physician  after  he  has  re- 
! ceived  full  information  on 
Jthe  properties  of  a drug, 
and  then  it  will  be  based  on 
[his  experience  with  this 
drug  and  his  knowledge  of 
the  individual  patient  who 
is  seeking  treatment. 

If  an  evaluation  of  com- 
parative efficacy  were  to  be 
made,  particularly  by  gov- 
ernment, at  the  time  a new 
drug  is  being  approved  for 
marketing,  it  would  be  a 
, great  disservice  to  medi- 
’ cine  and  thus  to  the  patient 
' —the  consumer.  For  exam- 
' pie,  when  a new  therapeu- 
; tic  agent  is  introduced,  on 
the  basis  of  limited  knowl- 
, edge,  it  may  be  considered 
to  be  more  potent,  more 
; effective,  or  safer  than 
I products  already  on  the 
market.  Conceivably,  at 
this  time  the  new  drug 
j could  be  labeled  “the  drug 
I of  choice.”  But  as  addi- 
tional clinical  experience  is 
accumulated,  new  evidence 
may  become  available. 
Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Ampicillin,  Carbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 

Pyopen*(dis6dium  carbenicillin) 

Bactocill  (sodium  oxacillin) 

and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  eed 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injeaion  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injeaion  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


To  tell  you  the  truth, 
the  urge. 

Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly  — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 
Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 
Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care  — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  IS  present.  Caution:  Do  not  administer  to  children  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  you  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simnly  write  toC.B. FLEET  CO. .INC., 
P.O.  Box  1 100,  Lynchburg,  24505. 


Fleet  Enema 

The  professional  aid  to 
constipation  relief 

Bc.r.fleetco.inc. 

Lynchburg,  Va.  24,505 
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In  the  mid  1960s  drug  usage  in  the  United 
States  changed  dramatically.  A problem 
which  had  historically  involved  relatively  few 
individuals  and  only  a handful  of  drugs 
mushroomed  into  a dilemma  of  gigantic  pro- 
portions and  many  more  agents.  Newly  synthe- 
sized chemicals  about  which  little  was  known 
were  suddenly  being  used  by  thousands. 

At  the  same  time  renewed  interest  and  research 
produced  data  on  older  drugs  that  contra- 
dicted what  previously  had  been  accepted  as 
truth.  A panicky  public  has  increasingly  turned 
to  the  medical  profession  for  information 
and  guidance. 

Two  years  ago,  in  the  face  of  rising  public 
anxiety,  a group  of  medical  students  at 
Baylor  College  of  Medicine  organized  a Drug 
Information  Committee  under  the  aegis  of  the 
Student  American  Medical  Association. 

Our  hope  is  that  people  can  better  deal  with 
the  problem  when  provided  with  factual 
data  rather  than  myths,  second-hand  reports, 
and  various  forms  of  propaganda  both  pro 
and  con. 

We  have  reviewed  the  available  literature 
and  reported  what  we  believe  to  be  definite 
facts  or  at  least  consistent  objective  find- 
ings. These  articles  represent  summaries  of 
generally  accepted  concepts.  We  have  purpose- 
fully excluded  most  theoretical  and  unsub- 
stantiated reports.  Our  goal  is  to  provide  the 
physicians  of  Texas  with  information  which  will 
help  them  deal  with  drug  problems  which 
they  might  encounter  in  their  practices.  We 
have  tried  to  make  this  information  as  useful 
and  practical  as  possible.  Dr.  Reba  M.  Hill, 

Ms.  Mary  Jane  Rothacker,  and  Ms.  Margaret 
Northcutt  assisted  in  the  preparation  of  these 
articles. 

During  the  next  year  the  committee  will  be 
involved  in  two  other  major  projects.  The 


first  is  the  establishment  of  a national  informa- 
tion center  on  drugs  for  SAMA.  We  plan  to 
make  more  varied  and  detailed  data  readily 
available.  The  second  task  is  to  assist  the  Hous- 
ton School  District  and  the  Harris  County 
Medical  Society  in  establishing  a curriculum  on 
drug  abuse  for  the  public  schools. 

We  hope  that  through  rational  thought 
and  education  man  will  learn  to  control  his 
chemical  technology,  and  that  the  present 
drug-related  tragedies  will  become  only 
unfortunate  memories. 

SAMA  Drug  Information  Committee 
John  B.  Rose,  Chairman 
Robert  M.  Shepard,  Chairman 
Joseph  Swartz 
Michael  Cohen 
Alton  Allen 
Thomas  Clarke 
Therence  Clarke 
Ronald  Taska 
Daniel  Mulkey 
Richard  OIney 
James  Farrow 
John  Uphold 
Larry  DeBoer 
Frederick  Manning 
Edwin  Yeary 
Stanley  Crooke,  PhD 


50 


TEXAS  MEDICINE 


Major  tranquili^rs: 
the  phenothiazines 

JAMES  FARROW 


The  phenothiazines  have  been  in  clinical  use  since 
the  early  1950s  in  treatment  of  psychoses  and  as 
antiemetics.  Many  derivatives  of  the  prototype 
chlorprornazine  (Thorazine)  have  been  synthe- 
sized to  date.  The  pharmacology  of  these  drugs  is 
divided  into  four  main  groups:  the  aliphatic  ami- 
nopropyl  derivatives,  piperazine  derivatives,  pi- 
peridyl  derivatives,  and  a miscellaneous  group 
which  includes  antiparkinsonism  agents  and  an 
antihistaminic  substance.  Dosage,  side  effects  and 
complications  of  their  use  are  discussed  with  ref- 
erence to  addiction  and  potential  for  illicit  use 
and  social  abuse. 

SINCE  THE  PHENOTHIAZINES  were  introduced 
into  standard  clinical  practice  in  the  early 
1950s,  they  have  become  some  of  the  most 
widely  used  drugs  in  modern  medicine.  There 
are  several  important  derivatives  of  phenothia- 
zine  (in  particular,  chlorprornazine  [Thora- 
zine]) which  are  in  common  clinical  use  today. 
The  phenothiazine  derivatives  have  been  indi- 
cated primarily  in  the  treatment  of  psychoses 
and  of  persistent  nausea  and  vomiting. 

History:  Phenothiazine  has  been  known  since 
1883  when  it  was  synthesized  for  the  first 
time.®  It  was  not  until  1952,  however,  that  the 
French  investigators  Delay  and  Deniker  intro- 
duced the  phenothiazines  into  the  therapeutic 
management  of  psychiatric  disorders.®  Delay 
and  coworkers  found  they  could  effectively  re- 
duce agitation  and  anxiety  with  therapeutic 
doses  of  chlorprornazine  without  the  associated 
clouding  of  consciousness  which  was  inevitable 
with  sedative  drugs  used  up  until  that  time. 
The  discovery  of  the  tremendous  therapeutic 
potential  of  the  phenothiazines,  especially  their 
new  and  powerful  psychotropic  action  which 
affects  human  behavior  and  emotions,  devel- 
oped rapidly  in  the  early  1950s.  Within  a few 


years  from  the  time  of  their  first  use  by  Delay, 
the  phenothiazine  compounds  were  widespread 
in  clinical  practice.  As  success  with  chlorproma- 
zine  developed  it  was  inevitable  that  other 
phenothiazine  compounds  with  different  toxic- 
ity and  potency  would  be  synthesized.  Of  the 
more  than  two  dozen  phenothiazine  derivatives 
in  clinical  use  today,  chlorprornazine  is  most 
often  used  and  serves  as  a prototype  drug  for 
discussion. 

Pharmacology  and  Action:  The  spectrum  of 
pharmacological  activity  of  the  phenothiazines 
is  so  wide  that  there  is  hardly  a branch  of  med- 
icine which  is  not  utilizing  these  drugs  at  some 
time  in  one  form  or  another. 

Phenothiazines  as  a group  constitute  a re- 
markably safe  class  of  drugs.  The  usual  daily 
chlorprornazine  dose  may  range  from  25  to 
5,000  mg  without  toxic  effects.®  The  situation 
is  similar  for  the  other  phenothiazines. 

Common  to  all  phenothiazine  derivatives  is 
the  phenothiazine  nucleus  (Fig  la),  but  many 
varieties  have  been  created  by  modifying  the 
side  chains. 

Four  main  groups  can  be  distinguished 
among  the  phenothiazine  derivatives,  three  of 
which  are  shown  in  Fig  lb. 

Aliphatic  Aminopropyl  Derivatives:  This  group 
of  derivatives  tends  to  produce  more  autono- 
mic effects,  eg  hypotension,  constriction  of 
pupils,  dryness  of  mucous  membranes,  etc. 
Examples  in  this  group  include  chlorprornazine 
(Thorazine),  promazine  (Sparine),  and  triflu- 
promazine  (Vesprin). 

Piperazine  Derivatives:  These  forms  as  a rule 
do  not  produce  drowsiness  and  may  be  mildly 
stimulating.  This  group  is  also  characterized  by 
a much  greater  likelihood  to  elicit  extrapyra- 
midal  symptoms  and  by  a greater  pharmaco- 
logical potency.  Examples  of  this  group  include 
perphenazine  (Trilafon),  prochlorperazine 
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(Compazine),  trifluoperazine  (Stelazine),  and 
fluphenazine  (Prolixin). 

Piperidyl  Derivatives:  This  group  is  charac- 
terized by  a low  incidence  of  extrapyramidal 
side  effects  such  as  tremor,  muscle  rigidity, 
etc,  and  also  a tendency  to  produce  somno- 
lence. The  only  example  of  this  group  in  com- 
mon use  is  thioridazine  (Mellaril). 

Miscellaneous  Group:  Several  modifications  of 
the  phenothiazine  nucleus  have  led  to  the  de- 
velopment of  a host  of  important  drugs.  A sub- 
stance used  in  the  treatment  of  Parkinson’s  dis- 
ease is  ethopropazine  (Parsidol).  Another  deriv- 
ative, promethazine  (Phenergan),  may  be  used 
as  an  antihistaminic. 

What  distinguishes  the  phenothiazines  from 
other  sedatives  and  tranquilizers  which  have 
been  clinically  established  for  many  years,  eg, 
the  barbiturates,  alcohol,  etc,  is  that  the  tran- 
quilizing  effect  is  due  to  a selective  inhibition 
rather  than  a diffuse  or  total  inhibition  of  CNS. 
Phenothiazines,  white  influencing  certain  sub- 
cortical processes,  will  leave  cortical  processes 
relatively  unimpaired  and  allow  higher  function 
of  the  brain  to  continue.  Rational  control  is 
maintained.  The  limbic  system  and  extrapyra- 
midal system,  however,  are  affected  by  the 
phenothiazines. 

Dosage,  Side  Effects,  and  Complications:  De 

termining  the  proper  dosage  of  phenothiazine 
is  not  always  easy  because  of  the  tremendous 
differences  in  individual  reactions  to  these 
drugs.  The  maximum  therapeutic  effect  must 
be  approached  gradually  so  that  side  effects 
may  be  controlled.*’ 

A large  array  of  nontoxic  side  effects  may 
accompany  the  therapeutic  activity  of  any  of 
the  phenothiazine  derivatives.  Fortunately,  few 
of  the  unwanted  side  effects  are  serious.  The 
most  troublesome  are  orthostatic  hypotension, 
photosensitivity,  and  extrapyramidal  symptoms 


which  were  mentioned  previously  and  respond 
to  reduction  of  the  dosage. 

It  is  possible  to  choose  specific  phenothia- 
zine derivatives  which  are  relatively  free  of  spe- 
cific side  effects,  eg,  those  that  are  likely  to 
produce  extrapyramidal  symptoms  or  photo- 
sensitivity, but  every  therapeutically  active 
phenothiazine  usually  has  its  own  share  of  side 
effects. 

Patients  with  impaired  liver  function  given 
chlorpromazine  may  develop  jaundice  because 
of  transitory  blocking  of  the  small  bile  ducts, 
but  this  is  rated* 

Potentiation  of  the  action  of  other  drugs 
under  therapeutic  circumstances  can  occur. 
The  phenothiazines  are  known  to  potentiate  the 
actions  of  various  drugs  such  as  the  barbitu- 
rates, narcotics,  and  anesthetics.  This  effect  is 
dose  dependent,  and  in  usual  therapeutic  dos- 
es potentiation  may  not  occur.’’ 

Since,  in  most  cases,  intensive  phenothiazine 
therapy  is  given  to  patients  who  are  suffering 
from  serious  conditions  which  might  not  readily 
yield  to  other  treatments  (eg,  psychotic  condi- 
tions), the  decision  to  continue  with  high  doses 
of  phenothiazines  in  spite  of  side  effects  is 
often  facilitated  because  there  may  be  no  other 
choice. 

Considerations  in  Use  of  Phenothiazines:  Addic- 
tion: In  man,  the  phenothiazines  generally  are 
not  considered  to  produce  significant  physical 
dependence  or  withdrawal  symptoms. 

Unlike  the  so-called  minor  tranquilizers,  nar- 
cotic analgesics,  alcohol,  and  the  barbiturates, 
the  phenothiazines  are  not  apparently  addictive 
although  some  physical  aftereffects  from  with- 
drawal of  the  drug  after  prolonged  use  have 
been  reported.’  Physical  aftereffects  of  with- 
drawal may  include  recurrence  of  psychotic 
symptoms,  muscular  discomfort,  and  insomnia. 

Neurotic  anxiety  and  tension,  which  are  the 
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most  common  symptoms  for  which  tranquiliz- 
ers are  prescribed,  often  respond  better  to  the 
minor  tranquilizers  than  to  phenothiazines.  The 
latter,  on  the  other  hand,  have  the  important 
advantage  of  not  leading  to  addiction.  Since 
neurotic  patients  are  especially  prone  to  the 
development  of  addiction,  a drug  which  will  not 
produce  habituation  may  be  preferable  even  if 
it  is  less  effective. 

Abuse:  Phenothiazines  are  generally  not  as- 
sociated with  any  special  feeling  of  pleasure  or 
“tranquility"  even  though  they  are  called  tran- 
quilizers. In  fact,  they  are  often  taken  with  re- 
luctance by  many  patients  because  of  their 
numerous  minor  but  annoying  side  effects. 
Many  of  these  side  effects  are  experienced  as 
subjectively  unpleasant  by  the  patient,  and  this 
may  be  one  of  the  reasons  why  phenothiazines 
are  not  abused.  The  minor  tranquilizers  are 
more  often  abused  than  the  phenothiazines. 


(A)  Phenothiazinc  nucleus 
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(B)  Derivatives 
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/.  The  phenothiazine  nucleus  (a)  and  three  of 
the  four  main  phenothiazine  derivatives  (h), 
based  on  data  from  Goodman  and  Gilman^ 
and  Bradley.^ 


Mr.  Farrow,  1200  Moursund  Ave,  Houston,  Texas 
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Texas  78701. 
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Barbiturates 


CHEMICAL  AND  PHYSICAL  PROPERTIES:  Barbi- 
turic acid  is  formed  by  the  union  of  a malonyl 
and  a urea.  This  substance,  malonylurea,  is  not 
an  active  CNS  depressant,  but  its  derivatives 
are  potent  in  t.his  respect.  Although  2,500  bar- 
biturate derivatives  have  been  synthesized,  few 
have  found  their  way  into  clinical  use.  The  de- 
rivatives now  used  can  be  divided  into  three 
groups  on  the  basis  of  their  speed  of  onset  and 
duration  of  action:  long-acting,  short-to-inter- 
mediate-acting,  and  ultra-short-acting  com- 
pounds (Fig  1). 

The  Meyers-Overton  generalization  is  an  im- 
portant concept  in  regard  to  barbiturate  action; 
it  states  that  CNS  depression  varies  directly 
with  the  lipid/aqueous  partition  coefficient. 
Physiologically,  this  means  that  highly  lipid 
soluble  compounds  like  the  ultra-short-acting 
compounds  are  absorbed  rapidly,  metabolized 
rapidly  due  to  the  lipid  barrier  of  the  liver 
microsomal  oxidative  systems,  excreted  slowly 
due  to  their  ready  absorption  into  the  renal 
tubules,  and  deposited  In  large  amounts  in 
muscle  and  adipose  tissue.  The  opposite  holds 
for  the  long-acting  barbiturates  such  as  pheno- 
barbital. 

Long-Acting  Compounds:  Phenobarbital  (Lum- 
inal) is  the  best  known  compound  in  this  group. 
It  is  widely  prescribed  for  the  reduction  of  anx- 
iety and  is  an  ingredient  in  a number  of  pro- 
prietary preparations.  Addiction  to  this  drug 
often  develops,  but  the  user  sooner  or  later 
discovers  that  the  short-to-intermediate-acting 
drug  (secobarbital  or  pentobarbital)  is  more 
satisfying. 

The  inclusion  of  mephobarbital  (Mebaral) 
and  metharbital  (Gemonil)  in  this  group  at  first 
seems  unusual  because  structure- activity  rela- 
tionships indicate  that  a methyl  group  at  R3 
results  in  a highly  lipid  soluble  compound  and 
thus  should  be  short-acting  (Fig  1).  However, 


these  compounds  are  rapidly  demethylated  to 
phenobarbital  and  barbital,  respectively. 

Phenobarbital  will  be  discussed  as  the  proto- 
type of  this  class.  Phenobarbital  is  a weak  acid; 
thus,  in  an  acid  medium  (as  in  the  stomach) 
it  is  a unionized  compound,  and  this  increases 
its  absorption  rate.  In  an  alkaline  medium  (as 
in  alkaline  diuresis)  it  is  ionized  and  not  readily 
absorbed  by  the  renal  tubules.  Phenobarbital 
has  limited  lipid  solubility:  it  is  absorbed  slowly 
from  the  gastrointestinal  tract,  metabolized 
slowly,  is  not  significantly  deposited  in  fat,  is 
excreted  virtually  unchanged  through  the  renal 
tubules,  and  has  a long  duration  of  action  but 
slow  onset.  This  drug  is  satisfactory  for  anxiety 
control  because  of  the  long  duration  of  action, 
but  is  not  effective  in  the  treatment  of  insom- 
nia because  the  onset  of  action  is  too  slow. 
Long-acting  barbiturates  require  several  hours 
to  yield  a maximum  effect. 

A reactive  alkyl  or  phenyl  group  on  C5  con- 
fers selective  anticonvulsant  activity  that  is  in- 
dependent of  the  hypnotic  action.  Phenobarbi- 
tal is  thus  a useful  drug  in  the  suppression  of 
convulsions,  grand  mal  seizures,  strychnine 
poisoning,  delirium  tremens,  etc. 
Ultra-Short-Acting  Compounds:  These  drugs,  of 
which  thiopental  (Pentothal)  is  the  most  impor- 
tant clinically,  are  principally  anesthetics.  Their 
onset  of  action  is  rapid  and  the  duration  is 
short.  An  intravenous  dose  of  Pentothal  causes 
loss  of  consciousness  in  30  seconds.  Ultra- 
short-acting compounds  are  more  toxic  than 
the  other  barbiturates,  and  only  high  molecular 
weight  compounds  have  a suitable  margin  of 
safety  to  be  used  clinically. 

The  high  lipid  solubility  of  this  class  is  due 
principally  to  the  sulfur  at  the  X position  (Fig 
1)  or  to  a methyl  at  R3.  The  barbiturates  with  a 
sulfur  at  position  X are  called  thiobarbiturates. 
When  injected  they  achieve  fast  and  large  con- 
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centrations  throughout  the  brain.  Soon,  how- 
ever, they  are  redistributed  throughout  body 
water.  This  causes  the  blood  levels  to  drop 
rapidly.  Levels  continue  to  fall  as  the  drug  is 
preferentially  concentrated  in  adipose  tissue. 
This  redistribution  is  the  terminating  factor  in 


lipid-soluble  drugs,  and  can  result  in  a hang- 
over effect  that  can  last  many  hours  after  the 
return  to  consciousness.  Thiobarbiturates  are 
rapidly  metabolized,  and  their  removal  from  the 
body  is  dependent  entirely  on  metabolic  altera- 
tions. Until  metabolized,  the  renal  excretion  of 
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General  Formula 

Barbiturate 

Commercial  Name 

X 

Hypnotic  Dose*  (gm) 

LONG-ACTING 

Aprobarbital 

Alurate 

0 

.04 

- .16 

Barbital 

Veronal 

0 

.3 

- .5 

Diallylbarbituric  Acid 

Dial 

0 

.1 

- .3 

Mephobarbital 

Mebaral 

0 

Metharbital 

Gemonil 

0 

Phenobarbital 

Luminal 

0 

.1 

- .2 

SHORT-TO-INTERMEDIATE-ACTING 

Amobarbital 

Amytal 

0 

.1 

- .2 

Butabarbital 

Butlsol 

0 

.1 

Cyclobarbital 

Phanodorn 

0 

.1 

- .2 

Heptabarbital 

Medomin 

0 

.2 

- .4 

Hexethal 

Ortal 

0 

.2 

- .4 

Pentobarbital 

Nembutal 

0 

.1 

Probarbital 

Ipral 

0 

.2 

- .4 

Secobarbital 

Seconal 

0 

.1 

Talbutal 

Lotusate 

0 

.12 

Vinbarbital 

Delvinal 

0 

.2 

- .2 

ULTRA-SHORT-ACTING 

Hexobarbital 

Evipal 

0 

Methitural 

Neraval 

s 

Methohexital 

Brevital 

0 

Thiamylal 

Surital 

s 

Thiopental 

Pentothal 

s 

Adapted  from  Goodman  LS,  Gilman  A:  The  Pharmacological  Basis  of  Therapeutics.  Ed  4.  New  York  City,  The  Macmillan  Company, 
1970. 

1.  Names,  X substitutes,  ami  hypnotic  doses  of  various  barbiturates. 
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thiobarbiturates  and  the  oxybarbiturates  of  this 
class  is  poor  since  they  are  readily  reabsorbed 
by  the  renal  tubules. 

Short-to-Intermediate-Acting  Compounds:  This 
class  of  barbiturates  has  properties  between 
the  long-acting  and  the  ultra-short-acting  bar- 
biturates. If  a methyl  substitution  at  R3  or  a 
sulfur  at  position  X is  made  to  any  member  of 
this  group,  the  resulting  compound  would  be 
an  ultra-short-acting  drug,  a sulfur  substitution 
in  pentobarbital  yields  Pentothal.  Because  of 
the  rapid  onset  of  action  and  intermediate 
duration,  these  compounds  are  used  most 
often  as  hypnotic  agents.  They  are  not  suitable 
for  the  reduction  of  anxiety  because  of  their 
duration  of  action.  These  compounds  are  some 
of  the  most  commonly  abused  agents  in  exist- 
ence. Principally,  secobarbital  (Seconal),  pento- 
barbital (Nembutal),  amobarbital  (Amytal),  and 
Tuinal  (equal  parts  of  amobarbital  and  secobar- 
bital) are  often  abused. 

These  compounds  are  easily  absorbed  from 
the  gut,  metabolized  before  excretion,  and  de- 
posited partially  in  muscle  and  fat,  but  much 
less  so  than  the  thiobarbiturates.  Short-acting 
compounds  produce  drowsiness  within  30  min- 
utes of  ingestion.  Due  to  the  increased  lipid 
solubility,  osmotic  diureses  and  alkaline  diures- 
es are  of  little  use  in  treatment  of  overdoses. 
Again  as  in  long-acting  compounds,  a reactive 
alkyl  or  phenol  group  at  C5  yields  anticonvul- 
sant activity.  However,  if  these  alkyl  groups  at 
Cr,  become  too  long,  the  drug  becomes  a con- 
vulsant  and  physiologically  very  toxic. 
Organ-Systems  and  Barbiturates:  A tremendous 
amount  of  research  has  been  done  on  the  bio- 
chemical effects  of  barbiturates,  but  only  major 
physiological  actions  will  be  considered  here. 

CNS:  Little  is  known  of  how  the  barbiturates 
depress  the  CNS,  but  it  is  generally  believed 
that  the  synapse  is  the  site  of  action.**  Auto- 
nomic ganglionic  depression  accounts,  in  part, 
for  the  hypotensive  effects  of  barbiturate  intoxi- 
cation. The  reticular  activating  system  is  ex- 
quisitely sensitive  to  the  depressive  effects  of 
barbiturates  and  other  sedative-hypnotics,  and 
this  seems  to  account  for  the  hypnotic  effects. 
On  the  cortical  level  the  inhibitory  fibers  are 
more  sensitive  to  depression  than  the  excita- 
tory fibers,  and  this  accounts  for  the  paradoxi- 
cal feelings  of  euphoria  seen  with  hypnotic 
doses  of  barbiturates. 

The  sleep  produced  by  barbiturates  is  like 


normal  sleep  with  the  notable  difference  that  a 
reduced  amount  of  time  is  spent  in  REM  sleep. 
The  long-acting  barbiturates  also  tend  to  pro- 
duce a hangover  effect  upon  awakening  be- 
cause of  their  slow  removal.  Analgesic  proper- 
ties of  barbiturates  are  small,  and  cannot  be 
relied  upon  to  produce  sleep  in  the  presence  of 
severe  pain.  The  EEC  of  barbiturate  sleep  is 
different  because  of  the  production  of  high 
frequency  waves,  and  with  increased  dosages 
“burst  suppression”  or  brief  periods  of  silence 
are  seen. 

Respiratory:  The  respiratory  depression  of 
barbiturates  is  of  major  importance,  because 
this  is  most  often  the  cause  of  death  in  over- 
doses. Respiration  is  physiologically  maintained 
by  three  mechanisms:  (1)  a neurogenic  drive  in 
the  medullary  respiratory  center,  (2)  a chemical 
drive  that  is  dependent  on  the  carbon  dioxide 
pressure  with  receptors  in  the  medulla,  and 
(3)  a hypoxic  drive  with  oxygen  receptors  in 
the  carotid  bodies  and  aorta.  These  mechan- 
isms are  depressed  by  barbiturates  in  the  order 
of  1,  2 and  then  3,  and  in  the  treatment  of 
overdoses  the  maintenance  of  respiration  is 
always  of  major  importance.  Care  must  be 
taken  with  the  administration  of  oxygen,  be- 
cause if  respiration  is  being  maintained  by  only 
the  oxygen  receptors,  an  abrupt  increase  in 
blood  oxygen  will  completely  stop  respiration. 
Respiratory  reflexes  are  less  easily  depressed, 
and  laryngospasms  are  frequent  complications 
of  barbiturate  anesthesia. 

Cardiovascular:  Severe  hypotension  often  de- 
velops in  the  poisoned  individual,  and  sympa- 
thomimetic amines  can  reverse  the  hypotensive 
effects  of  barbiturates. 

Genitourinary:  In  the  female,  barbiturates  do 
not  significantly  impair  the  labor  contractions, 
but  they  readily  cross  the  placental  barrier;  this 
is  of  major  consideration  to  the  fetus  since  it 
lacks  the  liver  function  to  deal  with  these  drugs. 

Barbiturates  act  on  the  kidney  in  two  ways 
to  produce  oliguria  or  anuria:  (1)  via  systemic 
hypotension,  and  (2)  by  stimulating  the  secre- 
tion of  antidiuretic  hormone.  This  is  of  greater 
importance  in  the  longer-acting  compounds 
that  depend  on  the  kidney  for  their  termination 
of  action. 

Liver:  Large  amounts  of  barbiturates  induce 
the  formation  of  liver  enzyme  systems,  and  this 
accounts  for  the  tolerance  to  drugs  seen  in 
chronic  barbiturate  abusers.  There  are  three 
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contraindications  to  the  use  of  barbiturates 
relative  to  liver  function;  (1)  severe  liver  dam- 
age with  dermatitis  can  result  if  patients  are 
hypersensitive  to  barbiturates;  (2)  barbiturates 
can  cause  a precipitous  and  dangerous  rise  in 
the  levels  of  porphyrins  in  patients  with  acute 
intermittent  porphyria  because  barbiturates  ac- 
tivate ALA-synthetase,  the  rate-limiting  step  in 
porphyrin  synthesis,  and  (3)  liver  damage  (for 
example,  cirrhosis,  hepatomas,  etc)  can  reduce 
the  ability  of  the  liver  to  metabolize  the  barbit- 
urate, and  normal  dosages  must  be  reduced 
in  patients  with  liver  or  renal  malfunction. 

Other:  Idiosyncratic  reactions  to  barbiturates 
can  be  myalgia,  neuralgia,  or  arthritic  pain 
rarely;  allergic  reactions;  exfoliate  dermatitis 
with  phenobarbital,  and  skin  eruptions  associ- 
ated with  fever,  delirium  and  liver  damage. 
Reactions  with  Other  Drugs:  Barbiturates  inter- 
act with  a large  number  of  drugs.  Barbiturates 
diminish  the  effects  of  amphetamines  and  en- 
hance the  effects  of  analgesics.  Most  notable 
are  the  synergistic  effects  with  ethanol,  and 
these  are  often  actively  sought  by  alcoholics. 
Joyce  reports  in  a typewriting  test  that  pheno- 
barbital decreases  speed  and  increased  accu- 
racy, ethanol  increases  speed  slightly  and 
greatly  decreases  accuracy,  and  a combination 
of  the  two  potentiates  the  trend  seen  in  etha- 
nol.This  type  of  results  has  been  reported 
in  many  studies. 

Intoxication:  Barbiturate  intoxication  closely  re- 
sembles excessive  ethanol  intake.  Signs  and 
symptoms  include  clouding  of  consciousness 
and  judgment,  euphoria  or  depression,  loss  of 
emotional  control,  signs  of  toxic  psychosis, 
dysarthria,  ataxia  in  gait,  nystagmus,  pupillary 
changes,  and  hyporeflexia.^ 

Overdose:  Barbiturates  account  for  more  sui- 
cides (6%)  and  accidental  deaths  (18%)  than 
any  other  single  poison.  More  than  20%  of 
the  acute  poisoning  cases  admitted  to  general 
hospitals  are  from  barbiturate  overdose.  They 
cause  15,000  deaths  annually  in  the  United 
States;  this  is  8%  of  the  hospitalized  cases. 

Drug  automatism  has  been  implicated  as  a 
means  of  accidental  overdose. in  this  situa- 
tion the  person  takes  a dose  and  when  seda- 
tion first  appears,  he  becomes  confused  and 
takes  another  dose.  Upon  recovery  he  does  not 
remember  the  second  dose.  In  another  situa- 
tion, persons  take  a dose  of  barbiturates,  and 
when  they  feel  nothing  within  what  they  con- 


sider to  be  a suitable  amount  of  time,  they  take 
another  larger  dose  that  can  be  toxic  when 
combined  with  the  original  sedative  dose. 

In  overdoses  the  intermediate-acting  drugs 
will  be  more  toxic,  and  in  fact  most  overdoses 
are  with  these  compounds.  Often  however,  the 
overdosed  state  is  a complicated  one  because 
persons  tend  to  take  a wide  mixture  of  sedative- 
hypnotics,  alcohol,  or  anything  that  can  be  in- 
gested. The  diagnosis  of  barbiturate  poisoning 
is  a difficult  one,  especially  with  mixtures  of 
materials.  The  signs  and  symptoms  are  cen- 
tral nervous  system  and  cardiovascular-related. 
Deep  reflexes  may  persist;  often  a positive 
Babinski  sign  can  be  elicited;  constricted  or 
dilated  pupils  are  present;  respiration  is  affect- 
ed very  early;  blood  pressure  decreases;  and  a 
typical  shock  syndrome  of  weak  and  rapid  pulse 
and  cold,  sweaty  skin  is  seen.  Pulmonary  com- 
plications and  renal  failure  are  frequent  and 
severe. 

The  “Scandinavian  method’’  of  treatment  of 
overdoses  has  achieved  renown  because  of  its 
low  mortality  rate  (less  than  2%).*  In  this 
method  of  treatment,  once  the  differential  diag- 
nosis of  barbiturate  overdose  has  been  made, 
the  first  and  foremost  action  is  to  obtain  a 
patent  airway  and  to  maintain  respiration. 
Once  this  has  been  accomplished,  attention 
should  be  directed  toward  hypotension  which 
is  usually  present  and  a significant  threat  to 
life.  Dextran,  concentrated  albumin,  or  blood 
can  be  administered,  and  sympathomimetics 
such  as  Aramine  often  are  necessary.  If  hypo- 
tension exists,  renal  failure  is  a severe  and 
deadly  complication  especially  with  the  long- 
acting  compounds  that  depend  on  the  kidney 
for  their  inactivation.  If  significant  liver  or  kid- 
ney diseases  or  renal  failure  secondary  to  hypo- 
tension are  present,  peritoneal  dialysis  is  nec- 
essary. Hemodialysis  has  been  advocated  by 
many  researchers  in  this  area,  but  Hadden  and 
others  attributed  an  unexplained  mortality  from 
cardiac  arrest  of  12.5%  to  35%  to  hemodialy- 
sis.® Hadden  also  gives  convincing  data  that 
support  his  position  that  supportive  care  alone 
is  superior  to  mannitol  diuresis  and  peritoneal 
dialysis  in  the  treatment  of  overdoses  with  the 
short-acting  compounds.  There  are,  however, 
many  earlier  articles  lauding  the  virtues  of 
osmotic  diuresis,  peritoneal  dialysis,  and  hemo- 
dialysis. In  treating  overdoses  of  the  long-act- 
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ing  compounds,  alkaline  and  osmotic  diuresis 
are  more  universally  accepted. 

Analeptics  such  as  bemegride  were  used  in 
the  past  to  stimulate  the  depressed  central 
nervous  system,  but  this  treatment  is  now  con- 
sidered to  be  an  additional  assault  on  the  ner- 
vous system,  and  probably  increases  the  mor- 
tality rate.  Nursing  care  is  the  one  aspect  of 
treatment  that  keeps  the  mortality  rates  high 
or  low.  Close  observation  of  blood  gasses,  fluid 
and  electrolyte  replacement,  respiration,  pH, 
and  renal  function  are  all  necessary  for  the 
overdose  patient  in  coma.  In  many  clinics,  if 
the  patients  live  long  enough  to  get  to  the  hos- 
pital, the  mortality  rate  will  be  higher  from 
pulmonary  complications  than  from  any  other 
cause.  This  can  usually  be  remedied  if  the 
patient  is  turned  every  two  hours  until  his 
cough  reflex  returns,  antibiotics  given  if  need- 
ed, and  his  lungs  suctioned  if  necessary. 

Although  tolerance  develops  rapidly  to  the 
intoxicating  effects  of  barbiturates,  the  tnini- 
niu?n  lethal  dose  is  not  raised  for  that  person. 
Chronic  abusers  do,  however,  tolerate  the  ele- 
vated blood  levels  better  than  nonaddicts. 

Abuse:  An  indication  of  the  pervasiveness  of 
this  class  of  drugs  and  its  users  in  our  Ameri- 
can way  of  life  is  that  in  1962,  more  than 
1 million  pounds  of  barbiturates  were  available 
in  the  United  States.  The  abusers  of  barbitu- 
rates have  been  classically  grouped  into  four 
categories:'*’^  (1)  persons  seeking  removal  from 
emotional  stress,  often  into  total  oblivion;  (2) 
after  prolonged  use,  a paradoxical  euphoric 
effect  occurs,  and  some  persons  take  the  drug 
for  this  exhilaration  and  animation;  (3)  persons 
who  want  to  counter  the  effects  of  other  drugs, 
such  as  amphetamines;  those  are  often  seen 
in  a cyclic  pattern  of  stimulation  and  sedation; 
and  (4)  those  who  take  barbiturates  in  combi- 
nation with  other  types  of  drug  abuse,  mainly 
alcohol  and  opiates.  Alcoholics  use  the  drug  to 
counter  the  effects  of  the  delirium  tremens,  or 
to  potentiate  the  effects  of  alcohol.  Opiate  ad- 
dicts often  use  barbiturates  to  cover  withdraw- 
al or  to  prolong  the  effects  of  a limited  supply 
of  the  narcotics. 

According  to  the  most  recent  articles  on 
barbiturate  abuse, there  is  a noticeable  in- 
crease in  the  number  of  abusers  in  the  last 
category,  principally  the  opiate  users.  They 
have  found  that  barbiturates  are  much  cheaper 
than  narcotics,  and  in  times  of  shortages,  with- 


drawal can  be  delayed  with  the  use  of  barbitu- 
rates. Barbiturates  can  also  prolong  the  “high” 
if  the  opiate  is  of  poor  quality,  but  the  addict 
will  always  return  to  pure  opiate  if  this  can  be 
obtained.  Tuinal  (equal  parts  of  amobarbital 
and  secobarbital)  was  being  used  almost  ex- 
clusively in  a study  of  Canadian  addicts®  and 
pentobarbital,  secobarbital,  or  amobarbital  are 
the  drugs  usually  found  in  United  States  stud- 
ies. The  medical  world  is  seeing  a number  of 
dual  addicts  now,  and  this  produces  special 
problems  in  the  withdrawal  state.® 

Pure  barbiturate  addiction  is  more  danger- 
ous than  addiction  to  other  drugs,  even  the 
narcotics,  because: 

1.  Even  though  tolerance  to  the  intoxicating 
and  sedative  effects  of  barbiturates  develops, 
the  minimum  lethal  dose  does  not  change. 2* 
This  results  in  overdoses  that  are  frequent  and 
dangerous,  and  does  not  hold  true  for  the 
narcotics. 

2.  When  an  addict  gets  his  fix  of  opiate,  he 
becomes  functional  again.  The  barbiturate  abus- 
er, however,  becomes  depressed  and  can  func- 
tion only  at  a very  low  level. 

3.  Withdrawal  from  the  barbiturates  often 
results  in  death  if  not  medically  treated,  where- 
as opiate  withdrawal  is  less  lethal. 

Virtually  all  abusers  prefer  the  short-acting 
drugs. 2*  The  long-acting  compounds  are  found 
more  often  in  suicide  attempts,  and  the  ultra- 
short-acting  compounds  are  not  generally  used 
because  they  are  not  available  as  oral  prepar- 
ations. 

A study  of  barbiturates  in  the  Haight-Ash- 
bury  district*®  takes  a closer  look  at  the  rise 
of  barbiturate  use  in  the  drug  subculture  of 
the  American  young.  Speed  (methampheta- 
mine)  users,  after  a high  of  several  days,  inject 
secobarbital  as  a “downer”  to  avoid  the  agita- 
tion and  paranoia  encountered  at  the  end  of  a 
speed  trip.  This  practice  may  lead  to  barbitu- 
rate addiction. 

LSD  and  DOM  (STP)  users  can  experience 
muscle  tremors  or  tachycardia  that  is  quite  un- 
comfortable to  a person  with  increased  percep- 
tual sensitivity.  Small  doses  of  short-acting  bar- 
biturates are  taken  with  the  psychedelic  drug 
to  reduce  these  peripheral  effects.  No  untoward 
effects  are  noticed  with  this  type  of  barbiturate 
abuse  except  local  inflammation  at  the  site  of 
injections.*® 

The  street  name  for  barbiturates  is  “down- 
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er”;  secobarbital  is  called  “red  devil";  pento- 
barbital is  “yellow  jacket."  Both  are  named 
after  the  color  of  capsule  used  commercially. 
Fraser’s  classical  study  of  barbiturate  depend- 
ence showed  that  daily  dosages  of  less  than 
0.4  gm  of  Seconal  or  Nembutal  will  not  pro- 
duce physical  dependence."  It  also  showed 
that  it  takes  a dosage  of  0.6  gm  per  day  for 
37  days  to  produce  any  signs  of  withdrawal. 
Typically,  the  addict  starts  using  barbiturates 
prescribed  by  a physician  for  anxiety  or  insom- 
nia— entirely  within  these  nonaddicting  dos- 
ages— but  with  increased  tolerance  to  the  in- 
toxicating effects,  they  begin  to  increase  their 
dosages. 

Withdrawal:  The  barbiturate  withdrawal  state 
begins  with  the  onset  of  insomnia,  anxiety, 
restlessness,  sweating  and  weakness.  Ortho- 
static hypotension  is  of  particular  value  to  the 
physician  in  differentiating  between  barbiturate 
abstinence  syndrome  and  ordinary  anxiety 
states. 22  Nausea  and  vomiting  develop,  with 
fever  and  hallucinations  that  usually  are  visual 
and  tactile.  The  peak  incidence  of  grand  mal 
convulsions,  which  can  lead  into  coma  and 
death  if  untreated,  occurs  after  two  to  three 
days  of  abstinence  from  the  short-acting  drugs, 
and  after  seven  to  eight  days  of  withdrawal  of 
the  long-acting  barbiturates.  Clinical  improve- 
ment is  rarely  seen  until  the  patient  enters  a 
prolonged  sleep.  Hyperpyrexia  in  the  course  of 
the  withdrawal  is  considered  an  ominous  sign 
of  fatal  outcome  if  not  handled  carefully. 

Most  treatment  programs  for  the  medical 
withdrawal  of  barbiturates  use  the  “10% 
rule. "24  The  patient  is  stabilized  for  two  to 
three  days  with  pentobarbital  so  that  he  is 
neither  intoxicated  nor  suffering  from  with- 
drawal. Pentobarbital  is  then  withdrawn  at  the 
rate  of  10%  of  the  established  daily  dose  to 
yield  mild  intoxication.  If  signs  of  withdrawal 
develop,  then  the  patient  is  stabilized  at  that 
dosage  level  for  a few  days  before  further  re- 
duction. General  supportive  measures  such  as 
electrolytes,  fluids,  and  diet  should  be  used. 
Other  withdrawal  regimens  withdraw  0.1  gm  per 
day,  and  slow  this  rate  if  withdrawal  symptoms 

occur.22.24 

Mr.  Swartz,  3514  Prudence,  Houston,  Texas  77045. 

The  author’s  reference  list  is  available  on  request 
from  Texas  Medicine,  1801  N Lamar  Blvd,  Austin, 
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Tobacco 


Although  a relatively  new  addition  to  the  field  of 
recreational  pharmacology,  tobacco  is  one  of  the 
most  widely  used  agents.  Seventy  million  people 
in  the  United  States  use  tobacco  products  daily. 
During  the  past  two  decades  smoking,  especially 
cigarette  smoking,  has  been  indicted  as  a serious 
health  hazard.  Recent  laboratory  studies  are  help- 
ing to  explain  epidemiological  observations,  and 
“associative”  relationships  between  tobacco  and 
disease  are  becoming  “causal”  ones. 


NICOTIANA  TABACUM  is  a plant  indigenous  to 
the  New  World.  It  contains  more  than  500 
pharmacological  compounds,  a few  of  which 
are  unique  to  the  plant.  The  leaves  of  the  plant 
are  dried  and  prepared  in  several  ways.  They 
can  be  pressed  into  a plug  and  chewed.  They 
can  also  be  finely  ground  and  inhaled  directly 
through  the  nose  (snuffed).  By  far  the  most 
popular  method  is  burning  the  leaves  and  in- 
haling the  smoke  as  a cigar,  a cigarette,  or  in 
a pipe.  The  cigarettes  may  be  filtered  or  unfil- 
tered. Each  method  has  unique  characteristics 
of  habit,  equipment,  satisfactions,  protocol,  and 
associated  image.  In  1964  the  US  Department 
of  Agriculture  reported  that  70  million  people 
in  the  United  States  used  tobacco  products. 
Cigarettes  are  currently  the  most  widely  used 
and  have  also  acquired  the  most  notoriety, 
thus  this  article  will  deal  primarily  with  ciga- 
rette smoking  with  only  occasional  mention  of 
the  other  methods  where  appropriate. 

History:  The  tobacco  plant  was  cultivated  in 
the  New  World  long  before  Columbus  arrived. 
The  Indians  introduced  it  to  the  early  Spanish 
and  English  explorers  who,  in  turn,  introduced 
it  to  Europe.  Thus  began  400  years  of  argu- 
ment as  to  its  medicinal  or  deleterious  effects. 


King  James  I called  tobacco  smoking  a “cus- 
tom loathsome  to  the  eyes,  harmful  to  the 
braine,  dangerous  to  the  lungs. A Spanish 
proverb  of  the  day  stated,  “A  paper  cigarette, 
a glass  of  fresh  water,  and  a kiss  of  a pretty 
girl  will  sustain  a man  for  a day  without  eat- 
ing.In  England  and  other  northern  coun- 
tries, pipe  smoking  was  the  usual  method  of 
indulgence;  in  the  Latin  countries  such  as 
Spain,  cigars  and  cigarettes  were  more  popular. 
In  the  18th  century  snuff  became  the  vogue 
and  the  practice  lasted  to  the  middle  of  the 
19th  century,  but  not  without  medical  notice. 
Dr.  John  Hill  of  London  reported  six  cases  of 
nasal  cancer  that  he  attributed  to  the  immod- 
erate use  of  snuff. In  the  United  States  ail  of 
these  methods  were  employed.  In  the  1880s, 
however,  the  Duke  family  began  machine  pro- 
duction of  cigarettes,  and  this  became  the  pri- 
mary form  of  tobacco  usage  from  then  to  the 
present. 

In  1900,  vital  statistics  revealed  increasing 
incidence  of  lung  cancer  in  the  United  States. 
By  1930,  epidemiologists  attributed  the  mortal- 
ity trends  to  cigarette  smoking. Between  1950 
and  1960,  studies  indicated  an  association  be- 
tween cigarette  smoking  and  several  diseases 
of  the  lungs  and  cardiovascular  system.  In 
1956  the  US  Surgeon  General’s  report  found  a 
relationship  existing  between  excess  smoking 
and  lung  cancer.^®  In  1962  the  Report  of  the 
Royal  College  of  Physicians  of  London  stated, 
“Cigarette  smoking  is  a cause  of  lung  cancer 
and  bronchitis,  and  probably  contributes  to  the 
development  of  coronary  heart  disease  and 
various  other  less  common  diseases. “3*^  The 
1964  Surgeon  General’s  report  reviewed  some 
3,000  articles  and  incriminated  cigarettes  again 
as  a cause  of  lung  cancer  and  chronic  bronchi- 
tis, and  suspected  its  contribution  to  emphy- 
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nicotine 


isoprenoid 


sema,  laryngeal  cancer,  coronary  heart  disease, 
bladder  cancer,  gastric  ulcer,  and  some  acci- 
dental deaths  by  fire.  In  addition,  pipe  smoking 
was  said  to  be  a cause  of  lip  cancer.'^”  Subse- 
quent research  has  sustained  the  conclusions 
of  the  1964  report. 

Pharmacology:  Tobacco  leaf  is  a heterogeneous 
mixture  of  compounds.  When  burned  the  com- 
pounds may  break  down  or  combine  into  hun- 
dreds of  new  substances.  Thus  the  smoke  that 
is  inhaled  contains  many  different  types  of 
drugs.  Two  substances  have  been  isolated  from 
the  tobacco  plant  only.  These  are  nicotine  and 
an  isoprenoid  compound  (Fig  1).  Tobacco 
smoke  can  be  divided  into  three  phases.  Water 
makes  up  about  10%.  Particulate  matter  or 
tar  comprises  30%  of  the  smoke,  and  the  re- 
maining 60%  is  in  a gas  phase. The  major 
constituents  of  the  gas  phase  are:-^ 


Nitrogen  (No) 

73.0% 

Oxygen  (Oo) 

10.0% 

Carbon  dioxide  (COo) 

9.5% 

Carbon  monoxide  (CO) 

4.2% 

Flydrogen  (Flo) 

1.0% 

Argon  (Ar) 

.6% 

Methane  (CH4) 

.6% 

Other 

1.1% 

The  1.1%  “other”  cannot  be  overlooked.  At 
least  34  compounds  have  been  isolated  from 
the  gas  phase  of  cigarette  smoke. ^ Some  of  the 
components  present  only  in  small  concentra- 
tions such  as  hydrogen  cyanide  and  acrolein 
have  a powerful  physiological  action."’ 

The  particulate  phase  of  cigarette  smoke  is 
composed  primarily  of  the  intermediates  of  in- 
complete combustion.  According  to  the  Federal 
Trade  Commission  in  1969,  the  amount  of 
“tar”  per  cigarette  ranged  from  a high  of  32 
mg  (Fatima  King)  to  a low  of  4 mg  (Marvel 
Regulars).  Up  to  500  compounds  can  be  ex- 


/. Nicotine  and  isoprenoid  compounds. 


tracted  from  cigarette  tar.-^'*  Some  of  them, 
when  applied  to  the  skin  of  laboratory  animals, 
are  known  to  be  carcinogenic,  eg  phenols, 
benzpyrene,  and  dibenzpyrene. 

Physiological  Actions:  Cigarette  smoke  paralyz- 
es the  cilia  in  the  respiratory  tract. After  ex- 
posure to  cigarette  smoke  they  will  not  effec- 
tively move  mucus  up  the  bronchial  network. 
This  action  was  traced  to  the  gas  phase^’  and 
eventually  attributed  specifically  to  hydrocy- 
anic acid  and  acrolein. “ 

Nicotine  acts  as  a stimulant  to  both  the 
sympathetic  and  parasympathetic  nervous  sys- 
tems. It  works  at  the  ganglia  of  both  systems. 
Its  primary  actions  are  increased  blood  pres- 
sure due  to  peripheral  vasoconstriction  and  an 
increase  in  heart  rate.  It  also  is  an  appetite 
depressant.  In  high  concentrations  it  can  cause 
death  due  to  respiratory  arrest. It  is  present 
in  cigarette  smoke  in  concentrations  varying 
from  a high  of  2.5  mg/cigarette  (English  Ovals) 
to  a low  of  0.1  mg/cigarette  (Marvel  Filters). 
The  Surgeon  General’s  Report  in  1964  reviewed 
investigations  of  nicotine  metabolism  exten- 
sively. The  report  indicated  that  nicotine  was 
metabolized  so  rapidly  that  at  the  concentra- 
tions present  in  cigarettes,  it  probably  had 
little  physiological  effect. 

Epidemiological  Findings:  Epidemiologists  have 
been  investigating  smoking  since  the  turn  of 
the  20th  century.  A great  many  studies,  both 
prospective  and  retrospective,  have  been  car- 
ried out.  The  most  convincing  of  these  were 
published  in  the  1950s.  The  Public  Flealth  Re- 
ports for  1970  summarize  the  findings  regard- 
ing cigarette  smoking  and  health. 

Cigarette  smoking  is  a cause  of  lung  cancer, 
chronic  bronchitis,  emphysema,  laryngeal  can- 
cer, lip  cancer  (pipe  smoking),  and  tobacco 
amblyopia. 

Cigarette  smoking  probably  is  a cause  of  cor- 
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onary  heart  disease,  bladder  cancer,  oral  can- 
cer, and  esophageal  cancer.^^ 

The  risk  of  death  from  all  causes  goes  up 
proportionally  to  the  number  of  cigarettes 
smoked  per  day  and  to  the  number  of  years 
smoked. 

Risk  equals  the  number  of  cigarettes  per  day 
times  the  number  of  years  of  smoking. 

The  highest  risk  is  between  the  ages  of  40 
and  50  for  men,  and  filtered  cigarettes  appear 
to  be  less  hazardous  than  nonfiltered  ones.^® 
Risk  of  death  from  all  causes: 

Nonsmokers  X 

Less  than  10  cigarettes/day  X plus  10% 
10-19  cigarettes/day  X plus  70% 

20-39  cigarettes/day  X plus  90% 

More  than  40  cigarettes/day  X plus  120% 
More  than  5 cigars/day  X plus  a few  % 
Pipe  smokers  X 

Pathogenesis:  The  one  pathogenetic  mechan- 
ism that  is  defined  is  the  paralysis  of  the  res- 
piratory cilia.  The  hydrocyanic  acid  and  acro- 
lein in  the  gaseous  phase  inhibit  ciliary  action. 
This  leads  to  stasis  of  mucus  in  the  bronchial 
tree.  The  normal  mechanism  for  removal  is 
gone,  so  the  smoker  must  cough  to  clear  his 
airways.  This  is  commonly  called  a smoker’s 
cough.  At  the  same  time,  however,  static  mu- 
cus is  an  excellent  culture  medium  for  the 
organisms  that  are  constantly  being  inhaled. 
Since  the  normal  method  for  removing  these 
pathogens  is  absent,  cigarette  smokers  are  sub- 
ject to  chronic,  prolonged  respiratory  infections 
and  chronic  bronchitis.  Some  people  believe 
that  these  chronic  infections  will  compromise 
compliance  in  time,  thus  producing  emphy- 
sema. 

As  stated,  several  potent  carcinogens  have 
been  isolated  from  cigarette  tar.  When  repeti- 
tively applied  to  the  skin  of  laboratory  animals, 
these  chemicals  will  induce  carcinoma. At- 


tempts to  produce  lung  cancer  in  laboratory 
animals  by  exposing  them  to  cigarette  smoke 
have  not  yet  been  conclusive.^®  But  Auerbach 
and  his  group  have  been  able  to  produce  sig- 
nificant precancerous  lesions,  including  severe 
dysplasia,  in  smoking  dogs.® 

Most  of  the  evidence  concerning  cigarette 
smoking  and  coronary  heart  disease  indicates 
that  smokers  have  a higher  risk  of  dying  from 
the  disease,  but  has  not  demonstrated  a direct 
link.®®  Most  of  the  studies  show  that  the  dis- 
ease is  already  present,  and  that  smoking  pre- 
cipitates sudden  death.  Nicotine,  for  example, 
has  been  shown  to  stimulate  the  heart.  This 
produces  an  increased  oxygen  need  in  the 
myocardium."  Also,  carboxyhemoglobin  levels 
in  heavy  smokers  have  been  shown  to  be  2- 
10%  higher  than  that  in  nonsmokers.  This 
effects  a lower  oxygen  carrying  capacity.®  Cig- 
arette smoke,  then,  increases  the  oxygen  de- 
mand of  the  myocardium  and  at  the  same  time 
reduces  the  oxygen  carrying  capacity  of  the 
blood.  It  is  not  too  difficult  to  see  how  these 
conditions  could  precipitate  ischemia  and  myo- 
cardial infarction  in  an  already  compromised 
system.  These  observations  are  speculative  at 
present  and  the  exact  relationship  between  cor- 
onary heart  disease  and  smoking  is  still  un- 
explained. 

One  final  pathogenetic  mechanism  has  been 
described,  tobacco  amblyopia.  This  condition 
appears  to  be  the  result  of  hydrocyanic  acid 
toxicity. “ 

Unanswered  Questions:  For  the  sake  of  objec- 
tivity, some  questions  must  be  raised  about  all 
the  evidence  condemning  cigarettes.  Why  does 
10-20%  of  lung  cancer  occur  in  nonsmokers? 
This  observation  indicates  that  smoking  is  not 
the  only  cause  of  this  disease.  Also,  it  should 
be  pointed  out  that  not  all  heavy  smokers 
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develop  lung  cancer.  Smoking  by  itself  cannot 
produce  the  disease  in  all  people. 

Why  is  the  age  of  incidence  of  lung  cancer 
maximum  at  55-60  regardless  of  whether  or 
not  a person  has  been  smoking  15,  20,  or  25 
years?  Is  age  a significant  aspect,  or  is  this 
observation  a result  of  statistical  inaccuracy  or 
of  the  many  uncontrolled  variables  inherent  in 
epidemiological  studies?  Most  of  the  evidence 
against  cigarettes  is  statistical.  This  type  of 
evidence  often  may  not  be  the  most  reliable. 

The  same  types  of  questions  can  be  raised 
concerning  the  relationship  of  cigarette  smok- 
ing and  coronary  heart  disease. 

Reasons  for  Smoking:  Most  smokers  begin  in 
their  youth,  ages  10-20.  The  principal  reasons 
are  associated  with  peer  acceptance  or  cultural 
expectations.  If  smoking  is  “in,”  it  may  appear 
as  a means  of  social  acceptance.  Parental  ex- 
ample may  also  play  a role,  but  compared  to 
peer  pressure  it  is  a minor  one. 22 

People  continue  smoking  for  individual  rea- 
sons. Nicotine  is  mildly  habit-forming  and  with- 
drawal can  be  annoying.  More  important,  how- 
ever, the  habit  becomes  a part  of  the  individ- 
ual’s behavior  patterns  and  thus  very  difficult 
to  eliminate.  Also,  the  habit  may  become  the 
fulfillment  of  a psychological  need.  The  habit 
itself  is  not  binding,  but  the  psychological  need 
is.  A few  examples  are  smoking  when  nervous, 
smoking  to  help  relax,  smoking  when  alone, 
smoking  to  accompany  an  activity  (eg  card 
playing),  smoking  in  a social  setting,  and  smok- 
ing to  stay  confident  in  a social  setting. 29  When 
the  particular  stimulus  appears,  a cigarette  is 
lit  almost  by  reflex. 

Getting  people  to  stop  smoking  once  it  has 
become  a part  of  their  normal  behavior  is  very 
difficult.  It  has  to  be  uncoupled  from  the  indi- 
vidual's daily  routine,  and  any  psychological 


need  that  it  serves  must  be  met  by  some  other 
substitute.  Young  people  may  not  start  smok- 
ing if  given  a factual,  nonauthoritarian  presen- 
tation of  its  possible  hazards. 

Mr.  Rose,  1853  Sul  Ross  #2,  Houston,  Texas  77006. 

The  author’s  reference  list  is  available  on  request 
from  Texas  Medicine,  1801  N Lamar  Blvd,  Austin, 
Texas  78701. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are  many  frustrations  in 
» treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneurnococci  in  25^,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  etythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a histo^  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


aeociriHcf 

clindamycin  HCL  hydrate,  Upjohn 


•Reynolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  m;269, 1964 
1.  Data  on  file,  Medical  Research  Department,  The  Upjohn  Company 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.^  Diarrhea  or  loose  stools  were 
noted  in  3^  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.^  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

QeociriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparaHon  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  Indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1 ,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%,  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%>.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION;  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 


every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mgAg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 


Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Copsu/es-Bottles  of  16's  and  lOO's.  75  mg  Capsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  )Xg.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upi'ohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-Sj  JA7I-1565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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STANLEY  T.  CROOKE,  PhD 


A short  review  of  the  literature  concerning  sol- 
vent inhalation  is  presented.  Reports  indicate  that 
since  the  first  incidents  of  solvent  sniffing  report- 
ed in  California  in  the  1950s,  the  practice  has 
increased  in  popularity,  and  is  now  in  vogue 
throughout  the  country.  Methods  of  administra- 
tion, pharmacology  and  toxicology  of  abused  sol- 
vents are  discussed  as  are  the  characteristics  of 
solvent  inhalers  and  addictive  potential. 


HISTORY:  A relatively  recent  and  altogether 
frightening  aspect  of  drug  abuse  is  solvent  in- 
halation. The  first  cases  reported  were  in  Cali- 
fornia in  the  late  1950s.  By  the  early  1960s  the 
practice  had  spread  to  the  midwest,  reaching 
the  east  coast  by  the  middle  1960s. ^ In  addi- 
tion, isolated  reports  of  solvent  inhalation  have 
been  presented  in  England. ^ In  1963  glue  snif- 
fing was  reported  to  be  probably  physically 
harmless, 3 but  by  1967  several  studies  showed 
that  chronic  and  acute  toxications  could  be 
ascribed  to  glue  sniffing,  and  that  the  reported 
toxications  were  increasing  apace  with  the  in- 
creasing popularity  of  the  practice.  The  inci- 
dence, for  example,  of  sudden  sniffing  deaths 
(not  attributable  to  asphyxiation)  rose  dramati- 
cally after  1966,  as  did  the  liver,  renal  and 
CNS  poisonings  predicted  in  1962  by  Verhulst 
and  Page.i'"* 

Mode  of  Administration  and  Materials  Used:  In 

general,  two  methods  of  inhalation  are  com- 
monly used.  A glue  sniffer  may  simply  apply 
the  solvent  to  a rag  or  piece  of  gauze,  then 
hold  the  impregnated  material  to  his  nose  and 
mouth.®  A more  sophisticated  and  far  more 
dangerous  method  involves  the  use  of  a paper 
or  plastic  bag  as  an  inhalation  chamber.  The 
solvent  is  placed  inside  the  bag,  then  the  snif- 
fer either  holds  the  bag  to  his  nose  and  mouth. 


or  inserts  his  head  into  the  bag.  This  is  obvi- 
ously more  dangerous  since  the  solvent  con- 
centration in  the  bag  far  exceeds  that  obtained 
by  holding  gauze  to  the  mouth  and  nose.  For 
example,  the  anesthetic  threshold  levels  for 
benzene  and  toluene  are  25  and  200  ppm,  re- 
spectively. The  in-bag  concentrations  obtained 
from  several  tubes  of  glue  have  been  reported 
to  be  considerably  higher  for  both  solvents.® 
Additionally,  since  the  levels  obtained  are  high 
enough  to  anesthetize,  there  is  danger  of 
asphyxiation.  Indeed,  many  deaths  due  to  as- 
phyxiation have  been  reported.'^-® 

Many  products  contain  solvents  which  have 
been  used.  The  primary  factor  in  the  relative 
popularity  of  any  given  product  appears  to  be 
its  availability.  Fig  1 shows  a partial  list  of  the 
products  which  have  been  used.  Of  course 
many  other  products  could  be  added  to  the 
list,  and  any  product  having  the  general  char- 
acteristics of  those  listed  has  abuse  potential. 

Many  of  the  solvents  listed  are  found  in 
paint  thinners,  lacquers  and  enamels.  Some  of 
the  more  popular  brand  names  are  Tester’s 
Cement  (toluene  and  benzene),  Carbona  Clean- 
ing Fluid  (trichloroethylene),  Carbona  Spot  Re- 
mover (trichloroethylene  and  trichloroethane), 
and  almost  any  product  in  aerosol  form.® 
Characteristics  of  Solvent  Sniffers:  The  age  of 
reported  solvent  sniffers  has  varied  from  7 to 
23  years.  The  mean  age  in  one  study  of  130 
sniffers  was  13,  and  in  all  other  studies  the 
typical  offender  was  described  as  a young  ado- 
lescent.Most  reported  solvent  sniffers  were 
boys  of  varying  socioeconomic  backgrounds.  In 
areas  of  large  Spanish-American  population,  a 
disproportionate  number  of  sniffers  were  from 
this  ethnic  group,  but  a small  percentage  of 
sniffers  has  been  black.  While  many  sniffers 
had  long  criminal  records,  there  was  no  corre- 
lation between  the  type  of  record  and  sniffing. 
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and  surprisingly,  little  addictive  behavior  in- 
volving alcohol  or  narcotics.  Of  the  psychoso- 
cial factors  which  might  be  etiologic,  emotional 
deprivation  proved  to  be  frequently  present.® 
Pharmacology:  CNS  Effects:  Subjects  inhale  sol- 
vents because  of  the  CNS  effects.  These  vary 
slightly  with  the  solvent  used,  but  apparently 
more  important  factors  in  determining  the  type 
reaction  obtained  are  the  intensity  of  exposure 
and  the  prior  physical  and  emotional  experi- 
ences of  the  person  involved.  The  immediate 
effect  is  one  of  exhilaration  and  euphoria  close- 
ly resembling  the  early  effects  of  alcohol. 
Frank  psychotic  behavior  and  psychomimetic 
reactions  may  then  ensue,  but  distortion  of 
space  and  visual  perception  are  common.  Visu- 
al hallucinations  occur  less  frequently.®  The 
effects  of  gasoline  and  lighter  fluid  sniffing 
have  been  found  to  compare  closely  with  the 
syndromes  produced  by  LSD,  mescaline  and 
psilcybin. Drowsiness,  stupor  and  uncon- 
sciousness may  also  occur  if  the  exposure  is 
intense  enough. 1“ 

Tolerance,  Habituation  and  Addiction:  Toler- 
ance has  been  demonstrated  in  many  sniffers. 
Development  of  tolerance  occurred  with  all  the 
solvents  studied. i^’i^  i®  The  rapidity  with  which 
tolerance  develops  is  a function  of  the  number 
of  exposures  and  has  been  observed  after  as 
little  as  three  months  of  weekly  usage.®  Solvent 
inhalation  is  clearly  habituating,  but  it  is  un- 
clear whether  addiction  occurs.  In  several  stud- 
ies, no  withdrawal  symptoms  were  observed. ® ii 
However,  irritability,  aggressive  behavior,  anx- 
iety, insomnia  and  delirium  tremens-like  syn- 
dromes have  been  reported  following  with- 
drawal from  chronic  toluene  or  lighter  fluid 

sniffing. 1218.19 

Toxicology:  Chronic  Toxicity:  Neuropsychiatric 
symptoms  include  tremors,  giddiness,  ethanol 


intolerance  and  anxiety  states  although  chang- 
es in  electroencephalograms  between  periods  of 
intoxication  rarely  have  been  found.®’20-22  Other 
common  chronic  toxic  effects  noted  have  been 
bradycardia,  lacrimation,  reddening  of  the  skin, 
decreased  sensitivity  of  the  hands,  insomnia 
and  neuromuscular  block.®  Transient  renal  ab- 
normalities resulting  in  pyuria,  hematuria  and 
proteinuria  have  been  reported.®  Eosinophilia  is 
the  most  consistent  hematologic  disturbance 
reported. 2 ® Bone  marrow  disturbances  sugges- 
tive of  changes  in  the  maturation  of  leukocytes 
also  have  been  reported.®®  Although  not  com- 
mon, liver  damage  has  been  noted.  The  chlo- 
rinated hydrocarbons  are  the  class  most  likely 
to  produce  liver  damage.® 

Acute  Toxic  Effects:  Acute  CNS  disturbances 
include  a depressed  level  of  consciousness, 
cerebellar  dysfunction,  EEC  changes,  and  post- 
recovery headaches.  Acute  renal  failure  and 
centrilobular  hepatic  necrosis  have  been  report- 
ed but  are  rare.  Respiratory  insufficiency  is 
common.  Cardiac  toxicities  reported  include 
atrial  flutter,  atrioventricular  block,  premature 
ventricular  contractions,  ventricular  tachycar- 
dia and  ventricular  fibrillation.® 

“Sudden  sniffing  death”  is  a term  coined  for 
a toxic  manifestation  which  has  appeared  with 
unfortunate  regularity.  These  deaths  are  not 
due  to  asphyxia,  occur  suddenly,  are  usually 
preceded  by  physical  exertion.  The  class  of  sol- 
vents with  the  highest  potential  for  producing 
SSD  appears  to  be  the  fluorocarbon  propel- 
lants. Since  the  reactions  of  the  sniffer  before 
death  are  stereotyped,  an  eye  witness  report 
on  one  SSD  suffices  as  a description  of  the 
syndrome: 

“A  17-year-old  white  boy  was  offered  the  use 
of  a plastic  bag  and  spray  can  of  hair  sham- 
poo at  a beach  party.  The  hair  shampoo  was 
sprayed  into  a plastic  bag  and  then  this 
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Class 

Solvents 

Products 

Aromatic  hydrocarbons 

Benzene 

Model  airplane  cement 

Toluene 

Plastic  cements 

Xylene 

Degreasers 

Chlorinated  hydrocarbons 

1,1,1-Trichloroethane 

Spot  removers 

Trichloroethylene 

Carbon  tetrachloride 

Cleaning  solutions 

Fluorocarbons 

T richlorof  luoromethane 

Nonaqueous  refrigerants  used  as 

Dichlorodifluoromethane 

Cryofluorane 

aerosal  propellants 

Ketones 

Acetone 

Cyclohexanone 

Pediculicides 

Alcohols 

Ethyl  alcohol 

Isopropyl  alcohol 

Butyl  alcohol 

Numerous 

1.  Partial  list  of  frequently  abused  solvents. 


teenager  put  his  mouth  to  the  open  end  of 
the  bag  and  inhaled  the  spray.  Upon  inhal- 
ing the  contents  he  exclaimed,  ‘God,  this 
stuff  hits  ya  fast.’  He  got  up  and  ran  about 
100  to  150  yd  down  the  beach  and  col- 
lapsed. He  was  dead  on  arrival  at  the  hospi- 
tal. Complete  autopsy  showed  no  anatomical 
cause  of  death. 

Severe  cardiac  arrhythmias  exacerbated  by 
stress,  physical  activity  or  hypercapnia  have 
been  proposed  as  the  cause  of  SSD.i  Direct  car- 
diac activity  in  mice  producing  sinus  bradycar- 
dia, an  increased  P-R  interval  and  atrioventricu- 
lar block  has  been  reported  for  toluene. ^3  It 
has  been  proposed  that  external  cardiac  mas- 
sage, defibrillation  and  mouth-to-mouth  rescus- 
citation  might  be  therapeutic. ^3 
Treatment:  Treatment  involves  withdrawal  of 
the  solvents  as  well  as  avoidance  of  alcohol. 
Treatment  should  also  include  management  of 
any  of  the  toxic  effects  that  are  present.  Since 
trichloroethylene  is  metabolized  to  the  alcohol. 


then  to  the  acid,  and  these  products  are  more 
toxic,  the  use  of  disulfiram  has  been  suggested, 
but  its  use  has  not  been  evaluated.® 

Dr.  Crooke,  Baylor  College  of  Medicine,  Department 
of  Pharmacology,  1700  Moursund,  Houston,  Texas 
77025. 

The  author’s  reference  list  is  available  on  request 
from  Texas  Medicine,  1801  N Lamar  Blvd,  Austin, 
Texas  78701. 


Volume  68,  July,  1972 


69 


KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET 


AC  (713)  526-2671 


HOUSTON,  TEXAS  77025 


INTERNAL  MEDICINE 
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Marijuana 

MICHAEL  COHEN 
ROBERT  SHEPARD 


Marijuana  is  an  old  drug,  having  been  used  by 
man  for  thousands  of  years.  Most  of  the  effects 
have  been  described  some  time  ago,  some  poeti- 
cally by  Baudelaire  and  some  clinically  by  com- 
missions such  as  the  Indian  Hemp  Commission 
or  the  authors  of  the  La  Guardia  Report.  There 
has  been  controversy  over  given  points  from  time 
to  time,  but  basically  our  knowledge  has  remain- 
ed the  same.  The  advanced  scientific  means  avail- 
able today  have  added  much  to  knowledge  of 
metabolism  and  pharmacology,  but  have  had  little 
effect  on  the  more  controversial  issues.  This  arti- 
cle reviews,  objectively,  the  knowledge  currently 
available  on  the  chemistry,  pharmacology , physio- 
logic, and  psychosocial  aspects  of  marijuana  use. 

BOTANY:  Marijuana  is  but  one  of  the  many 
preparations  made  from  the  hemp  plant  (Can- 
nabis sativa).  The  plant  is  a native  of  central 
Asia  and  is  distributed  all  over  the  world.  It 
grows  244  to  304  cm  tall,  and  the  male  plant 
is  taller  than  the  female.  The  stalks  and  stems 
are  used  for  hemp  cloth  and  rope.  The  fruit 
and  seed  are  used  in  the  paint  industry.  The 
psychotropic  activity  resides  in  the  resin.  It  has 
usually  been  said  that  the  male  plant  produces 
little  resin.  However,  some  researchers  believe 
it  is  equally  as  potent  a producer  of  active 
ingredient  as  is  the  female  plant. This  ques- 
tion has  been  further  confused  by  some  reports 
that  the  plants  change  sex  according  to  the 
time  of  the  year  and  climatic  conditions. 

Climate  affects  the  characteristics  of  the 
plant  a great  deal.  The  amount  of  resin  in 
the  female  flowering  decreases  as  the  climate 
grows  more  temperate.  The  resin  content  is 
greatest  before  the  female  plant  goes  to  seed, 
and  the  activity  is  reduced  once  the  female  is 
fertilized.  The  potency  of  the  resin  decreases 
with  age,  but  this  is  variable  and  unpredict- 
able."® 


Hashish  is  the  unadulterated  resin  extracted 
from  the  plant  in  various  ways.  It  is  rolled  into 
small,  dark,  green  balls.  Often  other  drugs  are 
mixed  in  with  it.  This  preparation  is  usually 
smoked  in  a pipe  and  only  rarely  is  it  ever 
ingested. 

In  Morocco  a form  of  hemp  called  kif  is  used. 
It  is  prepared  in  light  brown,  easily  pulverized 
lumps.  It  is  said,  “Kif  is  like  fire,  a little  warms, 
a lot  burns. ”20  On  the  west  coast  of  Africa, 
hemp  is  known  as  dimba,  and  the  dried  leaves 
are  smoked  in  pipes  with  a glowing  charcoal. 

In  the  Far  East  and  India  there  are  several 
other  variations.  Ganja  is  made  from  the  resin 
pressed  from  the  flowering  tops  among  the 
leaves.  Bhang  is  made  from  the  dried  leaves 
and  flowering  shoots  and  is  often  served  as  a 
cooling  drink.2  20 

Marijuana  is  made  from  the  entire  flowering 
plant.  These  are  cut  and  dried.  The  coarse  ma- 
terial is  removed  and  the  rest  is  chopped  up. 

In  order  of  strength,  ganja  is  twice  as  strong 
as  marijuana  or  bhang,  and  hashish  is  two  or 
three  times  as  strong  as  ganja. 2® 

Chemistry:  In  1895  Wood  extracted  a sub- 
stance from  marijuana  which  he  called  purified 
red  oil.  In  1932,  Cohn  isolated  a physiologically 
inactive  portion  which  he  termed  cannabinol. 
Adams,  over  a period  of  years,  identified  three 
major  constituents  of  marijuana:  cannabidiol, 
tetrahydrocannabinol,  and  cannabinol.  It  is 
now  generally  agreed  that  the  various  isomers 
of  tetrahydrocannabinol  are  the  active  ingredi- 
ents in  marijuana  and  hashish.  There  is  some 
disagreement  over  which  one  is  the  most  im- 
portant. A brief  word  about  the  numbering  sys- 
tems of  the  cannabinoids  is  necessary  here. 
There  are  two  widely  used  systems. jhe  dif- 
ference between  them  is  the  numbering  of  the 
position  of  the  double  bond  in  ring  A.  From 
the  structures  (Fig  1),  it  can  be  seen  that  delta- 
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delta-lTHC 


CHs  delta-9THC  CHs 

■ I 


/. 


9-THC  is  the  same  as  delta-l-THC;  that  delta- 
1 (6)-THC,  also  called  simply  delta-6-THC,  is 
the  same  as  delta-8-THC;  and  lastly  that  delta- 
3, 4-THC  is  the  same  as  delta-6a,10a-THC. 
Trans  THC  refers  to  the  position  of  ring  A 
in  regard  to  ring  B.  Only  the  trans  isomer  oc- 
curs naturally,  but  the  cis  isomer  is  formed  in 
some  synthetic  procedures.  Only  delta-l-THC 
and  delta-6-THC  have  been  isolated  from  the 
Cannabis  plant  and  only  they  have  psychoac- 
tivity in  man.2932.53  j|-,g  relative  potency  of 
these  two  compounds  is  uncertain.  One  further 
compound  referred  to  in  the  literature  is  syn- 
hexyl,  which  is  the  CeHig  semisynthetic  analog 
of  THC.  This  compound  has  similar  properties 
to  delta-l-THC  only  it  is  less  potent. ^2  Other 
compounds  in  the  cannabinoid  group  found  in 
Cannabis  satira  include  cannabinol,  cannabidi- 
ol,  cannabichromene  and  cannabidiolic  acid. 
None  of  these  are  psychoactive,  although  they 
do  have  some  other  properties®^  (Fig  2). 

There  is  some  variation  in  chemical  composi- 
tion of  the  plant  in  relation  to  geographic  ori- 
gin, age  of  the  plant  when  harvested,  age  of 
harvested  sample,  storage  conditions  and  so 
forth.  Some  of  the  constituents  undergo  spon- 
taneous change.  On  aging,  cannabidiolic  acid 
is  converted  to  cannabidiol  and  then  to  tetra- 
hydrocannabinol and  then  cannabinol.®®  These 
changes  are  more  rapid  in  tropical  areas  than 
in  temperate  zones. 

Pharmacology:  Perhaps  the  first  question  to 
consider  is  how  to  classify  marijuana  or  THC. 
This  drug  has  many  properties,  and  the  ques- 
tion is  yet  to  be  resolved  whether  marijuana 
acts  primarily  as  a depressant  or  stimulant. 
The  possibility  exists  that  it  is  both  a stimulant 
and  a depressant.  Whether  the  experimenter 
observes  a depressant  or  stimulant  effect  de- 


pends on  the  conditions  of  the  experiment  and 
what  task  he  is  monitoring. 

Pointing  toward  a general  depressant  action 
are  the  following  observations:  THC  has  been 
observed  to  reduce  the  spontaneous  motor 
activity  in  various  animals,  after  initial  excita- 
tion.^i’29  Also,  many  human  subjects  tend  to 
become  sleepy  after  taking  the  drug.®^  Mari- 
juana has  been  found  to  potentiate  the  barbitu- 
rate sleeping  time  in  mice,27  and  to  depress 
the  reticular  activating  system  in  the  dog.29 
Marijuana  has  also  been  found  to  reduce  the 
aggressiveness  of  rats.2®’2'!’  Lastly,  THC  has 
been  found  to  have  anticonvulsant  ability. 2®’®^ 
On  the  other  hand  THC  potentiates  both  the 
amphetamine-induced  hyperactivity  in  mice  as 
well  as  the  duration  of  the  effect. 2^^  Reserpine 
also  enhances  the  effects  of  THC.  In  summary, 
the  basic  pharmacological  actions  of  marijuana 
have  yet  to  be  elucidated. 

One  of  the  important  considerations  in  com- 
paring experiments  is  adequate  definition  of 
the  doses  used.  Many  different  solutions  are 
used  with  widely  varying  amounts  of  THC.  Also, 
animals  receive  amounts  of  marijuana  and  THC 
which  are  far  in  excess  of  the  amounts  used  in 
human  psychopharmacological  work.  In  most 
human  work  the  dosage  is  around  0.05-0.2  mg/ 
kg  of  THC,  while  in  animal  work  the  dosage 
starts  at  5 mg/kg  of  THC  and  ranges  up  to 
around  200  mg/kg  or  more.  Isbell  and  others 
found  that  doses  of  50  /-.g/kg  of  THC,  smoked, 
simulated  the  effects  of  marijuana  in  experi- 
enced users.3®  Doses  of  200  /-.g/kg  cause  reac- 
tions identical  with  the  stronger  psychotomi- 
metics.  However,  THC  does  not  have  the  sym- 
pathomimetic effects  of  these  drugs.  Nor  does 
it  produce  the  CNS  stimulation  that  does  LSD. 
Nonetheless,  along  with  its  depressant  and 
stimulant  properties,  THC  also  has  psychotomi- 
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Compound 

Activity 

Cannabinol 

No  specific  activity 

Cannabidlol 

Antibiotic  (Gram  + bacteria) 

Cannabigerol 

Antibiotic  (Gram  bacteria) 

A’-Tetrahydrocannabinol 

Ataxia  (dog),  psychotomimetic  (humans,  effective  dose  3-5  mg), 
analgetic  (mice,  rabbits) 

a’C’) -Tetrahydrocannabinol 

Ataxia  (dog),  psychotomimetic  (humans),  analgetic  (mice,  rabbits) 

Cannabichromene 

Sedation  and  ataxia  (dog) 

Cannabicyclol 

Unknown 

Cannabidiolic  acid 

Sedative,  antibiotic  (gram  -6  bacteria) 

Cannabigerolic  acid 

Antibiotic  (Gram  -1-  bacteria) 

Cannabinolic  acid 

Unknown 

a’-THC  acid 

Unknown 

•Mechoulatn,  Gaoni:  Recent  advances  in  the  chemistry  of  hashish,  Progr  Chem  Organic  Products  25:175,  1967. 
2.  Biological  activity  of  the  natural  cannahinoids* 


metic  properties  and  these  properties  are  dose- 
related.  THC  does  not  produce  cross-tolerance 
with  the  psychotomimetics  like  LSD  and  mes- 
caline, and  thus  probably  acts  through  a differ- 
ent mechanism. 

The  dog  ataxia  test  and  the  corneal  reflex 
test  in  the  rabbit  were  originally  used  to  assay 
the  activity  of  marijuana. ^9  For  most  recent 
studies,  the  assays  are  done  by  gas  or  paper 
chromatography. 

The  study  of  the  metabolism  of  THC  has 
been  seriously  hampered  by  the  lack  of  a good 
method  for  detecting  the  drug  in  body  fluids. 
Most  of  the  work  to  date  has  been  done  with 
radioactive  THC.  Most  of  the  radioactivity  was 
located  in  the  liver,  kidneys,  testes,  and  gastro- 
intestinal tract. When  smoked,  most  of  the 
drug  was  noticed  in  the  lungs.  The  rate  of  ex- 
cretion depends  on  the  animal,  with  radioac- 
tivity remaining  in  the  body  up  to  a week  in 
some  cases. 

Marijuana  in  the  United  States  is  usually 
smoked,  although  it  is  occasionally  ingested. 
Isbell  and  others  found  that  marijuana  smoked 
is  two  to  three  times  more  potent  than  when 
ingested.  In  man,  a dose  smoked  usually 
amounts  to  about  50  /j.g/kg.  This  equals  about 
120  /xg/kg  orally. 

The  question  of  the  teratogenicity  of  mari- 
juana in  man  has  yet  to  be  resolved.  In  rats, 
however,  it  has  been  demonstrated  that  doses 
of  4.2  mg/kg  on  days  one  through  six  caused 


an  increased  rate  of  fetal  resorptions  and  de- 
formities and  a decreased  rate  of  normal  fetus- 
es.64  A similar  experiment  in  rabbits  showed 
similar  results,  and  suggested  a dose  response 
in  the  rate  of  fetuses  affected.-®  There  is  also 
a species  difference  in  embryocidal  activity. 
Hamsters  are  less  affected  than  rabbits.  In  con- 
trast to  these  studies,  embryonic  cells  grown  in 
tissue  culture  do  not  show  an  increased  num- 
ber of  chromosome  breaks  when  exposed  to 
THC.®^  Similar  studies  have  shown  that  human 
leucocytes  grown  in  tissue  cultures  do  not  have 
an  increased  rate  of  chromosome  breakage.®^ 

Lastly,  the  question  of  tolerance  must  be 
considered.  Marijuana  has  not  been  shown  to 
produce  tolerance  in  man.  In  fact,  there  are 
numerous  unsubstantiated  suggestions  of  a 
unique  “reverse  tolerance.”  That  is,  with  in- 
creased usage,  less  drug  is  needed  to  produce 
a high.  This  has  been  attributed  to  several  fac- 
tors, but  is  as  yet  unproven.  However,  in  ani- 
mals, tolerance  to  THC  has  been  shown  at  very 
high  doses  (20  mg/kg  for  28  days).i' 
Physiology:  When  marijuana  is  smoked,  the 
effects  usually  begin  in  15  minutes  and  peak 
in  30-40  minutes.  The  duration  of  the  effect  is 
from  two  to  four  hours.  When  taken  orally,  the 
effects  begin  in  30-45  minutes  and  peak  be- 
tween three  and  four  hours.  The  effects  are 
usually  gone  in  about  seven  hours. 

The  two  most  consistent  physiological  re- 
sponses are  increased  heart  rate  and  dilation 
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of  conjunctival  blood  vessels. Both  of  these 
occur  regardless  of  route  of  administration.  The 
redness  of  the  eyes  may  be  a useful  clinical 
sign.  In  contrast  to  earlier  studies,  most  recent 
observations  sho\w  no  increase  in  pupil  size. 

Tachycardia,  dryness  of  mucous  membranes, 
and  slowing  of  intestinal  motility  are  anticho- 
linergic effects  of  the  drug,  but  THC  is  not  con- 
sidered an  atropinic  drug.  While  low  doses  of 
THC  cause  no  change  in  blood  pressure,  large 
doses  are  slightly  hypotensive,  and  orthostatic 
hypotension  has  been  noted. 

Some  studies  have  shown  a slight  diuretic 
action  of  THC  with  some  sodium  and  bicarbon- 
ate loss.  The  validity  and  applicability  of  this  is 
uncertain  at  present.  Likewise,  some  inhibitory 
effects  on  neurons  have  led  to  the  possibility 
of  an  anticonvulsant  activity.  This  possibility 
also  needs  further  investigation.  There  is  an 
increased  white  blood  cell  count  and  absolute 
eosinophilia.  Also  a fall  in  both  creatine  clear- 
ance and  phosphorus  clearance  has  been  not- 
ed.These  changes  may  be  related  to  a gener- 
ally stressful  stimulus  and  are  effects  seen  with 
other  drugs. The  ECG  is  not  changed,  at 
least  not  by  the  small  doses  thus  studied. 
The  EEC,  however,  shows  a slight  increase  in 
alpha  activity.  The  subjective  reports  of  hunger 
after  taking  marijuana  are  interesting  because 
no  mechanism  is  known.  The  blood  glucose 
levels  do  not  change,  nor  is  there  any  change 
in  free  fatty  acid  levels.^^ 

Other  physiological  changes  that  have  been 
mentioned  include  a decrease  in  finger  muscle 
strength.  However,  there  is  no  change  in  mus- 
cle strength  of  the  entire  hand. 

Some  physiological  changes  due  to  chronic 
use  of  marijuana  observed  by  authors  in  other 
countries  include  bronchitis,  asthma,  pharyngi- 
tis, and  large  bowel  disturbances. 
Psychological-Social:  The  physiological  effects 


of  marijuana  depend  on  many  factors.  At  the 
head  of  the  list  is  the  personality  set  of  the 
user.  This  includes  his  psychological  make-up, 
his  mood  at  the  time,  significant  emotional 
events  in  his  life,  the  importance  he  attaches 
to  smoking  marijuana,  and  his  past  experiences 
with  the  drug.  Also  of  importance  is  the  setting 
in  which  he  takes  the  drug.  Another  determina- 
tion is  the  amount  taken,  as  it  is  with  all  drugs. 
THC  in  high  doses  is  a psychotomimetic  drug 
in  all  persons. 

The  effects  of  marijuana  are  usually  de- 
scribed as  euphoric,  an  increased  sense  of  well 
being,  relaxation,  and  tendency  to  be  sleepy. 

Other  psychological  manifestations  are  equal- 
ly difficult  to  describe  precisely.  Authors  usu- 
ally mention  increased  sociability  and  talkative- 
ness. Sometimes  there  is  motor  excitation  and 
laughter.  Most  people  believe  that  there  is  a 
general  decrease  in  aggressiveness.  And  per- 
haps most  famous  is  the  spatial  temporal  dis- 
tortion. One’s  sense  of  time  is  affected  with,  in 
general,  a subjective  lengthening  in  which  five 
minutes  seems  like  ten.  Also  mentioned  is  a 
change  in  perception  of  spatial  relationships 
and  distance.  Whether  or  not  one  can  ade- 
quately compensate  for  these  perceptual 
changes  is  uncertain. 

On  psychological  testing,  results  vary  with 
the  experience  of  the  user.  Weil  and  others 
found  that  on  simple  tests  naive  users  are  more 
impaired  than  experienced  users.  As  the  task 
becomes  more  complex,  the  experienced  user's 
performance  is  also  impaired.  The  evidence 
that  experienced  users  actually  improve  in  per- 
formance is  best  considered  to  be  equivocal. 

With  increasing  doses  all  the  effects  men- 
tioned become  more  marked.  Visual  and  audi- 
tory senses  which  were  variably  affected  at  low- 
er doses  become  increasingly  distorted.  Deper- 
sonalization, derealization  and  hallucinations 
can  occur. 

Not  all  effects  will  be  felt  by  every  user,  and 
the  same  user  will  note  different  effects  at 
different  times. 

Observations  on  the  medical  and  psychologi- 
cal effects  of  marijuana  have  been  made  for 
some  time.  The  Chopras  of  India  have  been 
studying  the  problems  of  hemp  drug  usage  for 
40  years.  In  one  study  they  reviewed  600 
cases  of  hemp-drug-related  psychosis  between 
1928  and  1939.  They  differentiated  between 
acute  and  chronic  disorders.  They  believed  that 
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persons  with  unstable  personalities  and  per- 
sons with  overt  mental  disorders  are  more 
prone  to  drug  use  and  to  use  in  excess.  They 
believed  hemp  drugs  act  as  a deterrent  to 
crimes  of  a violent  nature.  In  summary  they 
state,  “Excessive  use  of  narcotics  such  as 
Indian  hemp  is  apt  to  produce  in  healthy  indi- 
viduals and  in  susceptible  individuals  a state 
of  mental  confusion  which  may  lead  to  delu- 
sions with  disorientation  and  disordered  move- 
ment, and  a weakening  of  the  intellect. ’’i®  In  a 
more  recent  article, 2®  G.  S.  Chopra  updated 
these  points.  He  says  Cannabis  in  India  is  taken 
by  lower  socioeconomic  groups  to  make  them 
able  to  bear  the  strain  of  everyday  life.  For 
regular  users  it  becomes  a psychological  crutch. 
For  them,  the  desire  for  mental  fantasies  far 
exceeds  that  for  any  physical  well  being. 

One  of  the  most  important  studies  done  in 
the  US  was  the  LaGuardia  report  written  in 
1942.  At  this  time  the  committee  reported  that 
marijuana  use  was  centered  in  Harlem  and  was 
used  mostly  by  Blacks  and  Latin  Americans. 
The  users  interviewed  stated  most  commonly 
that  they  used  marijuana  because  it  gave  them 
a feeling  of  adequacy. 

However,  in  the  past  few  years,  marijuana 
use  in  the  United  States  has  moved  out  of  the 
ghetto  and  into  the  higher  classes.  With  this 
some  of  the  reasons  for  use  have  changed.  One 
study  indicated  the  two  most  important  reasons 
for  beginning  were  curiosity  and  a desire  to  go 
along  (peer  pressure).  Those  who  continued  to 
use  it  desired  an  experience  offering  relief  from 
tension  and  inhibitions  combined  with  euphoria 
and  rapidity  of  thought.  Another  reason  for 
continued  use  was  a desire  for  psychotomimet- 
ic experiences.  Thus,  while  some  persons  un- 
doubtedly still  use  marijuana  to  escape  from  a 
miserable  life,  most  users  simply  want  fun  and 
recreation,  and  therefore  debate  has  become 
more  intense. 

The  problem  of  accurately  describing  an  ad- 
verse reaction  and  even  of  being  sure  that  a 
given  reaction  is  in  fact  the  result  of  marijuana 
only  serves  to  confuse  the  situation  further. 
One  also  needs  to  consider  what  is  an  adverse 
reaction.  If  a person  experiences  hallucinations 
or  a psychotomimetic  effect  from  marijuana 
use  and  enjoys  it,  that  should  not  be  consid- 
ered an  adverse  effect.  On  the  other  hand, 
severe  anxiety  precipitated  by  use  of  marijuana 
— even  if  it  does  not  bring  the  user  to  a doc- 


tor— should  be  considered  an  adverse  effect. 
These  reactions  have  been  chance  cases 
brought  to  the  attention  of  a physician;  they 
have  not  been  reproduced  in  a laboratory  set- 
ting. These  cases  are  thus  obscured  by  the 
bias  of  the  observer  who  either  tries  to  absolve 
marijuana  of  all  blame  or  tries  to  place  the 
responsibility  totally  on  marijuana. 

Andrew  Weil  has  classified  the  various  ad- 
verse reactions  to  marijuana  that  have  been 
reported^® 

I.  The  first  group  of  reactions  occurs  in  peo- 
ple who  have  never  taken  hallucinogens  and 
have  no  history  of  mental  disorder.  Weil  ex- 
cludes mild  transient  effects  such  as  nausea, 
headaches,  and  fleeting  paranoia  from  this 
group. 

A.  The  simple  depressive  reactions  occur 
generally  in  naive  users.  They  resemble  tran- 
sient neurotic  depressions  and  end  spon- 
taneously. 

B.  The  panic  reaction  is  by  far  the  most 
common.  The  person  generally  interprets  the 
effects  of  the  drug  to  mean  that  he  is  dying 
or  losing  his  mind.  These  reactions  may  be 
very  severe  and  incapacitating.  Weil  believes 
that  it  is  important  to  recognize  this  reac- 
tion. If  the  physician  responds  as  he  would 
to  a psychiatric  emergency,  by  giving  anti- 
psychotic drugs  and  hospitalization,  he  may 
prolong  the  breakdown  by  confirming  the  pa- 
tient’s fears.  The  more  important  response 
is  reassurance.  These  patients  are  not  psy- 
chotic, they  are  panicked.  Weil  thinks  that 
for  panic  reactions,  medication  and  hospi- 
talization are  contraindicated  except  in  ex- 
treme cases.  Psychiatric  referral  is  necessary 
only  if  underlying  psychopathology  becomes 
manifest. 

C.  The  third  type  in  this  category  is  the 
toxic  psychosis.  Toxic  psychoses  are  tempo- 
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rary  malfunctions  of  the  cerebral  cortex  due 
to  the  presence  of  toxic  substances  in  the 
body.  The  reaction  is  usually  terminated 
when  these  substances  disappear.  The  litera- 
ture is  full  of  the  suggestion  that  this  type 
of  reaction  is  more  common  when  marijuana 
is  eaten  than  when  smoked.  The  clinical 
manifestations  are  quite  constant  and  re- 
semble the  delirium  of  high  fever.  Patients 
are  disoriented  and  confused,  and  hallucina- 
tions are  common.  These  reactions  are  self- 
limited and  not  dangerous  as  long  as  the 
patient  is  watched  so  he  will  not  inadvertent- 
ly hurt  himself.  No  medication  is  indicated 
except  symptomatic  relief  in  the  post-psy- 
chotic phase. 

II.  Reactions  in  persons  without  history  of 
mental  disorder  who  have  taken  hallucinogenic 
drugs  make  up  the  second  category. 

A.  The  first  subgroup  is  the  recurrence 
of  hallucinogenic  symptomatology  or  flash- 
backs. Some  people  find  that  they  can  re- 
experience the  effects  of  the  stronger  hallu- 
cinogens when  smoking  marijuana.  This  may 
not  cause  them  any  anxiety,  or  it  may  be 
very  disturbing. 

B.  The  second  subcategory  is  the  precipi- 
tation of  psychotic  reactions.  These  reac- 
tions may  be  unrelated  to  any  previous  indi- 
cations of  mental  disorder.  In  some  people 
the  psychotic  reaction  is  clearly  precipitated 
by  marijuana.  There  is  no  way  of  determin- 
ing if  these  reactions  are  inevitable  or  are 
precipitated  by  marijuana  or  by  the  halluci- 
nogen, or  by  some  combination. 

III.  The  last  category  is  a psychotic  reaction 
in  persons  with  a history  of  emotional  instabil- 
ity and  mental  disorder.  In  these  persons,  anti- 
psychotic medicines  may  be  helpful.  The  de- 
bate on  this  point  is  quite  intense  and  perhaps 
the  fairest  thing  to  say  is  that  it  is  unresolved. 
Part  of  the  problem  is  that  these  reactions  do 
not  occur  in  the  laboratory  test  situation,  but 
then  the  investigator  usually  screens  his  sub- 
jects for  evidence  of  psychopathology  before 


accepting  them.  The  studies  that  have  been 
done  are  usually  retrospective,  with  some  in- 
vestigators seeking  to  exonerate  and  others  to 
implicate  the  use  of  marijuana  in  the  patient’s 
difficulties. 

Allentuck  and  Bowman  believe  that  mari- 
juana may  precipitate  a psychosis  in  an  un- 
stable, disorganized  personality  when  taken  in 
amounts  larger  than  the  individual  can  handle. 
It  is  impossible  to  know  whether  or  not  these 
breaks  are  inevitable.  They  also  state  that  mari- 
juana will  not  produce  a psychosis  de  novo  in 
the  well  integrated,  stable  person.  Moreover, 
they  do  not  believe  that  a characteristic  mari- 
juana psychosis  exists. 

Finally,  to  put  the  problem  of  adverse  reac- 
tions into  perspective,  one  must  consider  the 
risk  involved.  The  fact  is  that  most  users  do 
not  experience  any  ill  effects  and  continue  to 
use  marijuana  in  moderation.  The  majority  of 
ill  effects  (if  one  accepts  Weil’s  classification) 
are  panic  reactions  that  pass  quickly  and  with 
no  sequelae. 

As  far  as  chronic  use  is  concerned,  a lot  of 
conclusions  have  been  drawn  without  much 
corroborating  data.  Some  assert  that  it  weak- 
ens will  power,  leads  to  lethargy  and  decreased 
social  productivity,  and  that  it  leads  to  crime. 

In  the  1930s,  the  Federal  Bureau  of  Narcot- 
ics, under  the  direction  of  Harry  J.  Anslinger, 
waged  a campaign  for  stricter  laws  on  the  basis 
of  an  alleged  causal  association  between  mari- 
juana and  crime.  Indeed,  the  Chopras  state 
that  the  passivity  induced  in  the  user  decreased 
the  possibility  of  violent  crime.  Another  study 
indicated  that  those  persons  who  tended  to 
commit  violent  crimes  preferred  alcohol,  and 
those  who  tended  to  commit  petty  crimes  pre- 
ferred marijuana. Most  authors  now  dis- 
count any  causal  relation  between  marijuana 
and  crime.  There  are,  however,  several  dissen- 
ters from  this  position  who  do  see  a relation- 
ship.® 

Another  aspect  of  psychological  effects  that 
must  be  considered  is  the  development  of  de- 
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pendence.  Marijuana  has  never  been  shown  in 
either  man  or  animal  to  produce  physical  de- 
pendence^-'**®  as  do  alcohol,  opiates,  or  barbi- 
turates. It  is  generally  believed  to  produce  psy- 
chological habituation.  However,  this  must  be 
evaluated  in  terms  of  the  extent  and  effect  of 
the  habituation.®"  Coffee,  tobacco,  and  televi- 
sion also  lead  to  habituation.  Whether  or  not 
habituation  can,  through  repeated  use,  lead  to 
physical  or  mental  deterioration  has  not  been 
adequately  investigated. 

In  regard  to  the  possibility  that  marijuana 
use  leads  to  the  use  of  other  drugs,  there  is 
certainly  no  pharmacological  reason  why  this 
should  be  so.  The  possibility  of  a person  using 
marijuana  and  then  desiring  bigger  highs  from 
other  drugs  has  been  raised.  Evidence  to  date, 
however,  shows  that  only  a small  percentage  of 
people  who  try  marijuana  go  on  to  other  drugs. 
The  relationship  of  marijuana  use  to  use  of 
other  drugs  is  more  a sociological  phenomenon 
than  a pharmacological  or  psychological  one. 

A special  problem  faces  the  adolescent  using 
any  drug.  One  psychiatrist  summed  the  dan- 
gers this  way: 

“These  are  troubled,  isolated,  alienated  peo- 
ple for  whom  group  drug  usage  provides  a 
sense  of  community  that  they  find  them- 
selves unable  to  achieve  by  normal  social 
means.  Various  phases  of  the  psychological 
development  of  adolescence  remain  unre- 
solved, notably  an  appropriate  psychosexual 
identification,  satisfactory  heterosexual  func- 
tioning, and  choice  of  a life  goal.  When  drugs 
are  employed  for  blunting  the  pain  of  these 
adolescent  experiences,  the  result  is  psycho- 
logic dependence  on  drugs,  and  a deferment 
of  the  problem  solving  that  might  obviate 
the  need  for  drugs. 

For  many  adolescents  with  a preexisting 
personality  disorder  and  poorly  developed 
psychological  defenses,  the  drugs  are  suffi- 
cient to  dissolve  these  fragile  defenses  and 
facilitate  the  emergence  of  a psychotic  pro- 


cess. For  those  who  do  not  become  psychot- 
ic, the  failure  to  make  use  of  the  adolescent 
years  to  solve  the  adolescent  problems 
means  the  emergence  of  immature,  poorly 
integrated,  drug-dependent  adults.”* 
Advocates  for  marijuana  present  a different 
view  from  the  researcher.  They  make  no  at- 
tempt to  deny  the  findings  of  the  psychologists, 
nor  do  they  present  carefully  documented  ma- 
terial of  their  own.  Instead,  they  rely  heavily 
on  subjective  experience.  Marijuana  is  a con- 
sciousness-expanding drug  and  makes  possible 
new  levels  of  awareness.  William  Burroughs 
says,  "Cannabis  serves  as  a guide  to  psychic 
areas  which  can  be  reentered  without  it.”  He 
and  others,  like  Timothy  Leary,  make  a point 
that  consciousness-expanding  drugs  allow  one 
to  think  and  comprehend  on  a higher  level,  and 
that  this  increased  awareness  is  a permanent 
asset.  “It  would  seem  to  me  that  Cannabis  and 
other  hallucinogens  provide  a key  to  the  crea- 
tive process,  and  that  a systematic  study  of 
these  drugs  would  open  the  way  to  nonchemi- 
cal ways  of  expanding  consciousness.”! 
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Pinwonn 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SCOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 
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A New 

Dosage  Form: 


Chewable 
Tablets  500  mg 
Mintea)! 

(THIABENDAZOLE  i MSD) 


SO  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 

1 tablet/50  lb 

Repeat 

7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 

1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 

1 tablet/  50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 

1 tablet/50  lb 

Repeat  for 

2 to  4 

successive 

days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  ir}formation.  consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co.,  Inc..  West  Point.  Pa.  19486 


Mescaline 

RICHARD  K.  OLNEY 


Mescaline,  or  3,  4,  5-trimethoxyphenyIethylamine, 
is  one  of  the  eight  alkaloids  present  in  peyote. 
Mescaline  is  a psychedelic,  or  a hallucinogen;  as 
such,  it  has  effects  similar  to  those  of  other  hallu- 
cinogens, with  dosage  and  duration  of  action 
being  the  primary  variables  among  the  different 
compounds.  Mescaline  is  the  least  potent  of  the 
commonly  used  hallucinogens  in  that  it  requires 
the  largest  dose  to  be  effective,  but  it  is  slightly 
longer  acting  than  even  LSD.  Although  pure  mes- 
caline is  not  likely  to  be  purchased  “off  the 
street,”  it  has  not  yet  been  indicted  for  having 
adverse  effects  in  nonpregnant  animals  other  than 
the  possibility  of  producing  effects  of  nonspecific 
stress;  during  pregnancy  the  probability  exists 
that  a single  normal  dose  of  mescaline  might  con- 
tribute to  congenital  malformations,  miscarriages, 
or  stillbirths. 

HISTORY:  Mescaline,  or  3,4,5-trimethoxyphen- 
ethylamine,  is  one  of  the  eight  alkaloids  pres- 
ent in  peyote.  Peyote  or  peyote  buttons  are  the 
flower  buds  of  the  cactus,  Lophophora  wil- 
liamsii  (also  called  Anhalonium  lewinii).  Peyote 
has  been  used  by  certain  Mexican  and  Ameri- 
can Indian  tribes  in  religious  rituals  antedating 
Columbus’s  discovery  of  the  Western  Hemis- 
phere and  is  still  legally  used  by  the  Indians  of 
the  Native  American  Church  for  the  same  pur- 
pose. Peyote  was  “rediscovered”  in  the  1880s 
by  L.  Lewis  for  its  rumored  hallucinogenic  prop- 
erties and  was  released  for  medical  usage  in 
the  treatment  of  angina  pectoris  and  pneumo- 
thorax and  as  a depressant,  a respiratory 
stimulant,  a cardiac  stimulant,  and  a cardiac 
“tonic”  during  1889.  Mescaline  was  first  iso- 
lated as  one  of  peyote’s  alkaloids  in  1896  by 
A.  Heffter,  and  its  chemical  formula  was  estab- 
lished in  1918  with  its  synthesis  by  E.  Spath. 
Mescaline  dropped  out  of  medical  usage  some- 


where around  the  turn  of  the  century,  but  its 
psychotropic  effects  have  kept  interest  in  it 
alive. 

Dosage  and  Supply:  The  usual  dosage  of  mes- 
caline taken  by  humans  is  200-500  mg.  In  ani- 
mal research  studies  the  dosage  is  usually 
listed  in  mg  mescaline/kg  body  weight;  for  the 
usual  human  dosage,  this  is  3.7  mg/kg  for  a 
150-lb  person.  The  effects  of  mescaline  for  a 
given  dosage  seem  variable  not  only  among 
different  individuals  but  also  for  the  same  indi- 
viduals at  different  times.  In  a rat  study  done 
by  Smythies  and  others  there  is  some  evidence 
to  suggest  that  stress-anxiety  might  be  one 
factor  involved  in  this  variability;  for  their  rats, 
increased  anxiety  made  mescaline  more  effec- 
tive at  lower  dosage  levels.’^ 

A significant  observation,  however,  is  that 
other  hallucinogens  or  contaminants  may  con- 
fuse work  done  on  illicit  mescaline.  Cheek’s 
study  obtained  13  samples  of  “mescaline,”  of 
which  7 were  LSD,  4 STP,  1 aspirin,  and  1 
unknown — none  were  mescaline;  Cheek  also  re- 
ferred to  an  unavailable  Canadian  study  which 
found  no  mescaline  in  23  alleged  samples. ^ 
Mescaline  can  be  supplied  in  two  ways.  Organic 
mescaline  is  supposedly  chemically  extracted 
from  peyote,  while  inorganic  mescaline  is  sup- 
posedly synthesized  from  scratch. 

Effects:  The  clinical  effects  of  mescaline  are 
similar  to  those  of  the  other  hallucinogens, 
with  dosage  and  duration  of  effects  being  the 
primary  variables  among  the  different  com- 
pounds. Mescaline  is  the  least  potent  in  that 
it  requires  the  largest  dosage  to  be  effective, 
but  it  is  slightly  longer  acting  than  even  LSD. 
The  physiological  and  psychological  effects  of 
oral  mescaline  appear  in  about  one-half  hour, 
peak  near  the  fourth  hour,  and  last  from  12  to 
14  hours. ^ There  are  reports  of  disagreeable 
symptoms  (including  one  or  more  of  the  fol- 


80 


TEXAS  MEDICINE 


lowing:  nausea,  vomiting,  dizziness,  headache, 
palpitations,  chills,  heat  flushes,  polyuria,  hun- 
ger, stomach  cramps,  or  restlessness)  which 
precede  the  simultaneous  onset  of  physiologi- 
cal signs  and  psychic  effects. The  physio- 
logical signs,  which  begin  to  appear  after  one- 
half  hour,  generally  are  sympathomimetic.  They 
include  a slight  pupillary  dilatation,  an  increase 
in  systolic  blood  pressure  of  about  10-20  mm 
Hg,  hyperreflexia  (particularly  of  the  knee  jerk), 
and  usually  an  increase  in  pulse  rate  of  10-20 
beats/minute.  Sometimes,  slight  bradycardia 
appears  instead  of  the  increased  pulse;  this  is 
apparently  a reflexive  compensation  to  the 
hypertension.  A slight  increase  in  body  tem- 
perature and  an  increase  in  diastolic  arterial 
pressure  are  variably  reported  as  additional 
signs. 

The  psychological  effects  of  mescaline, 
which  roughly  parallel  the  physiological  signs, 
vary  with  the  dosage.  Perceptual  alterations 
require  the  smallest  effective  dosage  and  are 
manifest  by  such  things  as  spatial  distortions 
(inappropriate  size  relationships),  alterations  in 
body  image  (eg,  feet  feel  remote  or  arms  feel 
very  short),  elementary  visual  hallucinations 
(colors  and  patterns  but  not  objects),  and/or 
time  distortions  (usually  a few  seconds  experi- 
enced as  several  minutes).  Slightly  larger  dos- 
es may  produce  true  visual  hallucinations, 
thought-flow  dreams  (eg,  seeing  thoughts  as 
a movie),  depersonalization,  or  occasionally 
auditory  hallucinations.  Emotional  alterations 
appear  to  require  the  largest  dosage  and  are 
usually  euphoric  with  inappropriate  laughter 
and  talkativeness,  although  depression  and 
anxiety  are  sometimes  felt.®  This  dosage-depen- 
dent hierarchy  of  psychological  effects  should 
not  be  considered  steadfast,  since  many  re- 
searchers do  not  order  the  effects, and  a 
200-500  mg  dose  of  mescaline  is  potentially 


capable  of  producing  any  one  or  more  of  the 
cited  effects  in  any  individual  at  a given  time. 

Tolerance  can  develop  to  mescaline,  and  a 
cross-tolerance  exists  between  LSD  and  mesca- 
line.® Furthermore,  mescaline  has  been  shown 
pharmacodynamically  “to  cause  essentially  the 
same  shifts  in  brain  and  blood  amines  as  those 
seen  with  LSD.’’^  These  shifts  include  an  in- 
creased binding  and  storage  of  serotonin  in  the 
brain  with  a decrease  in  it  peripherally,  in  part 
manifest  by  a 50%  decrease  in  urinary  5-hy- 
droxyindoleacetate — thus,  mescaline  is  peri- 
pherally antagonistic  to  serotonin.  Similarly, 
mescaline  increases  the  binding  and  decreases 
the  blood  level  of  histamine  (a  possible  anti- 
anaphylactic  action):  finally  the  brain  content 
of  norepinephrine  decreases  proportionally  to 
the  increase  in  serotonin. 

The  site  of  action  of  mescaline  is  not  pre- 
cisely known.  Giarman  quotes  a study  on  dogs 
which  suggests  that  mescaline  is  most  effective 
in  the  midbrain,  medial  thalamus,  and  hypo- 
thalamus.^ Biochemically,  mescaline  is  involved 
in  the  brain  amine  metabolism;  Smythies  sug- 
gests that  it  might  act  on  catechol-O-methyl 
transferase." 

Adverse  Effects:  There  is  not  much  literature 
on  the  adverse  effects  of  mescaline.  Weltman 
and  others  gave  male  mice  eight  subcutaneous 
injections  of  approximately  ten  times  the  nor- 
mal dosage  (eg,  50-100  mg/kg)  during  a two- 
week  period,  after  which  they  concluded,  “In 
general,  the  findings  present  evidence  typical 
of  nonspecific  stress  . . .’’s  Geber  gave  ham- 
sters, on  the  eighth  day  of  pregnancy,  one  sub- 
cutaneous injection  of  mescaline,  which  was 
easily  within  normal  dosage  ranges  (eg,  0.45- 
3.3  mg/kg).  He  found  that  malformations  of 
brain,  spinal  cord,  and  liver  greatly  increased 
(from  9%  to  28%)  in  those  groups  given  mes- 
caline. However,  the  increase  was  not  dose- 
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dependent;  the  group  of  hamsters  receiving 
0.45  mg/kg  showed  the  28%  increase  while 
the  3.3  mg/kg  had  only  9%.  Resorptions 
(7-25%),  dead  fetuses  (5-10%),  and  runts 
(5-12%)  increased  with  increased  dosages.^ 

In  summary,  mescaline  has  not  yet  been 
indicted  for  having  adverse  effects  in  nonpreg- 
nant animals  other  than  the  possibility  of  pro- 
ducing effects  of  nonspecific  stress  (cortical 
hyperplasia  in  adrenals  and  decreased  eosino- 
phil count):  during  pregnancy,  the  probability 
exists  that  a single  normal  dose  of  mescaline 
might  contribute  to  congenital  malformations, 
miscarriages,  or  stillbirths. 

Mr.  OIney,  Baylor  College  of  Medicine,  1200  Mour- 
sund,  Houston,  Texas  77025. 

The  author’s  reference  list  is  available  on  request 
from  Texas  Medicine,  1801  N Lamar  Blvd,  Austin, 
Texas  78701. 
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feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  \A/omen  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Flagyl* 

/brand  of  , • ■ , \ 

(metronidazole) 


Many  women  still  believe  that  a 
douche  is  a cure-all  for  vaginal 
secretions  and  malodor.  Mother 
tells  daughter  and  the  myth  is 
perpetuated. 

Other  cosmetic  products  are  not 
much  better.  Though  they  may  be 
effective  in  some  minor  infections, 
they  cannot  touch  the  real  medical 
problem,  which  very  often  is 
trichomonal  vaginitis. 

Medicine’s  most  effective 
cure  fortrichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  rlecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed. The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  may  be  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  In- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  oraliy  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Flagyl'  (metronicdazole) 


lsE»Ri.c  I Manufactured  by  SEARLE  & CO. 

I 1 San  Juan.  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  0.  Box  5110,  Chicago,  Illinois  60680 
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Each  capsule  contains  50  mg,  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

POIASSIUM  DEPLETION 
BEFORE  IT  STARTS 

WITH  NO  SACRIFICE 
OFTHIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications;  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings;  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with'Dyazide’,  check  serum  potassium 
frequently —both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  hver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f). 
IWely,  leukopenia,  thrombcx:ytopenia,  agranulocytosis. 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  mi^t  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions;  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions;  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied;  Bottles  of  100  capsules. 

SI^&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA"  IN  HYPERTENSION* 


Psilocybin 

DAN  MULKEY 


Psilocybin  is  a naturally  occurring  indole  alky- 
lamine  found  in  various  species  of  new  world 
mushrooms.  It  enjoyed  widespread  use  among  the 
pre-Columbian  cultures  of  Central  America  and 
has  recently  found  its  way  into  the  present  youth 
drug  culture.  The  pharmacologic  properties  and 
physiologic  effects  of  psilocybin  are  similar  to 
those  of  LSD-25  as  are  the  psychologic  changes 
induced  by  the  ingestion  of  the  drug.  The  primary 
differences  between  psilocybin  and  LSD-25  are 
those  of  duration  of  action  and  potency.  Details 
of  the  biochemistry,  physiologic  effects  and  me- 
tabolism as  well  as  history  of  social  usage  and 
legal  status  of  psilocybin  are  discussed. 


INTRODUCTION:  Psilocybin  is  an  indolealkyl- 
amine  found  in  the  mushroom  species  Psilocybe 
mexicana  Heim,  and  others  of  the  new  world. 
It  is  structurally  related  to  several  other  natu- 
rally occurring  compounds  possessing  a psy- 
chopharmacologic  action.  Fig  1 shows  the 
structural  resemblance  of  psilocybin  to  sero- 
tonin, the  naturally  occurring  neurotransmitter 
substance. 

Fig  1 shows  psilocybin  to  possess  an  indole 
nucleus  substituted  at  the  four  position  with  a 
phosphoric  acid  grouping.  This  makes  psilocy- 
bin unique  among  the  naturally  occurring  in- 
dole-alkyl-amines. No  other  compound  of  this 
class  possesses  a phosphoric  acid  grouping, 
and  no  other  related  compound  with  hallucino- 
genic properties  is  substituted  at  the  four 
position. 

Psilocybin  was  isolated  and  subsequently 
synthesized  by  Hoffman  at  the  Sandoz  Labora- 
tories in  1958.  Since  that  time  psilocybin, 
along  with  the  other  hallucinogens  such  as 
LSD,  STP,  and  DMT  has  gained  wide  public 
recognition  as  an  “abused”  drug. 

History,  Current  Social  and  Legal  Studies:  The 
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7.  psilocybin 

use  of  psilocybin  as  a social  intoxicant  can  be 
traced  back  four  centuries  to  the  legendary 
“magic  mushroom”  of  Mexico  and  Central 
America.  Also  known  as  the  “food  of  the  gods,” 
it  was  the  sacred  mushroom  of  the  pre-Colum- 
bian cultures.  Stone  artifacts  dating  back  to 
1500  BC  indicate  that  the  mushroom  culture 
extended  at  least  from  the  Aztecs  in  Mexico 
to  the  Mayas  in  Guatemala. 

Used  in  the  ceremonial  setting  with  religious 
overtones,  the  partaking  of  the  mushroom  was 
presided  over  by  a priestess.®  Conducted  by 
candle-light,  the  ceremony  is  said  to  be  a blend 
of  both  Christian  and  pagan  elements,  at  times 
including  a curing  ritual.  History  also  records 
the  intoxicating  mushroom  as  having  been 
among  the  delicacies  of  the  coronation  feast 
of  Montezuma  in  1502. 

The  coming  of  the  Europeans  and  their  rapid 
exploration  of  the  new  world  contributed  to  the 
disintegration  of  the  Indian  culture  as  a sepa- 
rate entity.  Missionaries,  attempting  to  convert 
the  pagans  to  the  Christian  way  of  life,  often 


Volume  68,  July,  1972 


87 


PSILOCYBIN 


persecuted  members  of  the  mushroom  cult, 
thus  forcing  them  into  hiding. 

It  was  not  until  1953  that  the  magic  mush- 
room was  rediscovered.  It  was  at  this  time  that 
Gordon  Wasson,  an  eastern  banker,  brought 
the  mushroom  cult  into  the  20th  century. 
Wasson,  who  is  an  amateur  ethnologist,  and 
his  wife  Valentina  Pevlovnia,  a student  of 
mushrooms,  journeyed  to  a remote  Mexican 
village  to  observe  the  ancient  rituals  of  the 
Oaxacan  Indians.  He  persuaded  the  Indians  to 
give  him  a few  samples  of  a mushroom  used 
in  their  ceremonies.  These  samples  were  iden- 
tified later  by  Heim  as  a previously  unknown 
species  of  the  genus  Psilocybe.  The  proper 
name  has  since  been  given  as  Psilocybe  mexi- 
cana  Heim.® 

In  1958,  Dr.  Albert  Hofman  isolated  two 
materials  from  the  mushroom.  The  main  com- 
ponent was  psilocybin,  the  first  phosphorylated 
indole  to  be  discovered.  The  other  component 
was  psilocin,  not  phosphorylated,  but  equally 
active.  These  compounds  were  then  synthe- 
sized and  made  available  to  the  scientific  com- 
munity for  research  purposes. Psilocybin  and 
psilocin  are  now  licensed  by  the  USFDA  for  re- 
search purposes  only.  Its  distribution  is  con- 
fined to  scientists  receiving  federal  or  state 
grants  to  specifically  study  the  biological 
effects  of  the  drug. 

The  modern  day  controversy  over  the  use 
of  hallucinogens  including  psilocybin  perhaps 
dates  back  to  the  early  experiments  of  Dr. 
Timothy  Leary.  Leary  and  Richard  Alpert  began 
experimenting  with  psilocybin  in  1960  by  test- 
ing the  effects  of  the  drug  on  prisoners.  By  the 
fall  of  1962  they  had  dispensed  more  than 
3,500  doses  of  the  drug  to  some  400  volun- 
teers. They  found  that  73%  of  their  subjects 
had  a “very  pleasant”  experience. 

However,  as  they  expanded  their  research. 


criticism  began  to  mount  and  in  the  fall  of 
1962  the  university  decided  that  the  dangers 
of  psilocybin  might  be  too  great  to  allow  the 
kind  of  admittedly  nonmedical  experimentation 
that  Leary  and  Alpert  were  conducting.  They 
were  asked  to  stop  the  experiments  or  leave 
Harvard. 

Thus  psilocybin  has  left  the  research  lab  and 
entered  the  hallucinogenic  subculture.  How- 
ever, LSD  is  generally  preferred  over  psilocybin 
by  those  who  indulge  in  the  use  of  hallucino- 
genic drugs.  Although  LSD  and  psilocybin  have 
essentially  the  same  physiological  and  psycho- 
logical effects,  at  the  same  dosage,  LSD  is 
about  100  times  as  potent  as  psilocybin.  More- 
over, LSD  is  much  more  available  on  the  black 
market  than  is  psilocybin  and  it  is  commonly 
said  that  most  of  the  capsules  sold  as  psilo- 
cybin are  largely  LSD. 

Legally,  psilocybin  is  covered  by  the  Drug 
Abuse  Control  Amendments  of  the  Federal 
Food,  Drug,  and  Cosmetic  Act  of  1965.  The 
penalties  for  first  offense  of  illegal  production 
or  sale  of  psilocybin  is  one  year  in  prison  or 
a $10,000  fine,  or  both.  For  giving  psilocybin 
to  persons  under  age  21  the  penalties  range 
from  two  to  six  years  in  prison  or  $5,000  to 
$15,000  in  fine,  or  both.  This  federal  law  has 
no  provisions  for  possession  only,  thus  the 
penalties  for  possession  are  covered  by  state 
laws,  which  are  highly  variable  and  range  from 
misdemeanor  to  lengthy  prison  terms. 
Biochemical  Synthesis:  Recent  research  has  re- 
vealed a possible  synthetic  pathway  for  psilo- 
cybin and  psilocin.  According  to  Agurell,i  ex- 
perimental data  suggest  the  following  se- 
quence from  tryptophan  to  psilocybin:  trypto- 
phan tryptamine  ->  N-methyltryptamine  N, 
N,  ^ dimethyltryptamine  ->  psilocin  psilocy- 
bin. 

Clinical  Syndrome:  In  general,  the  physiological 
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effects  of  psilocybin  resemble  those  of  the 
sympathomimetic  drugs.  These  effects  include, 
among  others:  (1)  increased  pulse  rate  and 
blood  pressure,  (2)  dilated  pupils,  (3)  tremors, 
and  (4)  cold  sweaty  palms  (Rieffer,  1968).  With 
low  doses  of  5 to  10  mg,  the  effects  are  gen- 
erally mild.  There  are  usually  some  alterations 
of  mood  consisting  of  either  mild  euphoria  or 
dysphoria.®  Tests  of  psychologic  functioning 
usually  show  some  degree  of  impairment.  How- 
ever, this  finding  is  usually  attributed  to  altera- 
tions in  concentration  and  attention.  Nausea, 
dizziness,  weakness,  and  sensitivity  to  light 
may  be  somatic  symptoms  of  consequence. 
The  threshold  dose  is  usually  around  60  /j.g/kg. 
Clinical  doses  usually  range  from  115  to  160 
p.g/kg.  Both  frequency  and  intensity  of  clinical 
effects  increase  with  dosage. 

Hollister^®  relates  the  following  pattern  of  the 
clinical  syndrome.  During  the  first  30  minutes, 
his  subjects  became  dizzy,  light-headed,  or 
giddy.  Nausea  and  abdominal  discomfort  ac- 
companied by  anxiety,  tension,  or  restlessness 
were  also  reported.  Some  subjects  also  experi- 
enced weak,  aching  muscles  accompanied  by 
twitching  and  shivering.  Also  described  was 
numbing  of  the  tongue,  lips,  and  mouth. 

The  second  30  minutes  were  experienced 
with  blurred  vision,  brighter  colors,  longer  after- 
images, sharp  definition  of  objects,  and  visual 
patterns  with  the  eyes  closed.  Increased  audi- 
tory acuity  was  noted.  Physiological  symptoms 
included  yawning,  tearing,  facial  flushing,  and 
sweating.  Most  subjects  also  experienced  a 
state  with  loss  of  attention  and  concentration, 
slow  thinking,  feelings  of  unreality,  and  deper- 
sonalization. Incoordination  or  difficult  and 
tremulous  speech  were  also  noted. 

The  effects  occurring  between  60  and  90 
minutes  after  ingestion  were  predominantly 
visual.  Colored  patterns  and  shapes  were  gen- 


erally described  as  pleasing,  although  at  times 
they  were  frightening.  Most  often  these  pat- 
terns occurred  with  the  eyes  closed,  although 
occasionally  they  were  superimposed  upon  ob- 
jects in  the  field  of  vision.  Many  subjects  re- 
ported undulation  or  wavelike  motion  of  viewed 
surfaces.  Distance  perception  was  impaired  and 
there  was  a slowed  passage  of  time.  Nearly  all 
subjects  experienced  an  introspective  state  of 
mind. 

The  syndrome  from  90  to  120  minutes  was 
marked  by  a continuation  of  many  of  these 
effects  in  varying  degrees,  especially  the  intro- 
spective state.  Also  noted  were  increased  bodi- 
ly sensations  and  neutral  processes.  From  120 
to  180  minutes  there  was  a waning  of  the  pre- 
viously described  effects.  By  180  to  300  min- 
utes after  ingestion  there  was  a nearly  com- 
plete resolution  of  the  drug-induced  effects. 

Psychologic  Changes:  Psilocybin  produces  a 
variety  of  psychologic  changes.  Certain  of  these 
changes  appear  to  be  rather  constant  findings 
in  numerous  clinical' studies.  However,  most 
psychic  changes  coincident  with  the  use  of  psi- 
locybin are  extremely  variable  and  are  attrib- 
uted by  most  workers  to  be  the  result  of  differ- 
ences in  personality  structure. 

Some  of  the  most  constant  psychic  changes 
are  those  of  perception,  primarily  visual.  Visual 
changes  often  vary  from  multicolored,  nonde- 
script patterns  to  frank  visual  hallucinations. 
Psilocybin  decreases  the  spatial  distortion 
threshold.'^ 

Auditory  perception  may  be  altered,  but 
frank  auditory  hallucinations  apparently  are 
quite  rare.i^  More  often,  increased  auditory 
acuity  is  reported. 

Tactile  sensation  appears  to  be  variable. 
Some  subjects  report  decreased  sensitivity.  Per- 
ception of  size,  direction  and  distance  is  altered 
by  psilocybin.  In  addition,  there  may  be  dis- 
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tortion  of  the  body  image.  The  subject  may 
feel  long  and  drawn  out  or  short  and  stubby. 
A feeling  of  lightness  or  heaviness  of  the  ex- 
tremities has  also  been  noted. 

Perhaps  the  most  frequently  noted  psychic 
change  has  been  a distortion  of  time  sense. 
According  to  Hollister, ^ some  subjects  think 
time  is  passing  more  slowly,  while  others  think 
the  reverse. 

Studies  of  the  effects  of  psilocybin  on  cog- 
nitive functions  and  psychomotor  performance 
are  somewhat  confusing.  However,  most  re- 
searchers agree  that  psilocybin  should  not  be 
considered  to  produce  a state  of  organic  intoxi- 
cation because  memory  and  orientation  are 
spared  and  gross  confusion  is  absent.  However, 
intoxication  is  sufficient  to  cause  impairment 
in  the  performance  of  a perceptual-cognitive- 
motor  test.3  Solomon  states  that  psychological 
testing  of  subjects  on  psilocybin  generally,  al- 
though not  consistently,  shows  slight  decre- 
ments in  performance.^®  Hollister  finds  im- 
paired performance  of  complex  discrimination 
tasks  but  not  so  much  with  simple  tasks.®  He 
also  states  that  immediate  memory  as  well  as 
simple  problem  solving  are  impaired. 

Much  clinical  evidence  suggests  that  critical 
judgement  is  impaired.  Hollister  and  Solomon 
believe  that  at  least  some  of  the  impairment 
shown  in  intellectual  functioning  may  be  due 
to  an  altered  state  of  attention. However, 
the  possibility  still  exists  that  there  is  a pri- 
mary effect  on  brain  mechanisms  for  cognitive 
thinking. 

Although  it  is  a popular  conception  that 
drugs  such  as  psilocybin  increase  the  users’ 
powers  of  creativity,  Hollister  states  that  all 
evidence  points  to  impaired  artistic  technique.® 
He  points  out  that  there  is  no  concrete  evi- 
dence of  increased  artistic  abilities  or  perform- 
ance either  during  or  after  the  drug  experience. 


A great  variety  of  subjective  effects  of  psilo- 
cybin have  been  reported.  Psilocybin  nearly 
always  produces  a dreamy,  introspective  state 
of  mind.  Hollister  emphasizes  that  this  is  near- 
ly always  without  notable  impairment  of  facul- 
ties.(This  cannot  be  said  of  LSD-25.)  Some 
subjects  taking  psilocybin  reexperience  the 
past;  others  have  described  deja  vu  experienc- 
es. It  is  not  unusual  for  a subject  to  believe 
that  he  has  an  unusual  ability  to  perceive  the 
feelings  and  motivations  of  people  around  him. 
At  times,  subjects  will  express  great  empathy. 
Misinterpretation  of  environmental  stimuli  is 
not  uncommon. 

The  visionary  experience  which  many  people 
assume  is  synonymous  with  a drug-induced 
state  is  not  common.  However,  it  is  well-known 
that  a few  subjects  actually  achieve  a tran- 
scendental state  while  taking  hallucinogenic 
drugs,  and  apparently  extra-drug  variables 
(such  as  personality  structure  and  state  of 
mind  prior  to  taking  the  drug)  are  the  primary 
determinants  of  this  effect. 

Concerning  the  relation  of  psilocybin  to  LSD 
and  mescaline,  it  is  not  believed  that  the  sub- 
jective effects  of  mescaline,  LSD,  and  psilocy- 
bin are  similar,  equivalent,  or  indistinguishable. 
Furthermore,  recent  studies  indicate  that  cross- 
tolerance between  LSD  and  psilocybin  does 
develop.  This  indicates  the  possibility  of  a simi- 
lar mode  of  action.  Hollister  states  three  pri- 
mary differences  between  LSD  and  psilocybin: 
shorter  duration  of  action,  more  agreeable  re- 
sponse, and  production  of  introspection  with- 
out marked  impairment  of  faculties.® 

No  major  or  significant  toxic  effects  of  psi- 
locybin are  known  at  the  present  time.  Chronic 
administration  results  in  the  development  of 
tolerance  which  will  eventually  disappear  dur- 
ing several  weeks  of  abstinence. 

Metabolism:  The  metabolism  of  psilocybin  is 
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believed  to  begin  with  dephosphorylation  by 
alkaline  phosphatase  to  produce  psilocin.  From 
this  point  it  is  believed  that  the  body  treats 
psilocin  in  much  the  same  manner  as  it  does 
«-methyltryptamine,  which  has  a related  struc- 
ture. 

Studies  indicate  significant  uptake  of  psilo- 
cybin into  the  kidney,  pancreas  and  intestinal 
tract.  Low  concentrations  are  found  in  brain, 
spleen,  liver,  heart,  and  lungs.  Concentrations 
present  in  plasma,  allowing  for  equilibration  in 
the  brain,  correlate  well  with  the  onset  and 
decrescence  of  clinical  effects. 

Theories  on  the  Mechanism  of  Action:  Psilocy- 
bin is  relatively  unstable,  the  phosphoric  acid 
grouping  being  lost  soon  after  ingestion.  It  is 
thus  likely  that  all  activity  is  caused  by  the 
resultant  4-hydroxy  dimethyltryptamine,  or  psi- 
locin. The  chemical  resemblance  of  this  com- 
pound to  the  biogenic  amine,  serot,  is  quite 
evident. 

Thus  it  would  seem  that  the  majority  of 
researchers  now  favor  the  view  that  psilocybin 
acts  by  interference  with  the  metabolism  of  the 
catecholamines  or  serotonin.  The  anatomical 
sites  of  this  interference  are  probably  multiple. 
However,  the  primary  neurological  impact  of 
most  hallucinogens  is  thought  to  be  on  afferent 
impulses  entering  the  ascending  reticular  for- 
mation through  collaterals  from  the  sensory 
pathways,  whereas  the  physiologic  or  auto- 
nomic effects  of  psilocybin  may  stem  from  an 
action  on  the  hypothalamus. 

Mr.  Mulkey,  1712  West  Main  #3,  Houston,  Texas 
77006. 

The  author's  reference  list  is  available  on  request 
from  Texas  Medicine,  1801  N Lamar  Blvd,  Austin, 
Texas  78701. 
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When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications: 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use’ insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gicaT  procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  ana 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Today  you 
have  your  own. 


If  )’oii’re  around  40  or  45,  )’ou’\'c 
probably  had  quite  a bit  ot  clinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  )’ou  know  quite  a 
bit  about  it. 

On  the  one  hand,  )’ou  know'  that  diet 
and  w eidit  control  are  the  initial  and  essential 
foundations  for  the  manat^ement  of  adult- 
onset,  non-ketotic  diabetes.  W hen  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lowx'r  blood  sugar.  Orinase  low  ers  blood 
sugar  as  effectively  today  as  it  did  w'hen  you 
first  prescribed  it. 

You  also  know'  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  w'ith,  and  probably  haveconhdencein. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,Upjoh  n) 


clan  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— boWes  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company.  Kalamazoo,  Michigan  49001 
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HISTORY:  The  history  of  LSD  originates  in  the 
late  1930s  when  Stroll  and  Hoffman  began 
synthesizing  various  amides  of  lysergic  acid  in 
search  for  an  analeptic.  One  of  the  compounds 
which  they  synthesized  in  1938  was  lysergic 
acid  diethylamide.  They  gave  this  compound  a 
laboratory  code  name,  LSD-25.  The  psychoto- 
mimetic effects  of  LSD  were  not  discovered, 
however,  until  1943.  Hoffman  was  working  in 
the  laboratory  with  LSD  when  he  suddenly 
began  having  peculiar  sensations  and  visual 
hallucinations.  He  attributed  this  unusual  state 
to  the  accidental  ingestion  of  minute  quantities 
of  the  substance  with  which  he  was  working, 
namely  LSD.  In  order  to  confirm  his  specula- 
tion, Hoffman  intentionally  ingested  0.25  mg  of 
LSD  a few  days  later,  and  was  able  to  repro- 
duce his  original  experience.^ 

Effects:  Hoffman  and  other  investigators  soon 
discovered  the  sympathomimetic  effects  of 
LSD.  Some  of  these  effects  are  mydriasis  and 
increases  in  heart  rate,  body  temperature,  and 
blood  pressure. 

Later  it  was  discovered  that  tolerance  to 
LSD  develops  rapidly  and  that  cross-tolerance 
develops  between  LSD,  psilocybin  and  mesca- 
line. Withdrawal  symptoms  do  not  develop  after 
the  cessation  of  LSD  usage  and  therefore  phys- 
ical dependence  does  not  develop. 

Adverse  Reactions  to  LSD:®  In  some  instances 

a “bad”  LSD  trip  may  elicit  an  acute  panic  re- 
action. The  preferred  treatment  of  these  panic 
reactions  is  communication  with  the  patient 
aimed  at  stopping  the  patient’s  spiraling  anxie- 
ty. Chlorpromazine  may  also  be  used,  but  it 
should  be  kept  in  mind  that  chlorpromazine 
may  lower  the  convulsive  threshold,  may  pro- 
duce orthostatic  hypotension,  and  may  accen- 
tuate the  anticholinergic  effects  of  atropine-like 
contaminants  sometimes  found  in  illicit  halluci- 
nogenic compounds.®  Diazepam  (Valium)  may 


also  be  used  in  treating  hallucinogenic  panic 
reactions.^ 

Another  possible  LSD  side  effect  is  the  hallu- 
cinogenic flashback  reaction  in  which  the  indi- 
vidual, after  discontinuing  his  usage  of  LSD, 
reexperiences  hallucinations  similar  to  those 
that  he  had  while  on  LSD  “trips.”  These  flash- 
backs have  been  reported  to  occur  up  to  a year 
after  the  complete  cessation  of  LSD  usage.  In 
1970  Weil  reported  a series  of  eight  patients 
who  had  such  flashbacks  only  while  smoking 
marijuana.® 

In  addition,  LSD  may  occasionally  precipitate 
an  overt  psychotic  reaction.  These  reactions 
may  occur  from  two  weeks  to  two  months  after 
an  LSD  “trip.”  The  nature  of  the  individual’s 
personality  structure  prior  to  his  use  of  LSD  is 
probably  an  important  predisposing  factor  to 
such  a psychotic  reaction. 

Finally,  cases  of  both  suicide  and  homicide 
have  been  reported  in  association  with  LSD 
“trips.” 

Chromosome  Studies  in  Vitro:  The  first  in  vitro 
chromosome  studies  were  reported  by  Cohen 
and  others  in  1967.^  These  investigators  added 
LSD  to  cultured  human  leukocytes  and  reported 
that  LSD  led  to  a decreased  mitotic  rate  and 
an  increased  number  of  chromosomal  breaks. 
To  date,  nine  such  in  vitro  studies  have  been 
reported.  Six  of  these  studies  have  reported 
some  degree  of  induced  chromosomal  breakage 
after  in  vitro  exposure  to  LSD.'^-^®  Three  studies 
failed  to  confirm  these  results.^®'^®  In  five  of  the 
six  cases  reporting  in  vitro  LSD-induced  chro- 
mosomal damage,  concentrations  of  LSD  and 
durations  of  exposure  were  used  which  far 
exceeded  reasonable  human  dosages. i®  In  addi- 
tion, a large  number  of  commonly  used  sub- 
stances have  been  reported  to  produce  in  vitro 
chromosomal  damage  comparable  to  that  pro- 
duced in  the  six  positive  in  vitro  LSD  studies. 
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Some  of  these  substances  are  antibiotics,  ben- 
zene, caffeine,  chloroform,  morphine,  theobro- 
mine, theophylline,  and  water  unless  twice  dis- 
tilled.Kato  and  Jarvik®  have  reported  that 
acetylsalicylic  acid  also  produces  in  vitro  chro- 
mosomal damage  comparable  to  that  which 
they  obtained  with  LSD. 

The  fact  that  many  substances  produce  in 
vitro  chromosomal  damage  comparable  to  that 
reported  in  six  studies  to  be  produced  by  LSD, 
the  obtainment  of  in  vitro  chromosomal  dam- 
age only  with  high  LSD  concentrations  and  long 
LSD  exposure  times  in  five  of  these  six  studies, 
the  reporting  of  three  negative  in  vitro  LSD 
studies,  and  the  absence  in  vitro  of  excretory 
and  detoxifying  systems  present  in  vivo  cast 
doubt  on  the  relevance  of  the  in  vitro  LSD 
results.^® 

Chromosomal  Studies  in  Vivo:  Two  types  of 
experimental  design  have  been  used  in  these 
studies.  In  11  of  these  studies  LSD  groups  con- 
sisted of  individuals  exposed  to  known  quanti- 
ties of  pure  LSD  in  experimental  settings.^®  In 
14  studies  subjects  were  exposed  to  illicit  sub- 
stances alleged  to  be  LSD,  but  which  were  of 
unknown  composition  and  potency.^® 

Illicit  LSD  and  Chromosome  Damage  (in  Vivo): 
Five  studies  by  three  groups  of  investigators 
have  indicated  that  illicit  LSD  produces  in  vivo 
chromosomal  damage.  Irwin  and  Egozcue^®  re- 
ported the  initial  finding  of  chromosomal  dam- 
age in  illicit  LSD  users.  They  found  that  their 
illicit  LSD  users  had  a mean  chromosomal 
breakage  rate  nearly  double  the  breakage  rate 
of  their  control  group.  In  a subsequent  more 
extensive  study, they  reported  similar  results. 
These  findings  were  supported  by  the  studies 
of  Cohen  and  associates®’®®  and  Nielsen  and 
associates.®^  Nine  groups  of  investigators  have 
been  unable  to  support  these  findings.®®  ®® , 

All  of  the  illicit  LSD  studies  have  a number 


of  distinctive  shortcomings.  First,  it  is  impossi- 
ble to  know  with  certainty  whether  the  user 
used  LSD  or  some  other  drug.  Marshman  and 
Gibbins®^  have  reported  wide  discrepancies  be- 
tween the  alleged  and  actual  composition  of 
illicit  drugs.  They  found  that  only  54%  of  their 
57  alleged  LSD  samples  actually  contained 
LSD  in  a relatively  pure  form.  The  remaining 
samples  contained  either  a large  proportion  of 
impurities  or  no  LSD  at  all.  The  laboratory  of 
the  Federal  Bureau  of  Narcotics  and  Dangerous 
Drugs  in  San  Francisco  has  found  STP  either 
substituted  for  LSD  or  added  to  samples  con- 
taining LSD.®®  Krippner®®  analyzed  12  alleged 
LSD  tablets.  One  contained  no  LSD;  most  con- 
tained very  small  quantities  of  LSD;  some  con- 
tained more  STP  than  LSD;  only  two  samples 
contained  substantial  amounts  of  LSD.  Similar 
discrepancies  in  LSD  samples  have  also  been 
reported  by  Cheek  and  others.®^ 

Second,  with  illicit  LSD  studies  the  determi- 
nations of  dosage,  frequency,  total  number  of 
exposures,  and  the  interval  since  last  exposure 
are  merely  estimations. 

Third,  with  illicit  LSD  studies  nearly  all  of  the 
subjects  are  multiple  drug  users  who  abuse 
heroin,  mescaline,  chlorpromazine,  ampheta- 
mines, etc,  as  well  as  LSD.  With  such  an  un- 
controlled sample  of  subjects  it  is  impossible 
to  single  out  LSD  as  an  agent  for  investigation. 
This  role  of  other  chemical  agents  has  been 
illustrated  by  Cohen  and  others®  who  compared 
a group  of  individuals  ingesting  drugs  other 
than  illicit  LSD  with  a group  of  subjects  ex- 
posed to  illicit  LSD  along  with  other  drugs.  He 
found  no  significant  difference  in  chromosome 
breakage  rates  between  the  two  groups. 

Fourth,  the  illicit  drug  users  are  more  likely 
than  the  control  group  to  be  exposed  to  malnu- 
trition and  viral  infections.  Such  general  condi- 
tions associated  with  drug  abuse  must  be  sub- 
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jected  to  adequate  controls  in  any  legitimate 
investigation  of  the  effect  of  illicit  LSD  on 
chromosomes. 

Pure  LSD  and  Chromosome  Damage  (in 
Vivo):  Chromosomal  studies  involving  pure  LSD 
used  in  psychotherapy  provide  better  controls 
with  regard  to  dosage,  purity,  frequency  of  ex- 
posure, etc,  than  do  studies  involving  illicit 
LSD  usage.  The  studies  involving  pure  LSD  can 
be  divided  into  two  classes.  Most  studies  com- 
pare a group  exposed  to  pure  LSD  in  psycho- 
therapy with  a control  group  never  exposed  to 
LSD  (type  A study).  In  the  other,  more  ade- 
quate type  of  study,  each  subject  is  studied 
both  before  and  after  pure  LSD  administration 
and  thus  is  used  as  his  own  control  (type  B 
study). 

Chromosome  Studies  After  Pure  LSD  Usage 
(Type  A Study):  Only  two  groups  of  investiga- 
tors have  reported  that  their  pure  LSD  subjects 
showed  an  increased  rate  of  chromosome 
breakage  as  compared  to  control  groups. 

Five  other  teams  of  investigators  have  failed  to 
confirm  these  results.^®’^®’^®’®'^  ®^ 

Chromosome  Studies  Both  Before  and  After 
Pure  LSD  Usage  (Type  B Study):  Four  studies  of 
this  type  have  been  reported.  Tjio  and  others®® 
reported  the  most  important  of  these  studies. 
They  examined  the  chromosomes  of  32  patients 
both  before  and  after  pure  LSD  therapy.  They 
found  that  the  administration  of  pure  LSD  did 
not  significantly  change  the  chromosome  break- 
age rate  of  these  patients.  These  findings  have 
been  supported  by  two  other  studies  of  the 
same  type.’®-'*®  Hungerford  and  others, in  con- 
trast, using  the  same  methodology,  observed 
an  increase  in  chromosome  aberrations  after 
intravenous  injections  of  LSD  in  three  patients. 
This  is  the  only  study  of  the  four  that  involves 
intravenous  administration  of  LSD.  Moreover, 
Hungerford  found  that  the  chromosome  break- 


age rate  in  his  three  patients  returned  to  a rate 
equivalent  with  that  before  the  LSD  injection 
within  one  to  six  months.  Thus,  if  the  intra- 
venous injection  of  LSD  does  cause  chromo- 
some breakage,  this  damage  probably  is  re- 
versible. 

LSD  and  Carcinogenesis:  Cohen  and  others'^ 
first  suggested  the  carcinogenic  potential  of 
LSD.  Their  speculation  was  based  on  finding  a 
quadriradial  chromosome  exchange  figure  and 
an  increased  frequency  of  chromosome  break- 
age in  one  patient  who  had  received  LSD  dur- 
ing psychiatric  therapy.  Such  findings  are  asso- 
ciated with  three  inherited  disorders  (Bloom’s 
syndrome,  Fanconi  syndrome,  and  ataxia  tel- 
angiectasia) in  which  there  is  a high  incidence 
of  leukemia  and  other  neoplasia.  The  cause  of 
the  chromosomal  lesions  in  these  disorders  is 
not  known,  nor  is  it  known  whether  or  not  the 
chromosomal  lesions  have  any  relation  to  sub- 
sequent neoplastic  development. 

In  support  of  Cohen’s  carcinogenic  hypothe- 
sis, Irwin  and  Egozcue^®’^®  reported  that  nine 
of  their  illicit  LSD  subjects  had  centric  frag- 
ments resembling  the  Philadelphia  chromosome 
often  associated  with  chronic  granulocytic  leu- 
kemia. Grossbard  and  others^-  reported  a Phil- 
adelphia-like  chromosome  in  all  35  peripheral 
leukocytes  examined  from  an  individual  who 
had  used  illicit  LSD  and  other  illicit  drugs  and 
who  did  have  acute  leukemia.  Two  cases  of 
leukemia  in  individuals  treated  with  pure  LSD 
have  been  reported.  In  one,'*®  there  were  sug- 
gestions of  a familial  predisposition  to  malig- 
nant disease.  In  the  second  case  no  details 
were  given.** 

In  conclusion,  information  relating  LSD  to 
leukemia  is  rare;  there  appears  to  be  no  defi- 
nite evidence  that  LSD  is  a carcinogen.*® 

LSD  and  Mutagenesis:  Grace  and  others*® 
found  no  evidence  that  LSD  at  doses  below 
500  ^,g/ml  produced  mutagenesis  in  Droso- 
phila. These  findings  have  been  supported  by 
two  other  studies  with  Drosophila.*^'^'^  In  a 
study  with  the  fungus  Ophistoma  multiannula- 
tum,  LSD  was  not  found  to  be  mutagenic.*® 

When  Drosophila  are  injected  with  high  dos- 
es of  LSD  (2,000-10,000  p.g/m\),  significant 
increases  in  lethal  mutations  occur.**’*® 

The  comprehensive  evidence  from  studies  on 
Drosophila  indicates  that  LSD  has  no  muta- 
genic effect  in  a dose  range  from  0.28-500 
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;Lig/ml  and  a definite  mutagenic  effect  in  a dose 
range  from  2,000-10,000  /ig/ml.  Thus,  positive 
mutagenic  effects  have  been  obtained  only  by 
injecting  LSD  into  Drosophila  at  or  above  a 
dose  of  470  /ig/gmT«  On  the  basis  of  body 
weight  this  would  be  roughly  equivalent  to  the 
injection  of  30,000,000  pg  of  LSD  into  a 70  kg 
man.  This  is  about  300,000  times  the  normal 
human  dosage. 

Circular  dichroism  experiments  by  Wagner'''*'’ 
and  Smythies  and  Antun®’  suggest  that  LSD 
may  interact  directly  with  DNA  producing  con- 
formational changes  in  the  DNA  helix.  These 
changes,  according  to  Wagner,^'’  are  not  likely 
to  result  in  a decrease  of  internal  stability  suffi- 
cient to  cause  breakage  of  chromosomes.  This 
phenomenon  may,  however,  be  the  physical 
basis  for  the  weak  mutagenicity  of  LSD.’® 

In  conclusion,  “the  date  on  Drosophila  sug- 
gest that  LSD  is  a weak  mutagen  effective  only 
in  extremely  high  doses  and  that  it  is  unlikely 
to  be  mutagenic  in  any  concentration  used  by 
human  subjects.”’® 

LSD  and  Teratogenicity:  Six  cases  of  malformed 
human  infants®®”  born  to  women  who  used 
illicit  LSD  prior  to  or  during  pregnancy  have 
been  reported.®®”  Four  of  these  six  children 
had  limb  defects.  “Given,  however,  the  high 
frequency  of  unexplained  spontaneous  birth 
defects,  the  rare  occurrence  of  malformed  in- 
fants born  to  women  who  used  illicit  LSD  may 
be  coincidental.”’® 

There  has  been  no  reported  instance  of  a 
malformed  child  born  to  a woman  who  ingested 
pure  LSD  during  psychiatric  therapy.’® 

McGlothin  and  others’^  have  reported  a 
study  of  145  human  pregnancies  where  one  or 
both  parents  were  exposed  to  either  pure  LSD 
alone  or  to  both  pure  and  illicit  LSD  prior  to 
conception.  They  reported  that  the  use  of  LSD 
by  men  prior  to  conception  does  not  increase 
the  rate  of  abortions,  premature  births  or  birth 
defects.  They  found  that  the  combined  use  of 
both  illicit  and  pure  LSD  by  women  prior  to 
conception  may  be  related  to  an  increased  in- 
cidence of  spontaneous  abortion  (37%).  Their 
group  of  females  exposed  only  to  pure  LSD 
prior  to  conception  showed  only  a 15%  rate 
of  spontaneous  abortions  as  compared  to  a 
20%  general  population  rate.  None  of  their 
female  groups  showed  an  increased  rate  of 
either  premature  births  or  birth  defects. 


In  the  only  study  of  human  germ  cells  ex- 
posed to  LSD,  Hulten  and  associates^®  per- 
formed a testicular  biopsy  on  two  humans  and 
found  no  evidence  of  an  increased  rate  of  mei- 
otic  chromosome  damage  six  months  after  the 
last  ingestion  of  a very  large  amount  of  illicit 
LSD  and  other  drugs. 

Aase  and  others’®  have  reported  a study  of 
ten  females  who  ingested  illicit  LSD  at  some 
point  during  their  pregnancy.  None  of  the  off- 
spring had  congenital  malformations.  Interest- 
ingly, all  of  the  offspring  were  females. 

Summarizing  the  teratogenic  data,  Dishotsky 
and  others’®  state  that  “a  teratogenic  effect 
has  been  reported  in  mice,  rats  and  hamsters, 
but  only  the  data  on  mice  have  been  con- 
firmed. Human  reports  of  malformed  children 
born  to  users  of  illicit  LSD  are  rare,  although 
there  is  some  indication  of  an  increased  risk  of 
spontaneous  abortion.  There  is  no  evidence 
that  pure  LSD  causes  human  birth  defects.” 

DMT  and  STP:  DMT  and  STP  produce  sympa- 
thomimetic and  psychotomimetic  effects  simi- 
lar to  LSD.  They  differ  from  LSD  in  potency  and 
in  duration  of  action.  DMT  (Dimethyltrypta- 
mine)  has  a shorter  duration  of  action  than 
LSD.  The  effects  of  DMT  last  about  seven  to 
ten  hours.  Hence,  the  DMT  trip  has  been  called 
the  “businessman’s  trip.”  DMT  is  about  ten 
times  less  potent  than  LSD.  The  human  dose 
of  LSD  is  about  0.1  mg  by  mouth,  intraven- 
ously, or  intramuscularly,  whereas  the  human 
dose  of  DMT  is  about  1.0  mg/intramuscularly. 
DMT  is  similar  in  structure  to  serotonin. 

STP  (2,5  dimethoxy-4-methyl  amphetamine) 
(DOM)  (Serenity,  Tranquility  and  Peace)  is  a 
relatively  new  hallucinogenic  drug  similar  in 
structure  to  mescaline  and  amphetamine.  It 
was  once  thought  that  chlorpromazine  poten- 
tiated adverse  reactions  to  STP.  This  has  been 
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disproved  by  Snyder  and  others. It  was  once 
thought  that  STP  had  a duration  of  action  last- 
ing up  to  72  hours.  Snyder  and  associates'^^ 
report  that  there  are  no  residual  effects  of  STP 
after  24  hours  in  both  man  and  animals.  STP, 
like  DMT,  is  about  ten  times  less  potent  than 
LSD. 

Mr.  Taska,  1920  Carroll  #4,  Houston,  Texas  77025. 

The  author’s  reference  list  is  available  on  request 
from  Texas  Medicine,  1801  N Lamar  Blvd,  Austin, 
Texas  78701. 


Lysergic  Acid  Diethylamide  (LSD) 
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2,5  dimethoxy-4  methylamphetamine  (STP,  DOM) 
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TO  ALL  MY  PATIENTS 


|LiH^ite  you  to  discuss  frankly 
any  cjuestions  regarding 
l^^ervices  or  my  fees. 

<^^e/hest  medical  service  is  based 
on^'Wfriendly  mutual  under- 
standing between  doctor  and  patient 


’eo, 


Patients  hesitate  to  ask  about  fees.  But  they  want  to  know.  They  nat- 
urally worry  about  what  their  medical  costs  will  be.  And  if  they  don’t  feel 
free  to  talk  about  it,  serious  problems — misimderstanding,  resentment  and  even 
deep  hostility — can  arise,  threatening  the  all-important  rapport  between  you 
and  your  patients. 

Open  discussion  before  treatment  prevents  such  embarrassing  problems. 
It  paves  the  way  for  mutual  understanding  and  good  will. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your  waiting  room,  serves 
as  an  open  invitation  for  your  patients  to  discuss  medical  costs  and  financial 
problems  with  you.  It  shows  that  you  care.  Just  seeing  the  message  can  give 
many  financially  worried  patients  peace  of  mind. 

The  AMA  Fee  Plaque  works  hard  to  prevent  doctor -patient  misunder- 
standings. And  it  works  well. 

Suitable  for  wall  or  desk  display,  the  plaque  measures  6"  x 10%".  The  let- 
tering is  white  on  a dark  brown  background  and  the  frame  is  durable  beige 
plastic. 

How  do  you  obtain  one? 

Just  mail  the  coupon  below  and  your  check,  or  money  order,  for  $1.50 
(postage  paid).  Your  Fee  Plaque  will  be  sent  to  you  by  return  mail. 


Order  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Please  send  me A.M.A.  fee  plaques,  offered  at  only  $1.50  each. 

Enclosed  is  my  check  or  money  order  for  $ 

Name 

Address 

City State Zip  Code 
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Here’s  the  physician-photographer,  Dr. 
Paul  A.  Greenberg,  at  work.  Randy 
Greenberg,  14-year-old  son  of  the  award- 
winning photographer,  took  this  photo. 
Dr.  Greenberg  reports  that  Randy  is  more 
interested  in  sports  at  the  moment, 
but  he  occasionally  uses  the  darkroom 
and  can  develop  and  print  negatives 
by  himself. 


Camera-carrying  internist 
grabs  shots  when  he  can 


Being  in  the  right  place  at  the  right 
time  to  snap  prize-winning  photo- 
graphs seems  to  be  a habit  with  Dr. 
Paul  A.  Greenberg. 

Last  summer,  the  Dallas  internist 
added  another  award  to  his  long  list  of 
honors  when  he  won  fourth  place  in 
the  black-and-white  category  of  the 
1971  Kodak  International  Newspaper 
Snapshot  Awards  competition  with  one 
of  his  right-time,  right-place  “grab 
shots,”  as  he  calls  them.  In  between 
his  first  award-winning  photograph 
taken  some  20  years  ago  and  his 
achievement  last  summer,  his  camera 
has  captured  a lot  of  life  on  film. 

A bedroom-closet  darkroom 
Dr.  Greenberg’s  fascination  with  pho- 
tography began  when  he  was  a teen- 
ager. “I  started  taking  pictures  at 
about  age  13,”  he  said.  “I  converted 
a bedroom  closet  into  a darkroom  so 
I could  have  a place  to  develop  and 
print  the  photos  that  I took.” 

“At  age  15,  I won  third  place  in  a 
photo  contest  sponsored  by  Boy’s  Life 
magazine,”  he  remembers.  “This  was 
the  very  first  photo  that  I had  pub- 
lished.” 

In  high  school,  he  won  a Scholastic 
Magazine  merit  award  for  some  of  his 
prints,  and  after  high  school,  he  en- 
rolled as  an  undergraduate  at  the 
University  of  Missouri  in  Columbia. 

“I  took  some  pictures  for  the  cam- 
pus paper  and  for  fraternity  parties, 
but  I really  had  no  time  and  no  dark- 
room so  my  interest  in  photography 
lagged,”  Dr.  Greenberg  explained. 

Then  he  entered  the  University  of 
Missouri  School  of  Medicine,  also  locat- 
ed in  Columbia,  to  begin  his  medical 
studies.  “By  this  time,”  he  recalls,  “I 
was  married  and  had  one  child.  I 
traded  my  Speed  Graphic  camera  for  a 
35-mm  camera,  and  most  of  my  pic- 
ture-taking was  limited  to  family  snap- 
shots, all  developed  by  the  drugstore. 
During  my  senior  year  in  medical 


school,  I did  take  some  pictures  for 
the  school  yearbook,  though.” 

In  1961,  Dr.  Greenberg  and  his  fami- 
ly moved  to  Dallas,  where  he  began 
serving  as  a rotating  intern  at  Parkland 
Memorial  Hospital.  A residency  in  in- 
ternal medicine,  also  at  Parkland,  fol- 
lowed his  internship.  “We  now  had 
three  children,  and  I was  taking  lots  of 
family-type  pictures — birthday  parties 
and  that  sort  of  thing.” 

Then  came  a turning  point,  espe- 
cially in  regard  to  his  views  on  photog- 
raphy. Dr.  Greenberg  was  drafted  into 
the  US  Army. 

Rebirth  of  interest 

Upon  being  drafted  into  the  Army,  Dr. 
Greenberg  was  stationed  at  Fort  Dix, 
N.J.  He  comments,  “My  duties  at  the 
hospital  there  as  chief  of  communica- 
ble diseases  left  me  more  spare  time 
than  I could  believe.  I found  that  the 
arts  and  crafts  center  at  the  base  con- 
tained a very  well  equipped  darkroom, 
with  several  people  employed  full-time 
to  run  the  darkroom  and  give  instruc- 
tions. I started  developing  and  printing 
again.  At  first,  I was  doing  only  family 
snapshots,  but  soon  I was  finding  that 
the  photograph  could  also  be  an  art 
form,  a method  of  expression,  and  a 
chance  to  create.” 

“In  1966,  I was  awarded  first  place 
in  three  categories  in  the  First  US 
Army  photo  contest,”  he  remembers. 
“My  interest  was  firmly  reestablished.” 

When  he  was  discharged  from  the 
Army  in  1968,  Dr.  Greenberg  returned 
to  Dallas  to  enter  private  practice.  He 
soon  joined  the  Dallas  Camera  Club 
and  there  received  the  stimulation  and 
instruction  in  procedures  and  tech- 
niques that  he  needed  to  make  high- 
quality  prints  suitable  to  enter  in  inter- 
national competition. 

By  1969,  Dr.  Greenberg  had  complet- 
ed building  a darkroom  in  his  garage 
and  was  actively  competing  in  contests 
sponsored  by  the  camera  club — “and 
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"This  photo  was  taken  while  I 
was  in  the  service. 

I call  it  Zoo  Gossip.  I 
happened  to  have  my  camera 
ready  just  as  the  elephant 
started  up  the  wall.  He  stayed 
there  only  a few  seconds, 
just  long  enough  for  me  to 
get  one  shot.  The  photo — 
which  never  fails  to  get  a 
laugh — was  published  in  the 
January,  1970,  East  Coast 
edition  of  Life  Magazifte." 


"Late  and  Wet  is  my  favorite  print. 
It  has  won  numerous  honors  for 
me  and  was  published  in  the  Jan> 
uary,  1971,  issue  of  MD  Magazine. 
This  is  one  photo  that  I planned 
completely.  The  parking  lot  is  in 
front  of  Presbyterian  Hospital  in 


Dallas,  and  I noticed  one  day  while 
on  rounds  that  the  brand  new 
asphalt  and  the  freshly  painted 
white  strips  could  make  an  inter- 
esting picture.  I waited  for  a rainy 
Sunday,  when  I knew  the  lot  would 
be  empty,  and  talked  my  friend 


Dr.  Stanley  Feld  into  posing  for 
me.  The  photo  was  made  from  the 
top  of  the  professional  building 
next  to  the  hospital.  We  both  got 
soaking  wet,  but  I think  the  re- 
sults were  worth  it.” 


"Storm  Clouds — West  Texas  was  taken  on  a storm,  and  the  sight  of  this  old  farm  was  just 

Sunday  drive  near  Cleburne,”  remarked  Dr.  too  good  to  pass  up.  I pulled  over  and  shot  two 

Greenberg.  "We  were  hurrying  home  to  beat  the  quick  frames.  I like  the  mood." 
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"A  construction  site  that  I pass  every 
day  on  my  way  home  provided  this 
photograph,  which  I call  Topping  Off. 

It  was  taken  in  late  afternoon  to  get 
the  silhouette  effect,  then  printed  on 
very  high  contrast  paper  to  get  a pure 
black-and-white  effect.” 

winning  a good  share  of  them,”  he 
adds.  Then  in  1970,  he  joined  a serious 
group  of  amateurs,  the  Dallas  Pictori- 
alists.  The  group  meets  once  a month 
to  view  and  critique  members’  efforts. 

“Several  of  the  members  of  this 
group  are  among  the  best  workers  in 
black-and-white  photography  in  the 
country,”  observes  the  internist,  “and 
through  their  encouragement  and  urg- 
ing, 1 began  to  submit  my  photographs 
to  the  exhibitions  sponsored  by  the 
Photographic  Society  of  America,  held 
both  in  this  country  and  abroad.” 

Dr.  Greenberg  explained  that  some 
50  of  these  exhibitions  are  held  yearly 
in  the  United  States.  Each  exhibitor  is 
allowed  to  submit  up  to  four  prints  to 
each  exhibition.  A panel  of  judges  then 
selects  which  prints  are  to  be  hung  in 
the  exhibition  and  awards  medals  or 
ribbons  for  the  most  outstanding  prints. 


“In  1970,  1 had  47  photographs 
hung  in  exhibitions,”  said  Dr.  Green- 
berg, “earning  for  me  the  ranking  of 
51st  black-and-white  exhibitor  in  the 
world  by  the  Photographic  Society  of 
America.” 

Awards  galore 

In  the  1970  exhibitions  in  which  he 
entered  prints.  Dr.  Greenberg  won  two 
gold  medals,  including  the  Photograph- 
ic Society  of  America  gold  medal,  and 
several  honorable  mention  ribbons. 

Also  in  1970,  he  won  a first  place 
and  honorable  mention  in  the  photog- 
raphy division  of  the  Physicians’  and 
Wives’  Art  Exhibit  at  the  Texas  Medical 
Association’s  Annual  Session  in  Dal- 
las. In  addition,  Life  magazine  bought 
and  published  one  of  his  photographs 
(“Zoo  Gossip”)  in  its  January,  1970, 
edition.  “Unfortunately,”  said  Dr. 
Greenberg,  “it  was  used  only  in  the 
East  Coast  edition  and  was  not  seen 
in  this  area.” 

The  following  year,  the  physician 
photographer  continued  his  winning 
ways.  “In  1971,”  he  said,  “I  continued 
to  submit  prints  to  the  US  exhibitions 
and  also  began  sending  prints  over- 
seas, with  gratifying  results.”  For  ex- 
ample, he  was  awarded  a bronze  tro- 
phy for  his  work  in  the  Hong  Kong 
35MM  Society  exhibition. 

Last  year,  he  had  a total  of  76 
prints  accepted  for  hanging  in  exhibi- 
tions. “This  earned  me  the  ranking  of 
30th  in  exhibitors  of  black-and-white 
photographs  in  the  world,”  he  com- 
mented. Dr.  Greenberg  was  awarded 
four  medals  and  numerous  honor  rib- 
bons during  the  1971  exhibitions.  He 
was  also  notified  in  1971  that  he  was 
a winner  in  the  annual  Kodak  Inter- 
national Newspaper  Snapshot  Awards 
competition.  The  fourth-place  honor  in 
the  black-and-white  category  consisted 
of  a choice:  a trip  to  Hawaii  or  $800. 
“I  took  the  money,”  said  Dr.  Greenberg. 
“I  plan  to  use  it  to  go  to  Italy  later 
this  year”  (where  he  no  doubt  will  find 
many  exciting  photographic  possibili- 
ties!). 

Technical  details  and  time 
“When  people  find  out  that  I am  inter- 
ested in  photography,”  says  Dr.  Green- 
berg, “there  are  two  questions  they 
almost  invariably  ask:  What  kind  of 
camera  do  you  use?  and  How  do  you 
find  time?” 

“As  for  equipment,”  he  answers,  “I 
use  a Nikkormat  FTN  for  all  my  work. 
1 find  that  I use  my  135-mm  lens  most 
often,  but  I also  have  35-mm  and  50- 
mm  Nikkor  lenses.” 


Dr.  Greenberg  works  almost  exclu- 
sively in  black-and-white  photography. 
He  prefers  to  use  Kodak  Tri-X  film,  as 
this  type  of  film  allows  him  to  shoot 
pictures  in  available  light  and  out  of 
doors  with  a minimum  of  grain  prob- 
lems. “I  never  use  a flash  attach- 
ment,” he  comments. 

Other  technical  aspects  of  his  work 
include  the  following: 

1.  “I  get  best  results  developing 
Tri-X  in  D-76  diluted  1:1. 

2.  "I  prefer  to  print  on  glossy  paper, 
and  I ferrotype  most  prints  to  increase 
brilliance  and  contrast. 

3.  “I  use  Dektol  as  my  paper  devel- 
oper, diluted  1:3  or  1:4.  1 usually  dis- 
card the  Dektol  after  each  use,  but  I 
like  to  keep  a batch  of  old  developer 
that  I can  use  to  obtain  a warm  tone 
effect.” 

And  what  about  time?  Dr.  Greenberg 
answers  this  way:  “With  a full-time 
practice  in  internal  medicine  and  a 
family  of  four  active  youngsters,  I al- 
most have  to  invent  time  to  take  pic- 
tures and  work  in  my  darkroom!  A lot 
of  the  pictures  1 take,  like  the  award- 
winning Kodak  competition  shot  cf  a 
boy  swinging  over  a small  creek,  are 
‘grab  shots.’  I usually  have  my  camera 
with  me,  and  I am  always  on  the  look- 
out for  a picture  possibility.  If  I can’t 
stop  and  take  the  picture  when  I see 
it,  I make  a mental  note  and  go  back 
when  time  allows  or  when  weather  or 
lighting  would  make  the  picture  better. 
Of  course,  my  camera  always  goes  on 
vacations  with  us,  and  this  is  where 
the  largest  number  of  my  pictures 
come  from.” 

“I  am  probably  one  of  the  few  peo- 
ple who  comes  back  from  a vacation 
with  20  or  30  rolls  of  film  and  not  one 
picture  of  my  family!”  he  exclaims. 

“The  part  of  my  hobby  that  really 
consumes  the  time  is  the  darkroom 
work.  I try  to  allow  myself  three  to  four 
hours  every  week  to  work  in  the  dark- 
room. This  is  usually  on  my  afternoon 
off,  but  I often  get  up  at  5 a.m.  on 
Saturdays  and  put  in  several  hours 
before  making  hospital  rounds.  Some 
of  my  colleagues  look  at  me  like  I’m 
crazy  when  I tell  them  this,  but  I find 
that  1 can  often  get  more  done  in  the 
early  morning  than  at  any  other  time.” 

“To  me,”  explained  photographer- 
physician  Greenberg,  “photography 
provides  a time  to  relax,  but  it  also  is 
a mode  of  communication,  an  instru- 
ment of  self-expression,  an  opportunity 
to  create,  and — most  important  of  all 
— it’s  fun!” 
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or  open  to  infection... 

choose  the  topieals 
that  ^ive  yoin*  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporiif 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin, base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

\anishing  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg,  (equivalent  to  3,5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in’ 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi,  Approjlfiate 
rneasures  should  be  taken  if  this  occurs.  Articles  in  the  current  medicaf 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who  ^ 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


\Mien  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized  ^ 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all  ^ 

antibiotics,  in  vitro  susceptibility  studies  ^ 
should  be  performed.  ^ 

1.2  to  8 grams/ day  IV  dosage  range:. 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
^hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin’ 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 

In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

■'■‘Sterile  Solution  per  1ml 300  mg 

Syrup  per  5 ml  250  mg 


“‘Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in'infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OE  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  ,8-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  //emopofer/c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
renct/ons'— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes— rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  FV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  ic/ijci- Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
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The  July,  1922,  edition  of  The  Texas 
State  Journal  of  Medicine,  the  fore- 
runner of  Texas  Medicine,  contained 
an  editorial  admonishing  doctors  to 
cast  their  votes  wisely  in  the  upcoming 
elections,  a report  of  the  activities  that 
occurred  at  the  just-completed  Ameri- 
can Medical  Association  meeting,  and 
notice  of  a false  magazine  subscription 
solicitor. 

■ The  lead  story  in  the  journal  was 
devoted  to  the  doctor’s  vote.  “The  doc- 
tor’s vote  should,  in  the  approaching 
elections,  be  cast  with  rare  discrimi- 
nation,” said  journal  editors.  “This 
should  always  be  so,  for  the  reason 
that  the  doctor  alone  has  a true  knowl- 
edge of  one  of  the  most  important 
matters  pertaining  to  life  and  the  pur- 
suit of  happiness.  If  the  doctor  may 
not  be  trusted  to  speak  concerning 
matters  of  health,  then  who  may?” 

Writers  went  on  to  comment  that 
the  lay  public  could  be  duped  by 
quacks  and  that,  therefore,  the  physi- 
cian must  stand  ready  with  his  vote 
to  protect  the  public. 

The  article  ended  by  saying:  “Final- 
ly, we  may  say,  as  we  have  always 
said,  that  the  State  Medical  Associa- 
tion does  not  assume  to  control  the 
vote  of  its  members,  except  to  the 
extent  that  the  fairest  possible  state- 
ment of  facts  will  do  so  . . . Our  only 
plea  is,  that  the  doctor,  in  so  far  as  it 
is  possible  in  all  conscience  to  do  so, 
let  the  other  fellow  settle  most  of  these 
[other  issues]  and  give  his  atten- 
tion to  matters  of  public  health  pri- 
marily, of  which  he  as  a class  is  the 
sole  orthodox  guardian.” 

■ Many  matters  of  importance  were 
reported  to  be  discussed  at  the  St. 
Louis  meeting  of  the  American  Medical 
Association.  The  fourth  largest  AMA 
convention  ever  held  to  that  time,  the 
meeting  was  considered  to  be  success- 
ful not  only  in  its  decisions  regarding 
business  matters,  but  also  in  its  scien- 
tific presentations.  Major  actions  in- 
cluded the  following: 

A definition  of  “State  medicine”  was 
adopted  by  the  AMA  House  of  Dele- 
gates. The  House  declared  its  opposi- 
tion to  all  forms  of  “State  medicine,” 
which  it  defined  as  “any  form  of  medi- 
cal treatment,  provided,  conducted, 
controlled,  or  subsidized  by  the  Fed- 


eral or  any  State  government,  or  muni- 
cipality, excepting  such  service  as  is 
provided  by  the  Army,  Navy,  or  Public 
Health  Service,  and  that  which  is  nec- 
essary for  the  control  of  communicable 
diseases,  the  treatment  of  mental  dis- 
ease, the  treatment  of  the  indigent 
sick,  and  such  other  services  as  may 
be  approved  by  an  administration 
under  the  direction  of  or  by  a local 
county  medical  society,  and  not  dis- 
approved by  the  State  Medical  Society 
of  which  it  is  a component  part.” 

Several  changes  to  the  AMA  Bylaws 
were  suggested  to  restrict  the  member- 
ship of  the  House  of  Delegates.  Most 
of  these  changes  were  to  be  held  over 
for  a year,  reported  journal  writers,  but 
they  added  that  “a  proposed  bylaw 
eliminating  section  delegates  was  killed 
outright  and  without  much  ceremony.” 

Journal  editors  lamented  the  fact 
that  so  few  Texas  physicians  were  ac- 
tive members  of  the  AMA.  “The  Jour- 
nal of  the  AMA,”  they  reported,  “goes 
to  2,471  physicians  in  Texas,  which  is 
40%  of  the  total  number  of  physicians 
in  the  State.  We  rank  sixth  from  the 
bottom  of  the  list  . . . which  is  dis- 
tinctly a situation  not  to  be  proud  of.” 

But  on  a brighter  note,  it  was  re- 
ported that  a national  Woman’s  Auxil- 
iary was  organized  in  St.  Louis,  “pur- 
suant to  a resolution  introduced  by 
the  Texas  delegation  upon  the  request 
of  the  Woman’s  Auxiliary  of  the  State 
Medical  Association  of  Texas.”  Officers 
elected  at  the  organizational  meeting 
included  three  Texas  ladies — Mrs.  S.  C. 
Red  of  Houston,  president;  Mrs.  W.  A. 
Wood  of  Waco,  recording  secretary: 
and  Mrs.  H.  L.  D.  Kirkham  of  Houston, 
corresponding  secretary. 

■ This  warning  was  also  included  in 
the  journal:  “A  rather  prepossessing 
young  lady  has  been  taking  orders  in 
certain  parts  of  the  State  for  The  Jour- 
nal of  the  American  Medical  Associa- 
tion, at  $3  per  year.  She  requires  a 
cash  payment  of  $1.50  . . . following 
which  . . . the  additional  $1.50  may 
be  sent  to  the  publishers  ...  All  very 
neat  and  certainly  the  offer  is  a bar- 
gain. The  trouble  is,  the  publishers  of 
The  Journal  of  the  American  Medical 
Association  know  nothing  of  the  cir- 
cumstances and  will  certainly  not  send 
it  to  anybody  at  any  such  rate.” 
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Dr.  R.  Lee  Clark,  president  of  The  Uni- 
versity of  Texas  MD  Anderson  Hospital 
and  Tumor  Institute  at  Houston,  was 
presented  the  Outstanding  Texas  Citi- 
zen Award  for  1972  by  the  Texas 
District  Exchange  Clubs  at  the  organi- 
zation’s annual  convention  in  San 
Antonio  on  June  17. 

Eligibility  for  the  award  is  for  any 
who  have  “over  a long  period  of  time, 
rendered  outstanding  service  to  the 
nation  in  any  cause  that  strengthens 
our  great  country.” 

Dr.  Clark  joined  the  Anderson  staff 
in  1946  as  its  first  full-time  director 
and  surgeon-in-chief  and  was  appoint- 
ed its  president  in  1968.  In  February 
of  this  year,  he  was  named  by  Presi- 
dent Nixon  to  the  three-man  Presi- 
dent’s Cancer  Panel  created  by  the 
National  Cancer  Act  of  1971. 

Dr.  P.  K.  Smith  of  Wichita  Falls  leads 
the  Texas  Academy  of  Internal  Medi- 
cine as  president  this  year. 

Assisting  him  are  Dr.  Edwin  M.  Dry 
of  Houston,  president-elect,  and  Dr. 
Tom  W.  Duke  of  Amarillo,  secretary- 
treasurer. 

Corpus  Christ!  internist  Dr.  Kleberg 
Eckhardt  is  immediate  past  president 
of  the  academy. 

Now  serving  as  vice-president  of  the 
American  Medical  Writers  Association 
is  Temple  physician  Dr.  E.  Clinton 
Texter.  Dr.  Texter  is  a gastroenterolo- 
gist at  Scott  and  White  Clinic. 

Texas  Dermatological  Society  officers 
for  1972-1973  are  Drs.  H.  D.  Garrett 
of  El  Paso,  president:  J.  M.  Riddell,  Jr., 
of  Fort  Worth,  president-elect;  W.  R. 
Hubler  of  Corpus  Christi,  vice-presi- 
dent; and  Eugene  P.  Schoch,  Jr.,  of 
Austin,  secretary. 

Eight  MDs  in  Texas  have  been  granted 
fellowship  in  the  American  College  of 
Cardiology.  Joining  some  190  others 
who  were  elected  to  the  college’s  high- 
est membership  classification  were: 
Drs.  Henry  E.  Martinez,  Amarillo; 
Charles  B.  Mullins,  Dallas;  Donald  A. 
Malooly,  El  Paso;  Galai  M.  El-Daid  and 
Arnold  Schwartz,  Houston;  Brian  J. 
Baldwin,  Lackland  AFB  near  San  Anton- 
io: Joe  O.  Arrington,  Jr.,  Lubbock;  and 
Hector  A.  Escamilla,  San  Antonio. 


Dr.  Simon  Fredricks  of  Houston  has 
been  named  president-elect  of  the 
American  Society  for  Aesthetic  Plastic 
Surgery,  Inc.  Dr.  Fredricks  will  take 
office  at  the  group’s  annual  meeting 
in  late  May  and  early  June  of  1973. 

Dallas  orthopaedic  surgeon  Dr.  M.  G. 
Andreassian  received  the  Americanism 
Award  given  by  the  Jane  Douglas 
Chapter  of  the  Daughters  of  the  Ameri- 
can Revolution. 

Dr.  Andreassian,  the  son  of  an 
Armenian  Protestant  pastor,  was  born 
in  a community  on  the  eastern  shores 
of  the  Mediterranean  Sea  near  Antioch 
and  lived  much  of  his  life  with  his  fam- 
ily in  the  Moslem  world.  He  became 
a naturalized  citizen  of  the  United 
States  in  1955. 

The  DAR  Americanism  Award  is 
given  to  "an  adult  naturalized  citizen 
who  has  been  in  the  United  States  for 
five  years  and  has  demonstrated  out- 
standing ability  following  naturalization 
in  trustworthiness,  service,  leadership, 
and  patriotism.” 

New  officers  for  the  Texas  Orthopaedic 
Association  were  elected  at  the  group’s 
recent  meeting.  Heading  the  list  of 
officers  for  1972-1973  is  Austin  ortho- 
paedic surgeon  Dr.  Kermit  W.  Fox, 
president.  Others  are  Dr.  Robert  F. 
Hyde  of  Amarillo,  president-elect:  Dr. 
Theodore  A.  Klecka  of  San  Antonio, 
vice-president;  and  Dr.  L.  Ray  Lawson 
of  Dallas,  secretary-treasurer.  Dr.  B.  C. 
Halley,  Jr.,  of  Dallas  will  be  the  new 
program  chairman. 

Leading  the  Texas  State  Surgical  Divi- 
sion of  the  International  College  of 
Surgeons  as  president  for  the  coming 
year  is  Dr.  Marvin  C.  Overton,  Jr.,  of 
Pam  pa.  Dr.  Sergio  V.  Figueroa  of  Ter- 
rell will  assist  him  as  vice-president,  as 
will  Dr.  Joe  B.  Stephens  of  Bangs  as 
secretary  and  Dr.  Edward  A.  Hanna  of 
Houston  as  treasurer.  Dr.  Lewis  M. 
Heifer  of  San  Antonio  was  elected 
regent  of  the  surgeons’  organization. 

Dr.  Francis  E.  O’Neill  is  the  current 
president  of  the  Texas  Radiological 
Society.  Other  society  officers  serving 
during  1972-1973  include  Drs.  Gordon 
L.  Black  of  El  Paso,  president-elect; 
Frederick  J.  Bonte  of  Dallas,  vice-presi- 


dent; and  Herman  C.  Sehested  of  Fort 
Worth,  secretary.  Dr.  Bonte  will  also 
act  as  program  chairman  for  the  group 
when  it  meets  in  March,  1973. 

PAMPHLETS 

Now  on  the  market  are  new  brands  of 
cigarettes  “especially  for  women” 
which  glamorize  smoking  as  a symbol 
of  women’s  liberation  and  a sophisti- 
cated life  style.  But  the  authors  of  a 
new  Public  Affairs  Pamphlet,  Women 
and  Smoking,  ask,  “What’s  really  so 
glamorous  or  chic  about  cigarette 
breath,  cigarette  cough,  ashes,  and 
cigarette  butts?” 

More  importantly,  write  Jane  E. 
Brody  and  Richard  Engquist,  women 
who  smoke,  like  their  male  counter- 
parts, are  courting  serious  risk  to  their 
health.  And  if  they  are  pregnant,  the 
authors  warn,  “Smoking  during  preg- 
nancy affects  two  lives — the  mother’s 
and  that  of  her  unborn  child.” 

While  the  percentage  of  women 
smoking  has  declined  a little  in  recent 
years,  write  Brody  and  Engquist,  wom- 
en generally  are  taking  up  the  habit  at 
younger  ages.  In  1970,  reports  Women 
and  Smoking,  nearly  12%  of  girls  be- 
tween ages  12  and  18  were  found  to 
be  regular  smokers.  Smokers  who  start 
early,  adds  the  pamphlet,  are  more 
likely  to  become  heavy  smokers,  and 
there  is  a corresponding  increase  in  the 
proportion  of  women  who  are  heavy 
smokers. 

Copies  of  the  pamphlet  are  available 
for  25  cents  each  from  the  Public  Af- 
fairs Committee,  381  Park  Ave.  South, 
New  York  10016. 

A handy  map  of  Texas  listing  the  loca- 
tions of  all  the  various  disaster  ser- 
vices facilities  of  the  Salvation  Army  is 
available  from  the  Salvation  Army’s 
Texas  Divisional  Headquarters,  500  N. 
Ervay  St.,  Dallas  75201. 

A pamphlet  that  includes  the  map 
and  the  listing  of  facilities  is  entitled 
The  Salvation  Army,  Disaster  Service, 
Texas.  The  pamphlet  lists  the  telephone 
numbers  of  the  officers  and  field  rep- 
resentatives of  the  Salvation  Army  who 
may  be  contacted  in  the  event  a dis- 
aster occurs. 
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Code  Five,  Frank  G.  Slaughter,  249  pp., 
Garden  City,  New  York,  Doubleday  & 
Co.,  Inc.,  1971,  $5.95. 

FRANK  G.  SLAUGHTER  has  published 
an  impressive  list  of  novels,  mostly 
with  medical  settings,  during  the  last 
30  years. 

Code  Five,  the  current  book  of  the 
author-physician,  runs  into  competi- 
tion with  today’s  barrage  of  articles, 
books,  television  programs,  and  other 
investigations  focusing  on  the  weak- 
nesses and  inadequacies  of  the  medi- 
cal system. 

No  one  can  deny,  of  course,  that 
there  are  shortages  of  doctors  in  some 
areas  and  that  the  worst  problems  are 
encountered  in  the  urban  slums  and  re- 
mote rural  communities. 

Needless  to  say,  the  concept  pre- 
sented in  the  book  is  inspiring,  some 
of  the  assessments  conflicting,  and  the 
tale  unconvincing.  In  addition,  there 
seems  to  be  a lack  of  realization  that 
human  arrangements  have  faults  and 
that  present  difficulties  need  to  be 
compared  with  probable  future  diffi- 
culties. 

KURT  LEKISCH,  MD 
Austin 

The  Doctor's  Shorthand,  Frank  Cole, 
179  pp.,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1970,  $4.50. 

AN  EDITOR  WHO  HAS  FOUND  that 
“Abbreviation-hunting  is  a sport,  and 
its  devotees  can  become  the  most  avid 
of  collectors,”  Dr.  Frank  Cole  has  com- 
piled a compact  and  inexpensive  book 
of  abbreviations  and  symbols. 

He  has  attempted  in  approximately 
180  pages  to  enumerate  the  many  ab- 
breviations and  symbols  used  by  physi- 
cians each  day,  while  clearly  realizing 
that  such  an  attempt  can  never  be 
complete.  Individuals,  hospitals,  and 
groups  all  tend  to  derive  personal  signs, 
marks,  abbreviations,  et  cetera,  making 
it  unlikely  that  a given  reader  will  in- 
variably find  his  or  another's  personal 
symbol.  For  instance,  there  are  14 
listed  meanings  for  the  abbreviation 
“AC”,  although  none  of  the  listed 
meanings  is  the  one  meant  by  this 
reviewer  in  daily  use. 

Nevertheless,  this  book  can  be  use- 
ful at  the  nurse’s  station,  records  room. 


and  secretary’s  desk  if  one  thing  is 
kept  in  mind.  This  is  that  the  abbrevi- 
ation must  be  applied  within  the  mean- 
ing of  the  progress  note,  record  chart, 
or  wherever  the  abbreviation  or  symbol 
occurs,  since  “UA”  might  mean  um- 
bilical artery,  unaggregated,  uric  acid, 
urine  analysis,  or  uterine  aspiration. 
Provided  this  understanding  is  kept  in 
mind,  especially  by  those  other  than 
physicians.  The  Doctor’s  Shorthand 
could  well  prove  valuable  to  many. 

SAM  N.  KEY,  JR.,  MD 
Austin 

Current  Diagnosis  and  Treatment,  Mar- 
cus A.  Krupp,  Milton  J.  Chatton,  and 
associate  authors,  962  pp.,  illus. 
Los  Altos,  Calif.,  Lange  Medical 
Publications,  1972,  $11. 

IN  THIS  ANNUAL  REVISION  of  Current 
Diagnosis  and  Treatment,  the  practic- 
ing physician  has  a useful  desk  refer- 
ence on  the  most  widely  accepted 
techniques  available  for  diagnosis  and 
treatment. 

Authors  Krupp  and  Chatton  state 
that  the  book  is  not  intended  to  serve 
as  a textbook  of  medicine.  Instead, 
specific  references  to  current  clinical 
literature  and  general  bibliographies 
will  guide  the  reader  to  further  study. 

The  authors  also  report  that  while 
the  volume  deals  primarily  with  inter- 
nal medical  disorders,  commonly  en- 
countered disorders  in  other  special- 
ties are  also  discussed. 

Drs.  Krupp  and  Chatton  note  that 
acceptance  of  the  book  since  its  first 
appearance  in  1962  has  been  gratify- 
ing. They  say  that  annual  revisions  will 
continue  to  be  issued  each  January. 
Currently,  the  book  is  available  in 
Spanish,  Italian,  and  Serbo-Croatian 
editions.  An  English-language  edition 
for  distribution  in  Asia  has  also  been 
printed. 

Rehabilitation  Medicine,  ed.  3,  Howard 
A.  Rusk,  687  pp.,  illus.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1971,  $21. 

IN  THE  PREFACE  to  this  volume,  the 
author  states  that  the  majority  of  re- 
habilitation procedures  can  and  should 
be  done  by  the  practitioner  responsi- 
ble for  the  patient’s  primary  medical 
care  and  that  these  procedures  should 


be  an  integral  part  of  such  care.  Ac- 
cordingly, this  work  addresses  itself  to 
this  premise  and  does  so  in  a most 
effective  manner,  giving  the  practition- 
er the  principles  and  methods  which 
he  can  use  to  provide  better  medical 
service  to  many  of  his  patients. 

Following  a presentation  of  the 
methods  of  evaluation  used  in  rehabili- 
tation efforts,  the  first  portion  of  the 
book  is  concerned  with  specific  aspects 
of  rehabilitation,  including  physical 
therapy,  occupational  therapy — func- 
tional evaluation  and  training,  rehabili- 
tation nursing,  prescription  of  walking 
aids  and  gait  training,  wheelchairs, 
self-help  devices,  and  orthotics  and 
prosthetics.  Several  chapters  are  then 
devoted  to  the  principles  of  manage- 
ment of  patients  with  communicative, 
psychiatric,  social,  and  vocational 
problems.  The  remainder  of  the  book 
deals  with  rehabilitation  methods  as 
applied  to  a wide  variety  of  disabling 
conditions  ranging  from  various  neu- 
rologic disorders  to  rheumatoid  arthri- 
tis. In  the  discussion  of  each  clinical 
entity,  emphasis  is  placed  on  diagno- 
sis and  general  management  of  the 
condition,  and  while  specific  rehabili- 
tation aspects  are  also  stressed,  they 
are  considered  as  part  of  an  integrated 
management  program.  Attention  is 
also  directed  to  what  can  be  done  for 
the  patient  if  highly  specialized  reha- 
bilitation personnel  and  services  are 
not  available. 

The  chapters  on  rehabilitation  man- 
agement of  patients  with  chronic  ob- 
structive lung  disease  and  cardiovas- 
cular disease  are  particularly  illuminat- 
ing and  of  immediate  relevance  to 
most  physicians.  The  chapter  on  stroke 
well  documents  a basic  management 
program  for  the  stroke  patient  and 
points  out  that  the  rehabilitation  needs 
of  most  stroke  patients  can  be  met 
within  the  community  medical  facility. 

The  presentation  throughout  is  clear 
and  concise,  and  emphasis  is  placed 
on  matters  of  practical  import  in  day- 
to-day  patient  management.  This  book 
should  be  in  all  hospital  libraries  and 
should  be  of  interest  and  value  to  all 
physicians — particularly  to  those  in 
general  practice  and  specialists  in  in- 
ternal medicine. 

ARTHUR  E.  GRANT,  MD 
San  Antonio 
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RECENT  DEATHS 


DR.  HALBROOKS  dR.  REUSS 


DR.  CURRY 


DR.  N.  E.  HALBROOKS 

Tyler  anesthesiologist  Dr.  Norman  Earl 
Halbrooks  died  May  20,  1972,  in  a 
Little  Rock,  Ark.,  hospital  following  a 
brief  illness.  The  47-year-old  Bryan 
native  had  been  practicing  in  Tyler 
since  1957. 

Dr.  Halbrooks  entered  Texas  A&M 
University  as  a biology  major  upon  his 
graduation  from  Stephen  F.  Austin 
High  School  in  Bryan.  His  work  was 
interrupted  when  he  joined  the  US 
Navy  and  spent  four  years  in  the  Hos- 
pital Corps  in  the  Pacific  theatre  of 
operations  during  World  War  II.  After 
his  discharge  in  1946,  Dr.  Halbrooks 
returned  to  A&M  as  a premedical  stu- 
dent. While  at  A&M,  he  helped  found 
the  first  premedical-predental  society 
for  the  university.  He  was  graduated 
from  A&M  in  1949  with  a BS  degree 
with  honors. 

He  then  entered  The  University  of 
Texas  Medical  Branch  at  Galveston.  In 
1950,  after  winning  the  Borden  Award 
for  outstanding  undergraduate  re- 
search, Dr.  Halbrooks  temporarily  sus- 
pended his  studies  and  served  as  a 
research  associate  in  UTMB’s  anatomy 
department.  In  1954,  he  was  awarded 
both  an  MD  degree  and  an  MS  degree 
from  the  Medical  Branch. 

From  1954  to  1955,  Dr.  Halbrooks 
was  an  intern  at  John  Sealy  Hospital 
in  Galveston.  He  stayed  at  the  hospital 
another  two  years  after  the  completion 
of  his  internship  to  serve  as  a resident 
in  anesthesiology. 

In  Tyler,  Dr.  Halbrooks  was  chief 
of  the  medical  staff  at  Glenwood  Gen- 
eral Hospital  and  on  the  consulting  or 
attending  staffs  at  Medical  Center  Hos- 
pital in  Tyler,  Mother  Frances  Hospital 
of  Tyler,  Nan  Travis  Memorial  Hospital 
in  Jacksonville,  and  Overton  Memorial 
Hospital.  He  was  also  a member  of 
American  Society  of  Anesthesiologists, 
Texas  Medical  Association,  and  Smith 
County  Medical  Society.  He  had  served 
as  secretary-treasurer  of  the  local  coun- 
ty society  for  seven  years.  Dr.  Hal- 
brooks was  recently  elected  an  honor- 
ary member  and  fellow  of  the  Royal 
College  of  Health  of  Great  Britain. 


In  recent  years.  Dr.  Halbrooks  had 
taken  several  trips  to  underdeveloped 
countries,  teaching  anesthesiology  in 
the  medical  schools  of  those  countries 
and  helping  set  up  anesthesia  teach- 
ing programs  in  several  mission  hospi- 
tals. On  one  1967  trip,  he  was  caught 
in  Jordan  during  the  Six  Days  War 
between  Israel  and  the  Arab  nations. 

Surviving  Dr.  Halbrooks  are  his  wife, 
Carolyn  Miller  Halbrooks;  two  sons, 
Ronald  and  Gary  Norman  Halbrooks, 
both  of  Tyler;  four  daughters,  Anne 
Elizabeth,  Mary  Pauline,  Carol  Marga- 
ret, and  Laura  Halbrooks,  all  of  Tyler; 
two  sisters,  Mrs.  Robert  Wimpee  of 
Kenedy  and  Mrs.  Don  Young  of  Hono- 
lulu, Hawaii;  and  his  mother,  Mrs. 
Myrtle  Halbrooks  of  Bryan. 

DR.  G.  T.  REUSS 

Family  physician  Dr.  Gaillard  Thomas 
Reuss  died  in  Methodist  Hospital  of 
Dallas  on  April  13,  1972,  at  the  age 
of  74. 

Born  in  Cuero,  Dr.  Reuss  attended 
The  University  of  Texas  at  Austin  be- 
fore enrolling  in  The  University  of 
Texas  Medical  Branch  at  Galveston  in 
1917.  In  1921,  he  was  awarded  his 
MD  degree  from  UTMB,  after  which  he 
served  a one-year  internship  at  Robert 
B.  Green  Memorial  Hospital  in  San 
Antonio.  The  following  year,  he  served 
as  a resident  in  obstetrics  and  gyne- 
cology at  a New  York  City  hospital.  He 
later  took  postgraduate  courses  at 
Bellevue  Hospital  Center  in  New  York 
City  and  at  the  Mayo  Clinic  in  Roches- 
ter, Minn. 

Except  for  approximately  three  years 
during  World  War  II,  Dr.  Reuss  prac- 
ticed continuously  in  Dallas  from  1925 
until  his  death.  During  those  three 
years,  he  served  as  medical  director 
of  Cactus  Ordnance  Works  in  Etter 
(from  1942  to  1943)  and  as  medical 
director  of  Pantex  Ordnance  Plant  in 
Saint  Francis  (from  1943  to  1945). 

He  was  a member  of  Texas  Medical 
Association,  Dallas  County  Medical 
Society,  and  Industrial  Medical  Associ- 
ation. 


Survivors  include  his  wife,  Gertrude 
Timmins  Reuss,  and  a sister,  Mrs. 
Helen  Bloss  of  Cuero. 

DR.  D.  E.  CURRY 

Retired  physician  Dr.  Dwight  Edward 
Curry,  67,  died  April  29,  1972,  in  Port 
Arthur’s  Park  Place  Hospital  following 
a short  illness. 

A native  of  Finley,  N.D.,  Dr.  Curry 
first  came  to  Port  Arthur  in  1941  as 
chief  of  the  medical  department  of 
Gulf  Oil  Corp.  He  was  a 1932  graduate 
of  the  University  of  Minnesota  College 
of  Medical  Sciences  in  Minneapolis  and 
had  attended  Jamestown  College  in 
Jamestown,  N.D.,  to  obtain  his  BS  de- 
gree. From  1931  to  1932,  he  served  as 
an  intern  at  St.  Luke’s  Hospital  of  Kan- 
sas City,  Mo.  Upon  completion  of  his 
internship,  he  accepted  a residency  in 
surgery  at  St.  Luke’s. 

After  several  years  of  private  prac- 
tice in  Kansas  City,  Dr.  Curry  became 
contract  surgeon  with  the  US  Public 
Health  Service  at  the  US  Marine  Hos- 
pital in  Cleveland,  Ohio.  In  1941,  he 
moved  to  Port  Arthur. 

In  1942,  Dr.  Curry  entered  military 
service.  He  served  with  the  US  Army 
Medical  Corps  until  1946.  The  former 
lieutenant  colonel  won  a Bronze  Star 
while  assisting  in  evacuation  of  cap- 
tured German  hospitals  in  the  Euro- 
pean theater  of  operations.  He  was 
also  stationed  in  England  for  a time 
where  he  was  commander  and  execu- 
tive officer  of  a military  hospital. 

After  his  military  service  was  com- 
pleted, Dr.  Curry  returned  to  a private 
practice  of  obstetrics  and  gynecology 
in  Port  Arthur.  In  1961,  he  was  named 
chief  of  the  US  Public  Health  Service 
Outpatient  Clinic  in  Port  Arthur.  He 
retired  from  active  practice  in  1967. 

A member  of  the  Postgraduate  Med- 
ical Assembly  of  South  Texas,  Dr. 
Curry  was  a senior  fellow  of  the  South- 
western Surgical  Congress  and  a mem- 
ber of  American  Medical  Association 
and  Jefferson  County  Medical  Society. 
In  1960,  he  was  elected  an  inactive 
member  of  the  Texas  Medical  Associa- 
tion. 
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Survivors  include  his  wife,  Maudlyne 
Brady  Curry;  a stepson,  Donald  B. 
Brady  of  Houston;  two  sisters,  Mrs. 
Doris  Orr  of  Bismarck,  N.D.,  and  Mrs. 
Ruth  DeYot  of  Richland,  Mich.;  a 
brother,  Ralph  B.  Curry  of  Lehigh 
Acres,  Fla.;  and  two  grandchildren. 

DR.  V.  E.  CHVOJKA 

Dr.  Victor  Edward  Chvojka  of  Yoakum 
died  suddenly  on  April  16,  1972,  at  his 
home.  Cause  of  death  was  myocardial 
infarction. 

The  Yoakum  internist,  a native  of 
Rowena,  had  attended  Rice  University 
in  Houston  and  The  University  of  Texas 
at  Austin  before  enrolling  in  The  Uni- 
versity of  Texas  Medical  Branch  at  Gal- 
veston. He  was  graduated  from  UTMB 
in  1957.  The  following  year,  he  served 
as  an  intern  at  John  Sealy  Hospital  in 
Galveston  and,  upon  completion  of  his 
internship,  accepted  a residency  in  in- 
ternal medicine  at  the  hospital.  He  later 
took  postgraduate  work  in  gastroenter- 
ology at  Northwestern  University  Medi- 
cal School  in  Chicago,  III. 

Dr.  Chvojka,  41,  was  active  on  the 
staff  of  Huth  Memorial  Hospital  in  Yoa- 
kum and  was  a member  of  American 
Medical  Association,  Texas  Medical  As- 
sociation, and  DeWitt-Lavaca  County 
Medical  Society.  He  was  a member  of 
Nu  Sigma  Nu  medical  fraternity  and 
won  the  Mu  Delta  honorary  award  in 
1958  as  the  most  outstanding  intern  at 
the  UTMB  Hospitals.  Dr.  Chvojka  was 
formerly  in  practice  in  Wharton  and 
with  the  Renger  Clinic  in  Hallettsville. 

Survivors  include  a brother,  Raymond 
Chvojka  of  Big  Spring,  and  a sister, 
Mrs.  Ella  Dreyer  of  San  Angelo. 

DR.  I.  G.  MAYFIELD 

Dr.  Ivan  Garrett  Mayfield,  retired  gen- 
eral surgeon,  died  May  5,  1972,  in 
West  Texas  Hospital  in  Lubbock  after 
a lengthy  illness.  He  was  53. 

Dr.  Mayfield,  a native  of  Jayton, 
attended  Texas  Tech  University  in  Lub- 
bock from  1935  to  1936  and  then 
completed  his  work  for  a BS  degree  in 
pharmacy  at  The  University  of  Texas 


at  Austin.  In  1943,  he  entered  The 
University  of  Texas  Medical  Branch  at 
Galveston  and  three  years  later  was 
awarded  his  MD  degree.  Following  his 
graduation,  the  general  surgeon  held  a 
15-month  rotating  internship  at  Phila- 
delphia (Pa.)  General  Hospital.  He 
later  took  postgraduate  courses  at  the 
University  of  Pennsylvania  Graduate 
School  of  Medicine,  also  located  in 
Philadelphia. 

A former  lieutenant  in  the  US  Navy 
during  the  Korean  War,  Dr.  Mayfield 
had  practiced  in  Lubbock  from  1947 
until  his  retirement  in  1971.  He  was 
active  on  the  staffs  of  Methodist  Hos- 
pital and  West  Texas  Hospital  until  his 
retirement.  He  was  a fellow  of  the 
International  College  of  Surgeons  and 
a member  of  American  Medical  Associ- 
ation, American  Society  of  Abdominal 
Surgeons,  American  Diabetes  Associa- 
tion, Texas  Medical  Association,  and 
Lubbock-Crosby-Garza  County  Medical 
Society.  He  was  also  a member  of 
Alpha  Omega  Alpha  honorary  medical 
fraternity. 

Surviving  Dr.  Mayfield  are  his  wife, 
Lorena  Rawlings  Mayfield;  a son,  Ivan 
Garrett  Mayfield,  Jr.,  of  Lubbock;  a 
daughter,  Mrs.  Donese  Jones  of  Ama- 
rillo; a sister,  Mrs.  Joan  Jones  of  Syra- 
cuse, N.Y.;  and  three  grandchildren. 

DR.  0.  A.  FLY 

The  chairman  of  the  Texas  Medical 
Association’s  Council  on  Annual  Ses- 
sion, Dr.  Orceneth  Asbury  Fly,  Jr.,  died 
at  his  home  in  Houston  on  May  5, 
1972.  He  was  54. 

Dr.  Fly,  who  was  a former  chief  of 
staff  and  member  of  the  board  of 
directors  of  Rosewood  General  Hospital 
in  Houston,  was  a 1946  graduate  of 
The  University  of  Texas  Medical  Branch 
at  Galveston.  The  San  Antonio  native 
also  had  a BS  degree  in  pharmacy 
from  The  University  of  Texas  at  Austin. 
In  1956,  he  earned  an  MS  degree  in 
surgery  from  the  University  of  Minne- 
sota Mayo  Graduate  School  of  Medicine 
in  Rochester,  Minn.  Dr.  Fly  had  also 
been  an  intern  at  Philadelphia  (Pa.) 


General  Hospital  and  was  a fellow  in 
general  surgery  at  the  Mayo  Clinic 
in  Rochester,  Minn.  He  was  certified 
by  the  American  Board  of  Surgery  in 
1957. 

Dr.  Fly  had  been  in  general  practice 
in  Uvalde  from  1949  to  1952,  where 
he  had  served  as  secretary  of  the  Nine 
Counties  (Medina-Uvalde-Maverick-Val 
Verde-Edwa  rds-Real-Kinney-Terrell-Zava- 
la)  Medical  Society  and  as  chief  of  staff 
at  Memorial  Hospital  there.  He  estab- 
lished a general  surgical  practice  in 
Houston  in  1956. 

The  author  of  many  scientific  arti- 
cles in  various  publications.  Dr.  Fly 
had  been  a clinical  instructor  in  sur- 
gery at  Baylor  College  of  Medicine  in 
Houston  and  a lecturer  in  surgery  for 
the  University  of  Texas  Postgraduate 
School  of  Medicine. 

He  was  a member  of  the  American 
College  of  Surgeons,  Aerospace  Medi- 
cal Association,  Southwestern  Surgical 
Congress,  Sigma  Xi,  American  Medical 
Association,  Texas  Medical  Associa- 
tion, Harris  County  Medical  Society, 
Texas  Surgical  Society,  Houston  Surgi- 
cal Society,  Ninth  District  Medical 
Society,  and  Texas  Academy  for  the 
Advancement  of  Life  Science.  He  had 
served  on  TMA’s  Committee  on  Dis- 
aster Medical  Care  and  had  been  on 
the  Council  on  Annual  Session  since 
1965.  He  was  named  chairman  of  the 
council  in  1969. 

In  1971,  Dr.  Fly  was  president  of 
the  Texas  Chapter  of  the  Mayo  Clinic 
Alumni  Association.  He  also  served  on 
the  board  of  directors  for  Blood  Ser- 
vices of  Scottsdale,  Ariz.,  and  from 
1964  to  1965  was  a consultant  to  EED- 
McDonnell  Aircraft  in  biomedical  elec- 
tronics. The  surgeon  was  co-director  of 
the  Harris  County  mass  polio  immuni- 
zation program  in  1962. 

In  Houston,  Dr.  Fly  had  been  assist- 
ant surgeon  at  Methodist  Hospital; 
courtesy  surgeon  at  St.  Joseph,  Me- 
morial Baptist,  and  Heights  Hospitals; 
attending  surgeon  at  St.  Luke’s  Epis- 
copal and  Hermann  Hospitals;  and 
consulting  staff  surgeon  at  Texas  Chil- 
dren’s Hospital. 
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Dr.  Fly  had  served  as  a flight  sur- 
geon in  the  US  Air  Force  from  1947  to 
1949  and  was  stationed  at  Randolph 
Field  near  San  Antonio.  When  he  was 
discharged,  he  held  the  rank  of  cap- 
tain. 

Surviving  the  surgeon  are  his  wife, 
Nell  Black  Fly;  a son,  William  0.  Fly 
of  Houston:  a daughter,  Martha  Fly  of 
Houston:  a sister,  Mrs.  Frances  Mims 
of  Hondo:  a brother,  William  S.  Fly  of 
Hondo:  and  his  father,  O.  A.  Fly  of 
Hondo. 

DR.  G.  G.  HARRISON 

Dallas  obstetrician  Dr.  Gaston  Green 
Harrison  died  May  11,  1972,  at  the 
age  of  74. 

Dr.  Harrison,  a native  of  Ripley, 
Tenn.,  was  awarded  a BA  degree  from 
Vanderbilt  University  in  Nashville, 
Tenn.,  in  1921.  In  1924,  he  earned  his 
MD  degree  from  Vanderbilt  University 
School  of  Medicine,  also  located  in 
Nashville.  From  1924  to  1925,  Dr. 
Harrison  served  as  an  intern  at  Park- 
land Memorial  Hospital  in  Dallas,  after 
which  he  established  a private  practice 
there. 

The  obstetrician  was  a member  of 
Dallas  County  Medical  Society,  Texas 
Association  of  Obstetricians  and  Gyne- 
cologists, and  American  Medical  Asso- 
ciation. A life  member  of  Dallas  South- 
ern Clinical  Society,  he  was  elected  to 
honorary  membership  in  the  Texas 
Medical  Association  at  the  1972  Annual 
Session  of  TMA. 

Active  as  a deacon  in  the  First  Bap- 
tist Church  of  Dallas,  Dr.  Harrison  is 
survived  by  his  wife,  Ruth  Hardiman 
Harrison,  and  two  sisters,  Mrs.  Mattie 
Caldwell  and  Mrs.  Elvie  Harrison,  both 
of  Ripley,  Tenn. 

DR.  W.  H.  NEIL 

Radiologist  Dr.  William  Henry  Neil,  48, 
died  May  11,  1972,  in  St.  Joseph  Hos- 
pital in  Fort  Worth  following  a cerebral 
embolus. 

The  Minneapolis,  Minn.,  native  at- 
tended The  University  of  Texas  at  Aus- 
tin and  in  1948  was  graduated  from 
The  University  of  Texas  Medical  Branch 
at  Galveston  with  his  MD  degree. 
From  1948  to  1949,  he  was  an  intern 
at  Miami  Valley  Hospital  in  Dayton, 
Ohio.  He  stayed  with  the  hospital  the 
following  year  as  a resident  in  radiol- 
ogy. Then,  after  service  as  a flight 


surgeon  with  the  US  Navy  from  1950 
to  1952,  he  accepted  a fellowship  in 
radiology  at  the  Hospital  of  the  Univer- 
sity of  Pennsylvania  in  Philadelphia.  He 
served  in  that  position  from  1953  to 
1955,  when  he  established  practice  in 
Fort  Worth.  He  was  certified  by  the 
American  Board  of  Radiology  in  1955 
and  was  elected  a fellow  of  the  Ameri- 
can College  of  Radiology  in  1966. 

Dr.  Neil  was  active  in  many  radio- 
logical organizations.  At  his  death,  he 
was  serving  as  treasurer  of  the  Texas 
Radiological  Society.  He  was  also  a 
past  president,  member  of  the  board 
of  trustees,  and  member  of  the  execu- 
tive committee  of  the  society.  He  was 
also  a member  of  the  Radiological 
Society  of  North  America,  the  Ameri- 
can College  of  Radiology,  and  the 
Society  of  Nuclear  Medicine.  In  1968, 
Dr.  Neil  was  chairman  of  the  Southern 
Medical  Association’s  Section  on  Ra- 
diology. In  addition,  he  was  an  associ- 
ate councilor  from  Texas  to  the  South- 
ern Medical  Association. 

Locally,  Dr.  Neil  had  served  as  pres- 
ident of  the  medical  staff  of  John  Peter 
Smith  Hospital,  was  currently  chief  of 
the  medical  staff  of  W.  I.  Cook  Memo- 
rial Children’s  Hospital,  and  was  a 
member  of  the  staffs  of  St.  Joseph 
Hospital,  Harris  Hospital,  and  All 
Saints  Episcopal  Hospital,  all  located 
in  Fort  Worth.  He  was  a member  of 
Tarrant  County  Medical  Society  and 
was  serving  as  chairman  of  the  Tarrant 
County  delegation  to  the  Texas  Medi- 
cal Association,  as  well  as  secretary- 
treasurer  of  the  13th  District  Medical 
Society.  He  was  a past  president  of  the 
Dallas-Fort  Worth  Radiological  Society 
and  also  belonged  to  the  American 
Medical  Association  and  Texas  Medical 
Association.  From  1959  to  1968,  Dr. 
Neil  was  a member  of  TMA’s  Commit- 
tee on  Transportation  Safety.  He  was 
also  a clinical  assistant  professor  of 
radiology  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

Dr.  Neil  was  a lieutenant  with  the  US 
Navy,  serving  as  a flight  surgeon  from 
1950  to  1952. 

He  leaves  his  wife,  Aileen  Welch 
Neil:  two  sons,  James  Roy  Neil  and 
William  Henry  Neil,  Jr.,  both  of  Fort 
Worth:  two  daughters,  Mary  Agnes  Neil 
and  Margaret  Ann  Neil,  both  of  Fort 
Worth:  two  sisters,  Mrs.  Maryanne 


Aman  of  Ho-Ho-Kus,  N.J.,  and  Mrs. 
Nancy  Clair  Murphy  of  Palatine,  111.; 
and  his  parents,  Mr.  and  Mrs.  J.  R.  Neil 
of  Fort  Worth. 

DR.  L.  K.  DRY 

Retired  general  practitioner  Dr.  Lee 
Kenneth  Ory,  73,  died  May  16,  1972, 
in  Brownwood  Community  Hospital 
after  a lengthy  illness.  Dr.  Ory  had 
been  in  practice  in  Comanche  for 
approximately  30  years  prior  to  his 
retirement  in  1961. 

Born  in  Glenwood  Springs,  Colo.,  Dr. 
Ory  attended  public  schools  in  Coman- 
che, then  enrolled  in  The  University  of 
Texas  at  Austin.  After  two  years  of 
study  there,  he  went  to  The  University 
of  Texas  Medical  Branch  at  Galveston 
to  pursue  his  medical  studies.  He  was 
graduated  with  his  MD  degree  in  1922. 
The  year  following  his  graduation,  he 
served  as  an  intern  at  Providence 
Hospital  in  Waco.  He  later  held  resi- 
dencies at  State  Psychopathic  Hospi- 
tal in  Ann  Arbor,  Mich.,  (1928  to  1929) 
and  at  Abilene  State  Hospital  (1926  to 
1928  and  1929  to  1933).  Dr.  Ory  also 
took  some  postgraduate  courses  at  the 
University  of  Michigan  in  Ann  Arbor. 

Before  establishing  his  practice  in 
Comanche,  Dr.  Ory  had  practiced  in 
Desdemona,  Waco,  and  Abilene. 

He  was  a veteran  of  both  World  War 
I and  World  War  II,  holding  the  rank 
of  major  in  the  US  Army  Medical  Corps 
when  he  was  discharged.  Dr.  Ory  was 
also  a past  president  and  secretary  of 
the  old  Comanche  County  Medical 
Society  and  had  served  as  president 
of  the  Brown-Comanche-Mills-San  Saba 
County  Medical  Society.  At  his  death, 
he  was  an  inactive  member  of  Brown- 
Mills-San  Saba  County  Medical  Society 
and  Texas  Medical  Association.  Dr.  Ory 
had  also  served  as  Comanche  County 
health  officer  for  several  years,  as  well 
as  city  health  officer  at  various  times. 
The  local  surgeon  for  the  Gulf,  Colo- 
rado, and  Santa  Fe  Railroad,  he  was 
also  a member  of  the  American  Medi- 
cal Association,  Southern  Medical  As- 
sociation, American  Academy  of  Fami- 
ly Physicians,  and  Texas  Academy  of 
Family  Physicians. 

Dr.  Ory  leaves  his  wife.  Ester  Temple 
Ory:  a daughter,  Mrs.  Mary  Katherine 
Bassinger  of  Austin:  a sister,  Mrs.  Alice 
Gay  of  Austin:  and  two  grandchildren. 
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DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.’ 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.=» 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

JAMES  T.  KILDUFF,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D  , M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A-C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
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J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surtcery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

J.  T.  Boyd,  M.D. 

J.  G.  Rucker,  M.D. 

J.  S.  O’Hare,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  K.  Willms,  M.D. 

J.  T.  Scogin,  M.D. 

Pediatrics: 

J.  H.  Pesnell,  M.D. 

Orthopedic  Surgery: 

Mary  A.  Bone*  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

Radiology  and  Radioactive  Isotopes: 

Urology : 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

L.  W.  Ralston,  M.D. 

H.  F.  Rlree.  M.D. 

Anesthesiology: 

J.  G.  Casey 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about  ...East  or  West. 

In  muc  h of  the  Far  East,  the  analgesic  eflicacy  of 
Einpirin"'  Coinpoinul  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient  , 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  tvhich  other  major  oral  analgesics  arc  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussix  e bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 

^ analgesic  prepara- 

tion  providing  codeine. 

"t*.  time-tested  combi- 

nation  for  predictable  pain 
'W  relief  . . . whether  the  pain  is 

visceral  or  musculoskeletal; 
acute  or  chronic. 

New  prescription  flexibility.  At  your  dis- 
cretion, and  rvhere  state  latv  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 


But  for  relief  of  Western  nai 


Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

O belladonna  alkaloids — for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital — for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scojxrlamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  w'ith  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  tw'o  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


I STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer)-. 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


The  close-in  call. 


Main  2016  Apartments 

Some  38  hospitals  are  in  close  proximity  to  Main  2016  Apartments. 

That  degree  of  residential  closeness  to  your  hospitalized 
patients  could  make  a big  difference  in  the  pace  of  the  morning  rounds. 
Maybe  even  provide  a little  more  time  for  that  bit  of  extra  attention 
for  each  patient. 

And  as  for  emergency  calls,  the  advantage  of  being  close  to 
the  hospital  goes  without  saying. 

The  Main  2016  Apartments  are  in  the  luxury  category. 

The  kitchens  are  all  electric.  Interior  finishes  have  a decorator's 
touch,  including  a marble  walled  lobby  area.  Terraced  gardens.  A pool 
to  dip  into.  And  a broad  selectivity  in  sizes  and  styles. 

Main  2016.  Close  for  comfort  and  calls,  phone:  224-4466  Houston  77002 
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1 Belhaven  Hospital 

2 Bellaire  General  Hospital 

3 Center  Pavilion  Hospital 

4 Diagnostic  Center  Hospital 

5 Doctors  Service  Foundation 

6 Eastway  General  Hospital 

7 Gulfway  General  Hospital 

8 Harris  County-Ben  Taub 

9 Harris  County-Jeff  Davis 

10  Heights  Hospital 

11  Hermann  Hospital 

12  Homestead  Road  Hospital 

13  Lockwood  Hospital 

14  Medical  Arts  Hospital 

15  Memorial  Baptist 

16  Mercy  Hospital 

17  Methodist  Hospital 

18  Northshore  Medical  Association  Center 

19  Parkway  Hospital 


Pinewood  Memorial 

Riverside  General  Hospital 

Rockglen  General  Hospital 

Rosewood  General 

Sam  Houston  Memorial  Hospital 

Sharpstown  General  Hospital 

Shriners  Hospital  for  Crippled  Children 

Spring  Branch  Memorial 

St.  Elizabeths  Hospital 

St.  Joseph’s  Hospital 

St.  Lukes  Episcopal 

Texas  Childrens  Hospital 

Texas  Institute  for  Rehabilitation  & Research 

Texas  Research  Institute  of  Mental  Sciences 

Twelve  Oaks  Med.  Center 

University  of  Texas  M.D.  Anderson 
Hospital  Tumor  Institute 
Veterans  Adm.  Hospital 

Westbury  Hospital 

Yale  Hospital  and  Clinic 
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Allergy 


Clinics 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 


CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


Bernard  T.  Fein,  M.D..  FJV.C.A.,  Fellow,  American  Acadeniy  of  Allerw 
Peter  B.  Kamln,  M.D.,  F.A.A.P.,  DIplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227'^331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A.  j . b ji  » i » 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


Dale  W.  Hayter,  M.D., 
Ophthalmology 
O.  Sterling  Glllls,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

DIplomate  American  Boards  of  Internal  Medicine  and  Allergy 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D. 
Orville  C.  Thomas,  M.D. 
Kenneth  E.  Peirce,  M.D. 


Theodore  J.  Haywood,  M.D. 
Joseph  T.  Queng,  M.D. 
Rufus  E.  Lee,  Jr.,  M.D. 


Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Croxler,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChrlstI,  Texas,  882-3487 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
Wlinam  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANTS 
William  H.  Nell,  M.D. 

Victor  E.  McCall,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


DRS.  SAMS  AND  MEADOWS 
Allergy  and  Immunology 

Joseph  T.  Sams,  M.D,,  DIplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 
C.  David  Meadows,  M.D. 

900  West  Randol  Mill  Road,  Suite  215,  Arlington,  Texas  76012,  227-5526 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 


Telephone  884-3861 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 
H.  R.  Rose,  M.D.,  A.B.F.P. 
C.  L.  Vernor,  M.D. 
INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D, 
Salvador  Ortiz,  M.D. 
RADIOLOGY 
Crysup  Sory,  M.D. 


OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  • Pat  Parker 
Hospital  • Mrs.  Joyce  Pettit 


DIRECTORY  RATES  & DATA:  Space  Is  available  to  TMA  mem- 
bers at  $10  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is 
allowed  for  six  months'  advance  payment.  Section  headings 
are  limited  to  those  specialties  in  which  there  is  an  American 
Medical  Association  recognized  specialty  board  and/or  an 


AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Advertising  Assistant,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  Dead- 
line is  the  20th  of  the  month  preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


John  B.  Chester,  M.D.,  F,A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  DIsch,  M.D.,  DJt.B.S.,  FJ^.C.S.,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  U Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.O.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  ChakmaK|ian,  M.D.,  O.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  O.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.O.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabln,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F^ALA.M.A.,  Administrator 

LANCASTER  OFFICE 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


C.  H.  "Hamm"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 


OBSTETRICS  & GYNECOLOGY 
O.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 


525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A.  Harris,  M.D.,  General  Practice 


UROLOGY  RADIOLOGY — CONSULTANT 

H.  Z.  Fretz,  M.D.  L.  D.  O'Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Telephone  713  948-8521 

,,  Texas  City,  Texas  77590 

Obstetrics  & Gynecology 

General  Practice 

G.  W.  Beeler,  M.D. 

J.  H.  Cochrane,  M.D. 

Internal  Medicine 

J.  W.  O’Bryant.  M.D. 

W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

O.  O.  Smith,  M.D. 

General  Surgery 

Clinic  Manager 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Stan  M.  Sheppard 

Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 

MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-^61 


OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.O.,  FJV.C.S. 

C.  B.  Marcum,  M.O.,  FJLC.S. 
INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Managei 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  GagliardJ,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consuitation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES; 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  FJl.C.S. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

W.  W.  Moorman,  M.D.,  F.A.C.P. 

D.  W.  Johnston,  M.D.,  FJl.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D, 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

C.  LEROY  GOODMAN,  M.D. 

Dermatology  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas  76104 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


ROBERT  A.  GRUMMON,  M.D. 

American  Board  of  Surgery 

American  Board  of  Colon  & Rectal  Surgery 

Colon  & Rectal  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwrest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatolo^,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Cannon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  A.I.C.S.  John  David  Jones,  M.D. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
'Diplomats  American  Board  of  Family  Practice 


IRWIN  KURTZ,  M.D. 

DIplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 


X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Gastroenterology 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  BanK  Bldg.,  El  Paso,  Texas  79901 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


W.  CROCKETT  CHEARS,  JR.,  M.D. 
Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  74S-4975 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.O.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

DRS.  THOMPSON,  PATMAN  & PERSSON 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 


Internal  Medicine 


JOHN  A.  WIGGINS,  JR.,  M.D. 
Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 


STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


ALEJANDRO  DURAN,  JR.,  M.D. 
Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 
1900  North  Oregon,  El  Paso,  Texas  79902 
Telephone  915  532-6257 


Neurological  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


Morris  Sanders,  M.D. 

Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

DIplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 


ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash.  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


Volume  68,  July,  1972 


123 


Ophthalmology 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  33&0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neurological  Surgery 
712  North  Washington,  Dallas,  Texas,  214  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 
Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 


ALBERT  D’ERRICO,  M.D. 
Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 


Neurology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 


DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 
Telephone  214  341-3407 


MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 
3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 


BRYSON  AND  STRUVE  ASSOCIATES 
Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  O.  Box  6374,  Corpus  ChrlstI,  Texas  78411 
512  853-7319 


THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 


Nuclear  Medicine  Orthopedic  Surgery 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor- patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 
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Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St,  Abilene,  Texas  79601 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarx,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


Diplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

‘Special  Attention  to  Surgery  of  the  Hand 
Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


Otolaryngology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


FORT  WORTH  MEDICAL  LABORATORIES 
(PATHOLOGY  ASSOCIATES  OF  TEXAS) 

John  J.  Andular,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
‘Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 
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John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Patho'ogy 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 
Pasadena  Office 

904Vi  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 


800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  Stchool  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 
LYNN  SMITH,  SR.,  Administrator 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  “Information  for  Authors.” 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

31(X)  Red  River,  Austin,  Texas,  476-9149 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 


126 


TEXAS  MEDICINE 


Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Dlplomata  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office; 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 
Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 


W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


Psychiatry 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

*Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 

50  years  of  service — 1922-1972 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Bernard  J.  Dolenz,  M.D. 

'Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomates  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 
AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 
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DRS.  CARLSON  AND  BAREKMAN 

Glann  O.  Carlson,  M.O.,  F.A.C.R. 

William  H.  Barakman,  M.O,,  D.A.B.R. 

Gaoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

1221  Medical  Arts  Bldg.,  741-3621 

6011  Harry  Hines  Blvd.,  631-7070 

3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.O.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont,  Texas 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

JO  C.  ALEXANDER,  M.D.,  KARL  B,  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy,  X-Ray  and 

Radium  Therapy 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Di|Momate  of  American  Board  of  Urology 

Thoracic  Surgery 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

Charles  T.  Meadows,  M.D.  & Associates 

Diplomate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 

This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members' 
Retirement  Trust  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

128 


TEXAS  MEDICINE 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road.  Dallas.  Texas  7B216. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35.000.  Contact  Ad-236.  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10.000  population  county  seat  town  in  Central  Texas.  The 
location  IS  one  hour  from  Dallas  and  Fort  Worth.  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed.  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
Mlary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WELL  ESTABLISHID  32-man  multispecialty  group  in  Dallas,  Texas, 
news  an  ob/(^n.  orthopedist,  pediatrician,  and  otolaryngologist.  Early 
partnership,  liberal  vacation  and  meeting  time,  life  insurance,  group 
nc^italization,  retirement  benefits,  teaching  opportunities,  new  facilities, 
T?  n ^ rapenses  paid.  Please  contact  Cecil  Rosamond,  Administrator, 
r.  u.  Box  28,  Dallas,  Texas. 


practitioner  to  JOIN  2 GP-s  in  Central  Texas  town 
oemeen  ban  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 

adjacent  to  30-bed  hospital  being  remodeled. 
BlidTArtim^T:^  7l?{ri.‘“  North  Lamar 


needed  in  Beaumont.  Texas.  City  of 
m ooo  seijicing  400.000  to  600.000  population.  Immediate  work  available. 
Win  consider  guaranteed  income  first  year  $2,600  per  month  with  60% 
of  all  over  ^arantee.  Will  share  space  with  dentist  and  me  in  new, 

5-man  call  group.  New  man  to  be- 
T^m  77707  Thompson,  M.D.,  4222  College,  Beaumont, 


EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Maintain  free 
pracUce  of  medicine.  Work  for  patient  on  fee-for-serviee  basis.  Pull 

$45,000  with  guarantee.  Positions 
I lli  cit  *?’  Antonio.  Houston,  and  Beaumont.  CaU 

1^12-782-9247  collect.  Reply  to  Ad-860,  Texas  Medicine,  1801  North  Taii«.> 
Blvd.e  Austin,  Texas  78701. 


DE2SIRE  GP,  SURGEON  OR  KENT.  16,000  i>opuIation,  rural  area.  Tn- 
oostry  and  ranehinc.  Near  metropolitan  area.  Good  school  system.  Need 
aaeociation.  Cleburne,  Texas.  For  additional  information  contact  Ad^6S, 
Tecde  Afedteme,  1801  North  Lamar  Bled.,  Austin,  Texas  78701. 


PILOT  PirySICIANS : Combine  emerg^ency  room  work 
with  flying  group,  maintains  Bonanza  for  business  and  pleasure.  Please 
^ Ad-366,  Texas  MedicinCt  1801  North  Lamar  Blvd.,  Austin,  Texas 

WAITED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  This  is  an  institution  for  the  moderately  mentally 
retard^  of  the_  state.  Salaries  are  quite  competitive  with  other  state  and 
federal  institutions.  40  hour  work  week,  ample  vacation  time,  and  other 
mnge  benefits.  Excellent  community  to  live  near  San  Angelo,  Texas. 
Contact  Medical  Director.  San  Angelo  Center.  Carlsbad,  Texas  76934. 

GP  ASSOCIATE  NEEDED  DESPERATELY  for  two  man  group  in 
mid-thirties  located  in  Central  Texas.  Ideally  located  for  rural  practice. 
Area  has  AA  schiral  with  brand  new  building.  Very  progressive  area. 
Salary  to  start  with  and  partnership  in  three  years  as  full  partner. 
M^icare  approved  38-bed  hospital,  32-bed  ECF,  and  104-bed  rest  home 
with  chnic.  Call  AC  817-683-7986  for  Dr.  H.  B.  Halbert  or  Dr.  J.  S. 
Vardiman,  Rosebud,  Texas.  Must  see  to  appreciate  area. 

anesthesiologists — To  serve  as  medical  director  of  inhalation 
therapy  services  company  based  in  Houston,  contracting  to  Gulf  Coast 
area  hiwpital.  Please  reply  to  Ad-377,  Texas  Medicine,  1801  North  T.nm.r 
Blvd.,  Austin,  Texas  78701. 


UNTVERSITY  HEALTH  SERVICE  physician  needed  in  our  clinic  and 
hospital  withm  next  few  months.  Salary  competitive.  Good  fringe  bene- 
fito.  Four  physicians.  Excellent  facilities.  John  E.  Wiedeman,  M.D., 
Director.  Southern  Methodist  University  Clinic  & Hospital,  SMU  Box 
167,  Dallas,  Texas  76222.  Phono  214-692-2141. 


GmERAL  PRACTICE,  FAMILY  PRACTICE  with  three  other  family 
^actitioners.  Clinic,  40-bed  hospital,  44-bed  extended  care,  pharmacy. 

j outlay,  no  buy-in.  equal  privileges,  guaranteed  income  until 
esteblished.  Top  opportunity  in  Southwest.  Contact  Gordon  Russell.  Ad- 
ministrator,  Hi-Plains  Hospital-Clinic,  203  West  4th,  Hale  Center.  Texas 


D hospital  on  upper  Texas  Coast. 
A j ^ned,  fMt-growing  health  services  company.  Please  reply  to 
Ad-376,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  B<mid  certified  or  eligible  to  Join  two-member  depart- 
Sic  consultant  practice,  adjacent  to 

225-bed  Imspital  wito  ICU  and  CCU.  Clinic  is  located  in  rapidly  growing 
area  of  Houston,  Texas.  Starting  guarantee  of  $24,000  with  early  part- 
nership, adequate  time  off.  Regular  attendance  of  meetings  and  courses 
encouraged  and  financed,  other  fringe  benefits.  Please  reply  to  Ad-379. 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


^ FAST^^WING  college  TOWN  ofl^oVin  Dall-.- 
Fort  Worth  metro  area.  Multi-specialty  clinic  wants  Gp’  np/pv^ 


fun^^e^iv^^^^^r^-^NYSICIAN  AND  INTERNIST  needed  to  join  a 
full  time  five  man  clinic  association  with  part  time  radiolosrist  onfl 
ical  pathologist  in  Clifton.  Texas.  Located  36  mi les  NW  ^f 

V.  M.™  -iSS- 

A»oci.tl.n.  Clltton,  T«u  mM,  T.leliLn.  SSiS. 

S^mNC^^'AH®  ^FEDED  for  new  special  medical  HOSPITAL 
iVo  with  physicians  in  building.  Onl^r  24  GP’s  in 

^in”'as's^i"??<;n"^th’"nT:-  iS^Tcll  s^So^r^aTa.^"'^"^'”" 

for  discussion.  Contact  Dr  A w " j Percentage  open 

Sl  Texar^TeSne'Aci'oB-Totmi 

M^^  ^ollfctions~~^ranteed  from  first 

Dr'TXt:  Imi^  Of^ce  erace''tornffi'.‘’?^^^^^^ 

Hamlin,  Texas  79620.  TeTe^)L“®AcTl6-676!36n; 

AMARILLO,  POTTER-RANDALL  COUNTY-  <?i-r  T 

ing  board  eligible  or  certified  internist  wTtl’  sub-spe^aUy  o?Tll^‘ 

ssipsS’iSSSs 

group  insurance.  ^Kerav°"le  u'^nown  as^'a  Tetirfment^mter  P^rfei^  m^ 
tore  physician  over  age  50.  Please  contact  Luther  W Ross  M D Suner 


n ffi  T * Smith,  Director  of  Physician  Planning  Hos- 

pital Affiliates,  Inc.,  P.O,  Box  9836,  Houston,  Texas  77015. 


WANTED.  Three  active  practitioners 

perefntoge  hs^oo  to  Lriilfn  monthly  plus 

fa  $60,000  first  year  net.  Present  associate  residency 

“r®  ®0«'‘'  call  schedule,  full-time  coverage  for  ^ur 
patients,  exceptional  income,  major  league  sports,  cultural  facilities  col- 
leges,  ^ lakes,  etc.  Located  in  Fort  Worth,  Texas.  Write  Ad-38^  T^'m^ 

L817%34-6616!  Lamar  Blvd.,  Austin,  Texas  78701  or  call’  collect 


GENERAL  PRACTITIONER;  Excellent  location  in  the  Lost  Pines  of 
Texas  area.  Growing  community  of  3,600  along  the  beautiful  Co^OTado 
nver  has  an  ^cellent  opportunity  for  a good  family  general  practitioner. 
Excellent  smal  hospital  (25  beds)  and  nursing  home  (62  beds)  complex’ 
Guarant^d  s^ary,  clinic  environment  and  other  fringe  benefits  ^wili 
make  this  difficult  ^ turn  down  if  interested  in  working  in  a progressive 
raral  community.  Write  Ad-386,  Texas  Medicine,  1801  North  Lamar 
Boulevard,  Austin,  Texas  78701.  ^jainar 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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EXCELLENT  OPPORTUNITY  for  one  or  two  general  practitioners, 
Alice,  Texas.  Population  22,000,  servicing  area  of  40,000.  Fully  staffed 
hospital.  Contact  P.  S.  Joseph,  M.D.,  Box  1378,  Alice,  Texas. 


PHYSICIANS — 700  bed  acute  general  hospital  with  all  major  services 
desires  internist,  general  surgeon,  orthopedist,  urologist,  pathologist, 
specialist  in  chest  diseases,  and  a generalist.  Affiliated  with  Scott  and 
White  Clinic  for  residents  and  consultants.  Three  separate  ICUs,  well 
equipped  laboratory  and  library,  numerous  educational  programs.  Beauti- 
ful city  36,000  with  fine  schools,  abundant  recreation,  beautiful  weather, 
and  close  to  several  major  cities.  Salary  range  $25,620  to  $33,260  depend- 
ing on  qualifications.  Federal  fringe  benefits,  including  30  days  vacation 
per  year.  Equal  employment  opportunity  agency.  Apply  Chief  of  Staff, 
VA  Center,  Temple,  Texas  76501. 

STUDENT  HEALTH;  GENERAL  PRACTITIONER  needed  beginning 

September  1,  1972,  Southwest  Texas  State  University,  San  Marcos.  11.000 
students,  20  bed  infirmary  and  outpatient  department.  Iwo  full-time 
physicians,  10  nurses,  6 day  week,  no  week-ends,  off  all  holidays,  fringe 
benefits  and  status  of  full  State  University  professor.  Salary  beginning 
$22,000.  Reply  to  Ad-394,  Texas  Medicine,  1801  North  Lamar  Boulevard, 
Austin,  Texas  78701. 

PHYSICIAN  WANTED.  Do  not  read  this  ad — if  you  do  not  like  to 
hunt,  fish,  swim,  water  ski,  golf,  live  in  the  garden  spot  of  East  Texas, 
away  from  the  big  city,  airports,  trains  and^  millions  of  people.  If  this 
is  what  you  want  then  we  want  to  talk  with  you.  We  have  the  most 
desirable  location  and  most  friendly  people,  the  most  level  econ^omy,  the 
best  churches  ; within  reach  of  the  big  cities,  big  hospitals,  and  big  shots. 
If  you  want  to  be  loved  and  be  happy  and  make  money  too,  please  con- 
tact: Alto  Improvement  Corporation,  P.  O.  Box  57,  Alto,  Texas  75925. 
Telephone  (day)  214-858-4311,  (night)  214-858-4478. 


NEWLY  CONSTRUCTED,  MULTI-SPECIALTY,  8-man  clinic  has  open- 
ing for  general  practitioner  and  internist.  New  120  bed  hospital  adjacent 
to  clinic.  Remuneration  $30,000  to  $36,000  depending  on  board  certifica- 
tion and  experience.  Partnership  opportunity  in  two  years.  Interested 
applicants  send  curriculum  vitae  to  Ad-374,  Texas  Medicine,  1801  North 
Lamar  Boulevard,  Austin,  Texas  78701.  


OB/GYN,  Board  certified  or  eligible,  needed  immediately  to  join  well- 
established  four  man  group  representing  internal  medicine,  general  sur- 
gery, and  ob/gyn  in  this  progressive  West  Texas  city  of  63,000  ; current 
ob/gyn  leaving  to  join  medical  school  faculty.  Group  owns  clinic  across 
from  largest  hospital ; all  expenses  of  practice  plus  $24,000  : partnership 
soon.  Contact  Henrie  E.  Mast,  M.D.,  2203  West  Illinois,  Midland,  Texas 
79701.  Telephone  915-682-1667. 


Situations  Wanted 


GENERAL  PRACTITIONER,  age  50,  tired  of  solo  practice.  Wants  as- 
sociation in  group  or  partnership.  Prefer  OB-GYN.  20  years  pactice  in 
Texas.  Will  not  consider  large  city  or  location  outside  Texas.  Write  Ad- 
390,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

GENERAL  SURGEON,  board  eligible,  FMG,  experience  in  orthopedic 
and  GYN  surgery,  willing  to  do  limited  general  practice.  Five  years 
experience  in  general  surgery  private  practice.  Interested  in  solo  practice 
in  small  town  with  good  hospital.  Good  references  and  available  immedi- 
ately. Write  Ad-389,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


OPHTHALMOLOGIST,  Board  Certified,  Texas  license.  20  years  private 
and  academic  practice,  desires  solo  or  associate  partnership  any  city  in 
Texas  larger  than  60,000.  Write  308  Crestwood  Court,  North  Mankato, 
Minnesota  66001.  Telephone  607-345-6467. 


CLINIC-HOSPITAL  MANAGEMENT  SPECIALIST;  16  years  experi- 
ence, supervisory  positions  in  credit  and  collections,  insurance,  data 
processing  systems,  billing  and  posting.  Familiar  with  purchasing,  sup- 
ply and  maintenance  departments.  Desire  administrative  position  in 
hospital  or  large  clinic.  Presently  located  in  the  Houston  area^  but  will 
re-locate  for  right  challenge.  Reply  to  Ad-393,  Texas  Medicine,  1801 
North  Lamar  Boulevard,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  37  year  old  Ob/Gyn  five  years  in  practice  wishes 
to  relocate  in  Texas  and  associate  with  another  Ob/Gy n or  group.  Tulane 
University  medical  graduate.  Internship  Confederate  Memorial^  Medical 
Center,  Shreveport,  Louisiana.  Residency  Baltimore  City  Hospitals  and 
Scott  and  White  Memorial  Hospital,  Temple,  Texas.  Please  reply  to  Ad- 
364,  Texas  Medicine,  1801  North  Lamar  Boulevard,  Austin,  Texas  78701. 

WANT  TO  GET  AWAY  FOR  AWHILE?  My  job  will  be  to  relieve 
hard  pressed  doctors  who  need  one  or  two  months  off.  Member  of 
Academy  of  General  Practice.  No  obstetrics.  Available  beginning  1973. 
Write  Ad-395,  Texas  Medicine,  1801  North  Lamar  Boulevard,  Austin, 
Texas  78701. 


DALLAS  AREA  GENERAL  SURGEON  desires  part-time  position  while 
practice  growing.  Industrial,  insurance,  pre-employment  physicals,  etc. 
Send  type  of  work,  hours,  remuneration  first  reply.  Please  reply  to  Ad- 
396,  Texas  Medicine,  1801  North  Lamar  Boulevard,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


GENERAL  PHYSICIAN  OR  SPECIALIST  for  office  building  diittctly 
across  street  from  Shannon  West  Texas  Memorial  Hospital.  Established 
loan  with  low  interest.  Recently  remodeled,  new  plumbing,  heating  and 
cooling  system.  Established  location  for  25  years.  Please  reply  to  1434 
Paseo  De  Vaca,  San  Angelo,  Texas  76901. 


OPHTHALMOLOGY  AND  OTOLARYNGOLOGY— FOR  SALE!  Doctor 
recently  deceased.  Records  available.  Will  sell  equipment  separately. 
Ritter  Unit,  SMR  Treatment  Unit,  Beltone  Audiometer,  new  iiortable 
suction,  AO  refractor,  hydraulic  chair  and  stand.  Poser  slit  lamp,  other 
instruments  and  equipment.  Office  space  available.  Contact  Mrs.  June 
Yates,  107  Rainbow  Lane,  Corpus  Christi,  Texas.  Telephone  AC  512- 
863-4671.  


PHYSICIAN  61  years  old  wishes  to  retire.  Have  10,730  sq.  ft.  two 
story  clinic  and  1,260  sq.  ft.  business  offices  to  lease,  rent  or  sell  to 
one  or  more  doctors.  Operating  in  town  of  10,000  near  Houston,  Texas. 
Reply  to  Ad-391,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

NEW  OFFICE  FOR  RENT,  furnished,  East  Texas  town  of  22,644  pop- 
ulation, drawing  area  86,000.  State  University  with  10,000  enrollment. 
Practice  unopposed  for  allergist,  orthopedist,  otolaryngologist,  or  urolo- 
gist. General  practitioners  needed.  Excellent  fishing  on  Rayburn  Lake. 
Reply  to  Ad-388,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

GENERAL  PRACTICE  of  John  C.  Guenther.  M.D.  (deceased),  46 
years  established  practice.  Clinic  fully  equipped.  County  seat.  County 
population  17,650.  City  population  4,600.  New  60  bed  hospital  across 
street  from  clinic.  Reply  to  Ad-386,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

DISTINGUISHED  TEXAS  ESTATES.  Many  available  in  city,  town  or 
country.  For  recreation,  investment,  retirement.  Dependable  and  enjoy- 
able investments  for  you  and  your  family — forever.  Outotanding  estate 
properties  are  our  specialty.  Chuck  Thompson  and  Associates,  Land  and 
Estate  Brokers.  Box  55074,  Houston,  Texas  77055.  Telephone  713-462-1262. 

CLEAR  LAKE  HOSPITAL  PROFESSIONAL  BUILDING  in  Webster, 
Texas,  has  a limited  number  of  office  suites  available.  Clear  Lake  Hos- 
pital is  a 150  bed  acute  care  hospital  oi>ened  in  March  of  1972.  Nearby 
is  NASA-MSC  and  the  prosperous  southeast  Houston  area.  Unlimited 
practice  opportunity.  For  information  call  713-332-1111. 

FOR  SALE:  3 rooms  of  medical  ^uipraent  in  excellent  condition, 
ideal  for  someone  just  opening  an  office.  Includes  electric  Ritter  table, 
pediatric  table  with  scale,  Hamilton  exam  table  with  matching  cabinet. 
Many  assorted  tables,  pans,  instruments,  some  laboratory  equipment. 
100  MA  Profexray  unit  with  dark  room  equipment.  Contact  Robert  A. 
Lloyd,  M.D.,  1200  Ridgecrest,  Denton,  Texas  76201  or  phone  AC  817- 
387-8182.  


:®AMERICAH  CANCER  SOCIETY 


Staff  Physician 
Occupationai  Medicine 

opening  for  full-time  physician  in  existing 
medical  department  in  chemical  industry 
located  on  Texas  Gulf  Coast.  Emphasis  on 
clinical,  preventive,  and  occupational  medi- 
cine. Excellent  opportunity  for  you  to  establish 
yourself  in  the  field  of  occupational  medicine 
with  an  international  corporation.  Forty-hour 
week.  Excellent  facilities  and  staffing.  Gener- 
ous fringe  benefits,  salary  commensurate  with 
qualifications  and  experience.  SEND  RESUME 
TO:  David  H.  Glenn,  M.D.  Union  Carbide  Cor- 
poration, P.G.  Box  471 , Texas  City,  Texas  77590 


An  Equal  Opportunity  Employer 
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The  negative  power  of  undue  anxiety 
in  congestive  heart'failure... 


This  mantMiks  he  can  no  longer 
take  breathiiigior  granted. 


Medicine  in  Peru 


5[orhptt-ll|utci|in0S-^mitlj  iUpmorial  2foapital 

anh  ®orb0tt-i^utrl|tngs-^mit4  Cltnii: 


322  Coleman  Street  iJJarlm,  Slpxaa  7B661  Telephone:  936-3561 

Post  Office  Box  60 


GENERAL.  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 
Cecil  A.  McRee,  M.D. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A,C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M,D. 

NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes.  M.D.,  D.A.B.D. 

Administrator  : 

J.  D.  Norris,  Jr. 

I.arry  Parsons,  Asst.  Administrator 

Director  of  Nurses 

Madonna  M.  Piper,  R.N. 


Howard  O.  Smith.  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Superintendent  of  Nurses: 
Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  19()3.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  foiTus  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  73221  Telephone  823-1151 


•Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gasirt>- 
enterology,  D.A.B.  Internal  Medicine  & Ga.stroenterolog\ 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

•Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 

♦Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

•Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Interna! 
Medicine 

•J.  Vv^ilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 

Harry  M.  Spence.  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 

llalcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  U.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surger.t 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D..  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O..  Ophthalmology 
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•Inactive  status 


Librium  and 

^lordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjuncti\’e  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensi\  e agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 

in  relief  of  clinically 
significant  anxiety 

Libriunrr 

(chlordiazepoxide  HCI) 

5-mg5  IO-mg9  25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications;  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
irnpending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium® capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 
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Starlite  Village  Clinic 


Center  Point,  Texas 


Ph.:  ME  4-2426 


A specialized  clinic  dedicated  to  the 


physical,  mental,  and  spiritual  treatment 


of  men  and  women  suffering  from 


alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  61/2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product  infor' 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  in- 
fections (primarily  cystitis,  pyelitis,  pyelonephritis)  due 
to  'susceptible  organisms  (usually  £.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and  less  frequently,  Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies, 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tests 
are  not  always  reliable.  The  test  must  be  carefully  coordi- 
nated with  bacteriologic  and  clinical  response.  Vithen  the 
patient  is  already  taking  sulfonamides,  follow.up  cultures 
should  have  aminobenzoic  acid  added  to  the  culture  media. 
Currently,  the  increasing  frequency  of  resistant  organisms 
is  a limitation  of  the  usefulness  of  antibacterial  agents  in- 
cluding the  sulfonamides,  especially  in  the  treatment  of 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa- 
tients receiving  sulfonamides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg/ 
100  ml  should  be  maximum  total  sulfonamide  level,  as 
adverse  reactions  occur  more  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfonamides,  in- 
fants less  than  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis),  pregnancy 
at  term,  and  during  the  nursing  period. 

Warnings;  Safety  of  sulfonamides  in  pregnancy  (has  not 
been  established.  Sulfonamides  will  not  eradicate  group 
A streptococci.  Deaths  associated  with  sulfonamide  ad- 
ministration have  been  reported  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  Complete  blood  counts  and 
urinalyses  with  careful  microscopic  examination  should 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  or 
hepatic  function,  severe  allergy  or  bronchial  asthma  is 
present.  In  glucose-6-phosphate  dehydrogenase-deficient 
individuals,  hemolysis  (frequently  a dose-related  reac- 
tion) may  occur.  Maintain  adequate  fluid  intake  to  pre- 
vent crystalluria  and  stone  formiation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombinemia,  methemo- 
globinemia. A//erg/c  reactions:  Erythema  multiforme  (Ste- 
vens-Johnson  syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbi- 
tal edema,  conjunctival  and  scleral  injection,  photosensi- 
tization, arthralgia,  allergic  myocarditis.  Gastrointestinal 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  reac- 
tions: Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations, -tinnitus,  vertigo,  in- 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred  with  sutfonarnide 
therapy.  Sulfonamides  bear  certain  chemical  similarities 
to  some  goitrogens,  diuretics  and  oral  hypoglycemic 
agents.  Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sulfonamides. 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N J.  07H0 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


THREE  OTHER 

BUnr-EsT 

ffiNEFITSCF 

GANTRISIN 

snlnsaxazole/Rnclie 


3. 


High  solubility  at  average  urinary  pH 

Gantrisin's  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms,' 
it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so 
there  is  no  need  for  prophylactic  alkali  therapy. 
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Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 
[Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 


5. 


Rapid  renal  clearance 

_ Gantrisin’s  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  £.  coli 
and  other  susceptible  organisms 


oiner  suscepiioie  organisms 
begin  with 

Gantrisin  ^ | 

sulfisoxazole/Roche'  M 

Usual  adult  dosage:  JS^ 

4 to  8 tablets  stat 

2 to  4 tablets  q.i.d.  ^1^ 
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Year’s  Experience 

The  authors  are  associated 
with  the  Heart  Insti- 
tute of  the  Southwest, 
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Lubbock.  Drs.  Donald  L. 
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Dallas.  This  article 
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deemed  an  endorsement  of  the  views  expressed  therein, 
nor  shall  publication  of  any  advertisement  be  considered 
an  endorsement  of  or  approval  of  the  product  or  service 
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in  the  Department  of 
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dren’s Hospital  and  the 
Departments  of  Pediatrics, 
Microbiology  and  Medi- 
cine, Baylor  College 
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associate  professor  of 
psychiatry  at  The  Univer- 
sity of  Texas  Southwest- 
ern Medical  School  at 
Dallas  and  clinical  direc- 
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diplomate  of  the  American 
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fessional organizations. 
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A graduate  of  Louisiana 
State  University  School 
of  Medicine,  he  has 
completed  a straight  pedi- 
atrics internship  at  UTMB. 
His  coauthor.  Dr.  M.  M. 
Nichols,  is  an  associate 
professor  of  pediatrics 
at  the  Medical  Branch. 
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ON  THE  COVER 

On  its  cover  this  month, 
Texas  Medicine  points  with 
pride  to  the  half-century 
of  service  to  physicians 
rendered  by  the  Texas 
Medical  Association’s  Me- 
morial Library.  The  article 
beginning  on  page  90 
traces  the  Library’s  growth 
from  its  inception  in  1922 
through  its  incorporation 
of  modern  features  and 
services  to  meet  the  needs 
of  today’s  physicians. 

NEXT  MONTH 

Scientific  articles  in  Sep- 
tember will  be  on  early 
management  of  acute  max- 
illofacial injuries:  cryosur- 
gery in  dermatologic  office 
practice  with  special 
reference  to  basal  cell  car- 
cinoma: and  whether  or 
not  the  delivery  of  health 
care  will  be  improved  by 
the  use  of  chiropractic  ser- 
vices. In  addition,  the 
articles  prepared  by  win- 
ners of  the  1972  Texas 
Medicine  award  for  excel- 
lence in  scientific  writing 
will  be  presented.  They 
are  “Peripheral  Tissue  Dis- 
tribution, Brain  Distribu- 
tion, Metabolism,  Placental 
Transfer,  and  Fetal  Dis- 
tribution of  Mescaline-i4C 
in  Monkeys,”  by  Ronald 
J.  Taska:  and  "Response  of 
Rabbit  Myometrium  in 
Vitro  to  Prostaglandin  Fg^, 
Monitoring  Spontaneous 
and  Electrical  Field  Stimu- 
lation Activity,”  by 
Richard  0.  Rothwell. 
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Things  to  say 
when  you 
leave  the  hospital. 

To  the  nurse  who  brought  you  the  extra  ice  cream 
and  gave  such  marvelous  back  rubs,  tell  her  if  you  were  her 
boss  you’d  give  her  a raise. 

To  your  family  doctor  who  has  taken  such  good 
care  of  you  all  these  years,  what  can  you  say  but  a warm, 
sincere,  thank  you.  Again. 

To  the  nurse  who  woke  you  up  to  give  you  your 
sleeping  pill,  just  a simple  thanks  will  do. 

To  the  orderly  who  pushes  you  in  the  wheel 
chair  after  you’ve  been  released,  tell  him  you’d  rather  walk, 
but  you  won’t  because  you  know  it’s  hospital  rules. 

And  to  the  person  at  Discharge  and  Accounting 
just  wave  goodbye.  Because  when  you’re  protected  by 
Blue  Cross/Blue  Shield,  we  pay  your  benefits  to  the  hospital 
and  doctor  direct.  And  handle  all  the  paper  work, 

confidentially,  of  course.  It  s our  way  of  helping  people 
recover,  sooner. 

People  helping  people.  That’s  Blue  Cross/ 

Blue  Shield. 


^BLUE  CROSS*  ® BLUE  SHIELD' 

GROUP  HOSPITAL  SERVICE.  INC.  GROUP  LIFE  S HEALTH  INSURANCE  COMPANY 

Main  at  North  Central  Expressway,  Dallas,  Texas  73222 


* American  Hospital  Association 
^ National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


Practice  management 

“Efficiency  and  Effectiveness  in  the 
Doctor's  Office”  will  be  the  theme  of 
the  Texas  Medical  Association’s  annual 
fall  conference,  which  is  set  for  Satur- 
day, Sept.  23,  in  the  Joe  C.  Thompson 
Conference  Center  on  the  campus  of 
The  University  of  Texas  at  Austin. 

Learn  to  be  efficient,  effective 
Highlighting  the  program  will  be  pres- 
entations from  Dr.  C.  A.  Hoffman  of 
Huntington,  W.  Va.,  president  of  the 
American  Medical  Association;  Dr. 
James  W.  Haviland  of  Seattle,  Wash., 
internist  in  private  practice  and  mem- 
ber of  the  Health  Services  Industry 
Committee:  Somers  H.  White  of  Phoe- 
nix, Ariz.,  president  of  Management 
and  Financial  Consultants;  Seymour 
Petrovsky  of  Phoenix,  Ariz.,  Pension 
Funds  of  Arizona;  and  Leona  Thomp- 
son of  San  Diego,  Calif.,  certified  med- 
ical assistant  and  office  manager  of 
Anesthesia  Service  Medical  Group,  Inc. 

The  morning  session  of  the  1972 
Conference  on  Practice  Management 
will  be  presided  over  by  TMA  President 
Dr.  Braswell  Locker  of  Brownwood. 
Morning  addresses  will  include  “The 
More  Effective  Physician — Motivator  of 
Employees,  Patients,  and  Self”  by  Mr. 
White  at  9:10  a.m.;  “The  Scope  and 
Magnitude  of  the  Professional  Liability 
Problem”  by  Dr.  Hoffman  at  9:55  a.m.; 
and  “Wage-Price  Guidelines;  Their  Im- 
pact Upon  the  Practice  of  Medicine” 
by  Dr.  Haviland  at  10:20  a.m. 

Following  these  presentations  will  be 
a panel  session  at  11  a.m.  on  “The 
Physicians  Fee  Profile;  Determination  of 
Reimbursement  Under  Medicare,  Medi- 
caid, and  Champus.”  Presiding  over  the 
panel  will  be  Dr.  Charles  Max  Cole  of 
Dallas,  Past  President  of  TMA.  Panelists 
will  include  Dr.  Doyle  W.  Ferguson  of 
Dallas,  vice-president  and  medical  di- 
rector of  Blue  Cross-Blue  Shield  of 
Texas,  discussing  fee  profiles  and  re- 
imbursement under  the  Medicaid  pro- 
gram; Dr.  William  Fred  Lucas  of  Dallas, 
associate  medical  director  and  director 
of  reasonable  charge  for  Blue  Cross- 
Blue  Shield,  speaking  on  fees  under 
the  Medicare  program;  and  John  J. 
Wrabetz  of  Omaha,  Neb.,  administrator 
of  the  Champus  program  for  Mutual 
of  Omaha,  explaining  fee  profiles  and 
such  under  Champus,  the  medical  pro- 
gram for  military  dependents.  Dr.  Jo- 
seph T.  Painter  of  Houston  will  also  be 
on  the  panel;  he  will  speak  on  “What 
the  Individual  Physician  Can  Do  on 


is  conference  topic 

His  Own  Behalf.”  Dr.  Painter  is  chair- 
man of  TMA’s  Council  on  Tax-Financed 
Health  Care  Programs. 

The  afternoon  session  of  the  con- 
ference will  begin  with  the  presentation 
of  the  Association’s  Distinguished  Ser- 
vice Award  to  Dr.  Mario  E.  Ramirez  of 
Roma.  Other  presentations  will  include 
“Be  a Financial  Genius  in  One  Easy 
Lesson”  by  Mr.  White  at  1:30  p.m.; 
“Effective  Personnel — A Key  to  Every 
Physician’s  Office”  by  Miss  Thompson 
at  2 p.m.;  and  "Opportunities  for  the 
Physician  Through  Pension  and  Profit- 
Sharing  Plans”  by  Mr.  Petrovsky  at 
2:25  p.m.  Completing  the  session  will 
be  a panel  discussion  on  “Financial 
Planning  for  Physicians.”  Participants 
in  the  panel  and  their  topics  will  be 
Ben  G.  Marroquin  of  Austin,  “Areas 
for  Exploration  in  Financial  Planning”; 
George  Ray,  LLB,  of  Dallas,  “Pro- 
fessional Associations — Legal  View- 
points”; Dr.  Thomas  R.  Hunter  of  San 
Angelo,  “Professional  Associations — 
Physician  Viewpoints”;  and  Dr.  J.  L. 
Jackson,  III,  of  Wichita  Falls,  “The  In- 
terest and  Concern  of  Physicians.” 

Adjournment  of  the  program  is  set 
for  4 p.m.  All  formal  presentations  will 
take  place  in  Room  1-110  of  the 
Thompson  Conference  Center. 

Other  activities 

All  new  and  transfer  members  of  the 
Association  are  invited  to  attend  the 
traditional  Orientation  Program,  which 
will  acquaint  them  with  the  services 
offered  to  physicians  by  the  Associa- 
tion. 

In  addition  to  the  formal  programs, 
many  of  the  boards,  councils,  and 
committees  of  TMA  will  meet  during 
the  conference  weekend  to  discuss 
business.  The  Executive  Board  will  act 
on  reports  and  recommendations  on 
Sunday  morning.  Sept.  24,  in  the 
Headquarters  Building. 

Physicians  are  also  invited  to  partici- 
pate in  an  open  hearing  being  spon- 
sored by  the  Ad  Hoc  Committee  to 
Study  the  Organizational  Structure  of 
TMA.  The  hearing,  scheduled  for  3 
p.m.  in  Room  3-110  of  the  Thompson 
Conference  Center,  will  hopefully  pro- 
duce ideas  on  ways  to  improve  the 
organizational  structure  of  the  Associ- 
ation, thus  enhancing  its  effectiveness. 
Entertainment,  etc. 

Physicians  may  also  choose  to  attend 
a variety  of  entertainment  functions 
that  will  be  offered  during  the  confer- 
ence weekend. 


8 


TEXAS  MEDICINE 


Tickets  to  the  University  of  Texas 
vs.  the  University  of  Miami  football 
game  will  be  available  from  TMA.  The 
game  will  begin  at  7:30  p.m.  in  Memo- 
rial Stadium.  Tickets,  costing  $6  each, 
should  be  ordered  from  the  Associa- 
tion in  advance  and  picked  up  at  the 
conference. 

TMA  will  host  a luncheon  for  all  con- 
ference participants  at  noon  on  Satur- 
day in  the  dining  room  of  the  Thomp- 
son Conference  Center.  Following  the 
conference  and  just  prior  to  the  foot- 
ball game,  physicians  and  their  spous- 
es may  enjoy  a hospitality  hour  spon- 
sored by  the  Prudential  Insurance  Co. 
The  hospitality  hour  will  begin  at  5:30 
p.m.  in  the  Joe  C.  Thompson  Confer- 
ence Center  dining  room. 

Another  entertainment  feature  will 
be  sponsored  by  the  Auxiliary.  On  Fri- 
day night.  Sept.  22,  those  who  wish 
can  join  Auxiliary  members  on  a trip  to 
the  Austin  Country  Dinner  Playhouse. 
Showing  at  that  time  will  be  “The  Gin- 
gerbread Lady,”  a Neil  Simon  comedy 
about  a famed  ex-songstress  who  has 
just  returned  from  an  alcoholism  dry- 
ing-out session  in  a sanitarium.  Trans- 
portation to  the  playhouse,  which  is 
located  at  12173  FM  Road  1325,  will 
be  by  private  car,  and  ticket-holders 
should  meet  at  the  Sheraton-Crest  Inn 
by  6:15  p.m.  Reservations  for  the  play- 
house outing  must  be  made  no  later 
than  noon  on  Friday  through  the  Auxil- 
iary registration  desk  in  the  TMA  Head- 
quarters Building.  Tickets  are  $10.50 
per  person  and  include  admission  to 
the  play,  dinner,  and  wine. 

Distinguished  alumni  of 
UTMB  given  awards 

Two  1931  graduates  of  The  University 
of  Texas  Medical  Branch  at  Galveston 
were  honored  at  the  recent  UTMB  grad- 
uation exercises  with  Ashbel  Smith  Dis- 
tinguished Alumni  Awards. 

Honorees  for  1972  were  Dr.  Hamil- 
ton Ford,  chairman  of  the  UTMB  de- 
partment of  neurology  and  psychiatry, 
and  Dr.  Harvey  Renger,  practicing  phy- 
sician in  Hallettsville. 

Dr.  Ford  was  the  first  resident  in 
psychiatry  at  Galveston  under  the  pro- 
gram initiated  by  Dr.  Titus  Harris.  He 
interned  at  Charity  Hospital  of  Louisi- 
ana at  New  Orleans  and,  after  complet- 
ing his  three-year  residency  at  Galves- 
ton, accepted  a fellowship  at  the  Mayo 
Clinic  in  Rochester,  Minn. 

As  evidence  of  his  continuing  cam- 
paign for  better  mental  health  pro- 
grams, the  department  chairman  has 


been  a member  of  the  President’s  Com- 
mittee on  Employment  of  the  Mentally 
Handicapped  since  1960  and  has  serv- 
ed as  consultant  to  numerous  mental 
health  groups  over  the  years. 

Dr.  Ford,  a life  fellow  of  the  American 
Psychiatric  Association,  is  also  a fellow 
of  the  American  Medical  Association, 
the  American  Academy  of  Neurology, 
and  the  American  College  of  Psychia- 
trists. A member  of  the  Texas  Medical 
Association,  he  is  currently  editor  of 
Diseases  of  the  Nervous  System  and  has 
served  on  the  editorial  board  of  the 
Psychiatry  Digest  since  1963.  He  is  also 
an  editorial  consultant  for  the  Psychi- 
atric Bulletin. 

The  head  of  the  UTMB  department 
of  neurology  and  psychiatry  has  also 
been  a leader  elsewhere.  Dr.  Ford  has 
held  the  presidencies  of  the  Southern 
Psychiatric  Association,  the  Texas  So- 
ciety for  Mental  Health,  the  Galveston 
County  Medical  Society,  the  Texas 
Neuropsychiatric  Association,  the  Texas 
District  Branch  of  the  American  Psychi- 
atric Association,  the  Central  Neuro- 
psychiatric Association,  and  the  Texas 
Association  for  Mental  Health.  In  addi- 
tion, he  has  served  as  vice-president  of 
the  American  Psychiatric  Association 
and  first  vice-president  of  the  American 
College  of  Psychiatrists. 

With  the  exception  of  four  years  as 
a major  in  the  US  Air  Force,  Dr.  Ford 
has  devoted  his  entire  career  to  the 
Medical  Branch. 

Dr.  Harvey  Renger,  also  winner  of 
the  Ashbel  Smith  Distinguished  Alumni 
Award,  is  an  active  practicing  physician 
and  businessman  in  his  hometown  of 
Hallettsville. 

Dr.  Renger’s  medical  career  began 
with  his  graduation  from  UTMB  in 
1931,  after  which  he  served  an  intern- 
ship at  Kansas  City  (Mo.)  General  Hos- 
pital and  a residency  in  genitourinary 
diseases  at  Boston  (Mass.)  City  Hos- 
pital. 

A county  health  officer  for  25  years. 
Dr.  Renger  has  led  the  Texas  Medical 
Association,  the  Private  Clinics  and 
Hospital  Association,  the  Hallettsville 
Chamber  of  Commerce,  the  Rotary  Club 
of  Hallettsville,  and  the  UTMB  Alumni 
Association  as  president. 

A fellow  of  the  American  College  of 
Surgeons  and  the  International  College 
of  Surgeons,  Dr.  Renger  is  in  charge  of 
the  Renger  Memorial  Hospital  in  Hal- 
lettsville, which  was  named  for  his 
father.  Dr.  Paul  Renger,  Sr.,  who  prac- 
ticed there  for  35  years. 

The  award  winner  has  also  been  a 


member  of  the  board  of  regents  of 
Texas  Lutheran  College  in  Seguin  and 
of  Texas  A&l  University  in  Kingsville 
and  has  served  on  the  board  of  direc- 
tors of  Texas  Southern  University  in 
Houston.  Dr.  Renger  is  a past  member 
of  the  board  of  trustees  and  a current 
member  of  the  executive  board  of  Blue 
Cross-Blue  Shield  of  Texas. 

The  current  chairman  of  the  Texas 
Medical  Association’s  delegation  to  the 
American  Medical  Association  House  of 
Delegates  is  also  active  in  local  civic 
activities.  He  is  owner  and  operator  of 
the  Mule  Spring  Angus  Farm;  chairman 
of  the  Lavaca  County  Parole  Board; 
president  of  Hal-Tex,  Inc.,  a grain  com- 
pany; and  member  of  the  board  of  di- 
rectors of  the  First  National  Bank  of 
Hallettsville,  Lavco,  Inc.,  and  the  Hal- 
lettsville Industrial  Corp. 

Grant  given  to  aid  Dallas 
cystic  fibrosis  center 

The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  has  been 
awarded  a grant  of  $11,000  for  the 
Dallas  Cystic  Fibrosis  Center  at  Chil- 
dren’s Medical  Center. 

The  award  was  made  by  the  Nation- 
al Cystic  Fibrosis  Research  Foundation. 
Grants  are  awarded  annually  by  the 
foundation  for  the  ongoing  treatment 
and  research  programs  for  chronic 
respiratory  diseases  at  the  centers.  The 
grants  total  $892,000  this  year. 

The  Dallas  center,  one  of  a network 
of  110  across  the  country,  offers  diag- 
nosis and  care  to  more  than  200  chil- 
dren in  the  North  Texas  area  who  are 
affected  by  cystic  fibrosis  and  also 
those  with  chronic  pulmonary  diseases 
such  as  asthma,  chronic  bronchitis, 
bronchiectasis,  and  childhood  emphy- 
sema. 

“Since  establishment  of  the  center 
program  in  1961,  advances  in  methods 
of  diagnosis  and  treatment  have  pro- 
duced outstanding  results  in  the  treat- 
ment of  all  chronic  lung  diseases,” 
said  Dr.  Robert  I.  Kramer,  clinical  as- 
sociate professor  of  pediatrics  and 
director  of  the  Dallas  Cystic  Fibrosis 
Center  for  nine  years.  “For  cystic  fibro- 
sis patients,  average  life  expectancy 
has  been  increased  from  pre-school  to 
teenage  years,  with  many  patients  liv- 
ing into  adulthood.  At  present,  there 
are  approximately  1,400  young  adult 
cystic  fibrosis  patients  15  years  of 
age  or  older  registered  at  cystic  fibro- 
sis centers.” 
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Diapulse  devices  seized 
following  court  ruling 

At  the  end  of  June,  the  Food  and  Drug 
Administration  announced  the  seizure 
of  two  Diapulse  devices  and  indicated 
that  further  seizures  of  the  machine 
would  be  planned.  At  the  same  time, 
the  manufacturer  of  the  machine,  Dia- 
pulse Corporation  of  America,  was  per- 
manently enjoined  from  shipping  or 
selling  its  product  in  interstate  com- 
merce. 

The  seizure  action,  which  was  against 
Diapulse  units  belonging  to  a Norfolk, 
Va.,  hospital,  came  as  a result  of  a 
recent  court  ruling  which  upheld  the 
view  adopted  by  the  FDA  toward  the 
devices. 

The  FDA  has  determined,  on  the 
basis  of  laboratory  and  clinical  tests, 
that  there  are  no  known  therapeutic 
benefits  to  be  received  from  use  of  the 
Diapulse.  The  machine  resembles  a 
conventional  diathermy  machine,  which 
is  used  to  produce  a deep-heat  treat- 
ment. 

The  FDA  reported  that  more  than 
4,000  Diapulse  machines  have  been 
distributed  throughout  the  United 
States  and  in  several  foreign  countries. 
Purchasers  of  the  $2,400  to  $3,000 
devices  include  hospitals,  clinics,  doc- 
tors of  medicine,  chiropractors,  and 
others. 

Medicare  form  changed 
as  result  of  TMA  protest 

New  wording  will  appear  on  the  revised 
Form  SSA-1490,  which  is  used  in  the 
Medicare  program,  as  a result  of  pro- 
test by  the  Texas  Medical  Association. 

Several  months  ago,  the  TMA  Coun- 
cil on  Tax-Financed  Flealth  Care  Pro- 
grams and  then  Association  President 
Dr.  James  H.  Sammons  wrote  to 
Thomas  Tierney,  director  of  the  Bu- 
reau of  Health  Insurance,  commenting 
that  the  following  statement  which 
appeared  on  a newer  version  of  the 
form  was  objectionable.  The  statement 
read:  “I  accept  assignment  and  will 
accept  the  charge  determination  of  the 
Medicare  carrier  as  the  full  charge.” 

The  letter  to  Mr.  Tierney  pointed  out 
that  the  statement  was  inaccurate 
because  it  did  not  mention  that  the 
physician  is  permitted  to  bill  the  pa- 
tient for  those  portions  such  as  the 
unpaid  $50  deductible  and  the  20% 
coinsurance,  as  well  as  for  services 
not  covered  under  the  Medicare  pro- 
gram. 

In  response,  Mr.  Tierney  agreed  to 


change  the  language  of  the  statement 
on  the  next  printing  of  the  form  to 
reflect  the  patient’s  liability.  The  De- 
partment of  Health,  Education,  and 
Welfare  also  provided  Texas  with  ap- 
proximately 500,000  copies  of  the  old 
form  without  the  objectionable  state- 
ment for  interim  use,  and  that  supply 
of  old  forms  was  expected  to  be  ex- 
hausted sometime  in  July. 

The  new  Form  SSA-1490,  which  will 
be  used  in  the  future,  will  include  the 
new  wording  which,  while  it  was  not 
that  suggested  by  TMA  officials,  does 
more  accurately  reflect  the  patient's 
liability.  The  wording,  as  adopted  by 
the  Bureau  of  Health  Insurance,  is  as 
follows:  “In  assigned  cases,  the  patient 
is  responsible  only  for  the  deductible, 
coinsurance,  and  noncovered  services. 
Coinsurance  and  the  deductible  is 
based  on  the  charge  the  carrier  deter- 
mines to  be  ‘reasonable’  if  this  is  less 
than  the  charge  submitted.” 

Two  products  with  same 
name  reported  by  FDA 

The  Food  and  Drug  Administration  has 
alerted  members  of  the  medical  pro- 
fession and  pharmacists  to  the  fact 
that  two  different  antibiotic  products 
are  being  promoted  under  the  identical 
brand  name  "Promycin.” 

One  of  the  products,  250  mg  tetra- 
cycline hydrochloride  capsules,  has 
been  distributed  under  the  brand  name 
Promycin  since  May,  1971,  by  Parkdale 
Medical  Services,  located  in  San  An- 
tonio. The  other  product,  250  mg  chlor- 
amphenicol capsules,  is  identified  on 
page  14  of  the  product  identification 
section  of  the  1972  Physicians’  Desk 
Reference  under  the  brand  name  Pro- 
mycin. This  second  chloroamphenicol 
Promycin  is  manufactured  by  Houston 
Biochemicals  International,  Inc.,  in  Fos- 
ter City,  Calif.,  and  is  not  marketed  in 
the  United  States. 

On  June  23,  1972,  Parkdale  Medical 
Services  was  advised  by  the  FDA  of  the 
identical  brand  name,  and  the  firm  in- 
itiated a recall  of  its  tetracycline  hydro- 
chloride Promycin.  Parkdale  has  chang- 
ed the  name  of  its  product  to  “PMS- 
250,”  and  all  outstanding  stocks  in 
commercial  channels  are  being  re- 
labeled with  the  new  name. 

The  FDA  notes,  however,  that  there 
is  a possibility  that  a prescription  for 
the  Promycin  brand  of  tetracycline  hy- 
drochloride could  be  filled  with  chlor- 
amphenicol by  generic  substitution  if 
the  pharmacist  uses  the  1972  Physi- 
cians’ Desk  Reference  to  determine  the 


identity  of  Promycin.  One  such  substi- 
tution has  already  occurred,  reported 
FDA  officer  Raymond  V.  MIecko,  al- 
though it  was  understood  that  the  drug 
was  not  actually  administered.  Of 
course,  the  substitution  of  chloram- 
phenicol for  tetracycline  hydrochloride 
could  constitute  a threat  to  the  pa- 
tient’s health  and  safety,  as  serious 
and  fatal  blood  dyscrasias  are  known 
to  have  occurred  after  the  administra- 
tion of  chloramphenicol. 

Marine  scientist  moving 
team,  vessel  to  Galveston 

A scientist  described  by  his  colleagues 
and  the  president  of  The  University  of 
Texas  Medical  Branch  as  "the  patri- 
arch of  all  scientific  effort  relating  to 
the  earth  and  the  sea”  is  bringing  his 
team — and  a 250-foot  research  vessel 
— ^to  the  UT  Marine  Biomedical  Insti- 
tute in  Galveston. 

Dr.  Maurice  Ewing,  director  of  the 
Lamont-Doherty  Geological  Observa- 
tory, is  moving  to  the  MBI,  along  with 
his  team  of  widely  acclaimed  scientific 
authorities. 

The  UT  System  board  of  regents  has 
authorized  a $1.5  million  expenditure 
for  facilities  and  equipment  to  accom- 
modate the  move  of  Dr.  Ewing. 

Arrangements  will  also  be  made  to 
establish  Galveston  as  the  home  port 
for  the  team’s  research  vessel,  the 
Robert  D.  Conrad,  which  has  been  fur- 
nished to  Dr.  Ewing  and  sponsored  by 
the  US  Office  of  Naval  Research.  The 
research  vessel  has  a permanent  crew 
of  19  and  an  annual  operating  budget 
of  approximately  $700,000. 

UTMB  president  Dr.  Truman  G. 
Blocker  said,  “This  move  is  another 
phase  in  a series  of  steps  taken  on  the 
part  of  the  UT  System  to  establish  a 
national  center  for  marine  science  of 
extraordinary  excellence  in  Galveston.” 

Dr.  Blocker  added,  “We  are  launch- 
ing a truly  unique  and  exciting  pro- 
gram combining  marine  biomedicine 
with  the  marine  physical  sciences  to 
produce  knowledge  for  the  use  and 
benefit  of  mankind.” 

Dr.  Ewing,  a native  Texan,  was  born 
in  Lockney  and  attended  Rice  Univer- 
sity in  Houston  as  a Hohenthal  scholar. 
He  received  his  PhD  degree  in  1931.  A 
member  of  the  National  Academy  of 
Sciences  and  a foreign  member  of  the 
Royal  Society  of  London,  he  has  been 
recognized  for  his  scholarly  achieve- 
ments with  citations  and  honorary  de- 
grees from  more  than  two  dozen  insti- 
tutions and  organizations. 
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Federal  funds  needed 
for  building  programs 

Medical  schools  must  receive  substan- 
tial amounts  of  federal  funds  for  con- 
struction during  the  next  several  years 
if  they  are  to  achieve  the  goal  of  in- 
creasing the  number  of  practicing  phy- 
sicians, the  American  Medical  Associa- 
tion testified. 

Representatives  of  the  AMA  empha- 
sized this  view  in  recent  hearings 
before  a subcommittee  of  the  US 
House  of  Representatives. 

AMA  trustee  Dr.  Raymond  T.  Holden, 
appearing  before  the  committee  on 
appropriations’  subcommittee  on  labor 
and  health,  education  and  welfare, 
said  that  the  AMA  “is  convinced  that 
the  federal  government  must  con- 
tinue to  make  substantial  construction 
grants  to  medical  schools”  to  enable 
them  to  complete  their  expansion  pro- 
grams. The  AMA  Newsletter  noted  that 
the  Nixon  administration  has  proposed 
that  the  federal  construction  program 
for  medical  schools  be  terminated  by 
July  1,  1973. 

In  his  testimony  to  the  subcommit- 
tee, Dr.  Holden  pointed  out  that  many 
medical  schools,  including  some  of  the 
new  ones,  are  “absolutely  dependent” 
on  federal  construction  funds. 

Dr.  Holden  also  passed  on  to  the 
subcommittee  the  AMA’s  recommen- 
dation that  full  funding  of  the  $3,500 
formula  assistance  grant  per  student 
be  made.  That  level  of  funding  is 
essential  if  medical  schools  are  to  dis- 
charge their  obligations  and  meet  rec- 
ognized needs  to  increase  medical 
manpower,  said  the  AMA  trustee.  He 
noted  that  Congress  authorized  $2,500 
per  student,  but  actually  only  71%  of 
that  amount  has  been  paid  out. 

The  AMA  further  urged  to  the  sub- 
committee that  $20  million  be  provided 
in  fiscal  year  1973  to  support  training 
of  family  practitioners  and  that  the  full 
appropriation  of  $80  million  in  grants 
to  states  for  alcoholism  treatment  and 
rehabilitation  programs  be  authorized. 
Limited  funding  of  contract  practice 
experiments  (that  Is,  health  mainte- 
nance organizations)  was  also  advo- 
cated by  the  AMA,  but  the  national 
medical  organization  opposed  a re- 
quested $15  million  budget  cut  in  man- 
power development  programs  of  the 
National  Institutes  of  Mental  Health. 

In  addition  to  Dr.  Holden,  Dr.  C.  H. 
William  Ruhe,  director  of  the  AMA’s 
division  of  medical  education,  also 
testified  at  the  hearings. 

On  the  state  level,  TMA  through  its 


House  of  Delegates  called  for  release 
of  the  full  appropriation  made  for  med- 
ical school  construction.  The  Council 
on  Medical  Education  and  Hospitals 
reported  to  the  Reference  Committee 
on  Miscellaneous  Business  that  medi- 
cal school  administrators  found  there 
was  a large  discrepancy  between  the 
$146  million  included  in  the  compro- 
mise legislation  passed  by  Congress 
and  the  funds  which  had  actually  been 
released  for  construction  purposes. 
“This  amount  is  far  short  of  the  funds 
needed  for  the  expanding  medical 
school  enrollments,”  read  the  council’s 
report. 

The  council  recommendation  that 
release  of  the  full  appropriation  for 
medical  school  construction  be  sup- 
ported by  the  Association  was  ap- 
proved by  the  reference  committee 
and  by  the  House  of  Delegates. 

Account  management 
class  dates  announced 

A new  series  of  account  management 
classes,  sponsored  by  The  University 
of  Texas  Division  of  Extension,  Distrib- 
utive Education  Department,  will  begin 
in  September. 

Designed  especially  for  medical,  den- 
tal, and  hospital  personnel,  the  classes 
feature  three  sessions  covering  more 
than  25  topics.  The  first  session  in- 
cludes a discussion  of  ways  to  develop 
human  resources  so  that  the  patient 
and  the  public  might  be  better  served. 
The  second  session  will  feature  a pa- 
tient-problem workshop,  and  the  third 
session  will  devote  time  to  discussion 
of  (1)  account  control,  (2)  collection, 
and  (3)  legal  considerations. 

The  special  medical,  dental,  and  hos- 
pital accounts  management  courses, 
their  dates,  the  places  they  will  be  held, 
and  who  to  contact  for  additional  in- 
formation are  listed  below: 

Dallas,  Sept.  11-13,  contact  Credit  Bu- 
reau Services. 

Houston,  Sept.  19-21,  contact  Credit 
Bureau  of  Greater  Houston. 

San  Angelo,  Oct.  2-4,  contact  Credit 
Bureau. 

Abilene,  Nov.  7-9,  contact  Credit  Bu- 
reau Services. 

Austin,  Nov.  13-15,  contact  the  Ameri- 
can Association  of  Medical  Assistants, 
State  of  Texas,  Travis  County  Chapter. 
Galveston,  Dec.  4-6,  contact  Credit  Bu- 
reau Services. 

In  addition  to  the  special  medical- 
oriented  courses,  a general  accounts 
management  course  will  be  held  in  sev- 


eral other  Texas  towns.  Medical  per- 
sonnel attending  these  general  classes 
will  receive  special  materials  on  appli- 
cation of  procedures  to  the  health  pro- 
fession. 

General  accounts  management  cours- 
es will  be  offered  as  follows: 

Baytown,  Sept.  25-27,  contact  the  Cred- 
it Bureau  for  more  details. 
Arlington-Hurst,  Oct.  10-12,  contact 
Credit  Bureau  Services. 
Waxahachie-Ennis,  Oct.  16-18,  contact 
Credit  Bureau  Services  and  Retail  Mer- 
chants Association. 

Sweetwater,  Oct.  31-Nov.  2,  contact 
Credit  Bureau. 

UT  medical  schools  get 
heart  research  funds 

Professors  at  two  University  of  Texas 
System  medical  components  have  re- 
ceived grants  to  study  various  aspects 
of  heart  disease  and  stroke. 

Dr.  William  S.  Fields,  professor  of 
neurology  at  The  University  of  Texas 
Medical  School  at  Houston,  will  serve 
as  principal  investigator  for  two  proj- 
ects funded  by  the  National  Heart 
and  Lung  Institute.  The  institute  has 
awarded  two  grants  totaling  $110,000 
to  the  Houston  medical  school. 

One  $50,000  grant  given  to  UTMSH 
will  be  used  to  organize  a study  de- 
signed to  measure  the  efficiency  of 
aspirin  as  an  anti-clotting  agent  in  pre- 
venting stroke  and  heart  attack.  The 
second  grant,  worth  $60,000,  will  be 
used  by  Dr.  Fields  in  preparing  a 
monograph  detailing  the  results  of  a 
12-year  study  of  extracranial  arterial 
occlusive  disease  as  a cause  of  stroke. 
The  monograph  will  bring  together  the 
results  of  an  extensive  research  project 
involving  24  medical  institutions  in  a 
study  that  was  made  to  determine  the 
benefits  of  operations  to  remove  ob- 
structions in  surgically  accessible  loca- 
tions of  the  body. 

Four  professors  at  The  University  of 
Texas  Medical  School  at  San  Antonio 
will  be  involved  in  heart  research  there. 
New  grants  totaling  $18,888  were 
recently  awarded  to  UT  San  Antonio  by 
the  San  Antonio  chapter  of  the  Ameri- 
can Heart  Association. 

UTMSSA  grant  recipients  and  the 
amounts  they  received  include  Dr. 
Oliver  Carrier,  Jr.,  associate  professor 
of  pharmacology,  $2,075;  Dr.  Vernon  S. 
Bishop,  associate  professor  of  pharma- 
cology, $6,110;  Dr.  Jim  B.  Norton,  Jr., 
assistant  professor  of  pediatrics,  $5,- 
030;  and  Dr.  D.  F.  Peterson,  instructor 
in  pharmacology,  $5,665. 
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First-place  winner  in  the  Texas  Medicine  Award  competition  for  excellence  in  scientific 
writing,  Ronald  J.  Taska  (right)  accepts  his  certificate  and  a check  for  $300  from  Texas 
Medical  Association  trustee  Dr.  C.  W.  Yates  of  Rosenberg.  Taska,  a medical  student  at 
Baylor  College  of  Medicine,  won  the  award  for  a paper  on  his  research  on  the  distribution 
of  mescaline-’*C  in  monkeys.  His  paper  will  be  featured  in  the  September  issue  of  the 
journal. 


Honor  graduates  named 

Outstanding  graduates  of  Texas  medi- 
cal schools  were  honored  during  May 
and  June  commencement  exercises  for 
their  work  during  medical  school. 

Selected  by  his  fellow  senior  class- 
mates to  receive  the  Gold-Headed  Cane 
Award  at  The  University  of  Texas  Med- 
ical Branch  at  Galveston  was  Ace  H. 
Alsup,  III.  The  Gold-Headed  Cane,  which 
was  first  given  at  UTMB  in  1960,  is 
presented  to  the  graduating  senior 
who  best  epitomizes  the  ultimate  in 
patient  care. 

Dr.  Alsup,  who  had  distinguished 
himself  academically  and  clinically, 
had  been  named  to  the  dean’s  list 
each  year  and  was  selected  outstand- 
ing junior  student  in  1970-1971.  He 
served  as  president  of  Mu  Delta  honor- 
ary medical  service  society  and  was 
active  in  Phi  Chi  medical  fraternity  and 
Alpha  Omega  Alpha  honorary  medical 
fraternity.  A native  of  Temple,  Dr. 
Alsup  also  has  a BA  degree  in  zoology 
from  The  University  of  Texas.  He  plans 
to  intern  at  UTMB  and  later  to  set  up 
a private  practice  in  a small  town. 

At  The  University  of  Texas  South- 
western Medical  School  at  Dallas,  the 
Ho  Din  award  was  bestowed  on  Dr. 
Joseph  Earl  Davis,  Jr.,  of  Edinburg. 
The  award,  which  is  the  highest  honor 
given  at  Southwestern's  graduation 
ceremonies,  symbolizes  not  only  medi- 
cal wisdom  but  also  the  quality  of 
human  understanding.  The  honor  is 
made  each  year  by  Southwestern  Medi- 
cal Foundation. 

Dr.  Davis  also  was  the  recipient  of 
one  of  four  Dallas  County  Medical 
Society  scholarships,  a State  of  Texas 
merit  scholarship,  and  a Roche  Labora- 
tories award;  he  was  also  elected  to 
Alpha  Omega  Alpha  honorary  medical 
fraternity. 

Special  awards  given  to  graduates 
of  Baylor  College  of  Medicine  included 
the  following:  Scott  Sanford,  John 
Richard  Fox  award;  Leslie  Glenn  Pool, 
Phi  Chi  medical  fraternity  award;  Rob- 
ert Keith  Wilson,  award  for  excellence 
in  pharmacology;  Nelda  Ann  Park 
Wray,  American  Medical  Women’s  As- 
sociation award,  Houston  branch;  Rod- 
ney Charles  Richie,  Upjohn  achieve- 
ment award;  Richard  James  Wallace, 
Jr.,  Stuart  A.  Wallace  award  for  excel- 
lence in  pathology;  Nelda  Ann  Park 
Wray,  outstanding  student  in  internal 
medicine:  John  Gifford  Boyce-Smith, 
Moody  C.  Bettis  memorial  award  for 
excellence  in  community  medicine; 
Carrol  Dean  Cagle,  award  for  general 
excellence  in  psychiatry;  John  Francis 


Irwin,  Herman  W.  Johnson  award  in 
obstetrics  and  gynecology;  Gary  Alvin 
Haakenson,  H.  J.  Ehlers  award  in  sur- 
gery; Lear  Von  Koch,  award  for  general 
excellence  in  surgery:  Jeffrey  William 
Rohifing,  Stanley  W.  Olson  award  for 
academic  excellence;  and  John  Mintzer 
Zarling,  Sigma  Xi  research  award  for 
outstanding  dissertation.  Rice  Chapter 
of  Sigma  Xi. 

Foundation  funds  study 
of  antibiotics  in  infants 

A three-year  grant  of  $135,964  from 
The  John  A.  Hartford  Foundation  has 
been  awarded  to  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas  for  the  comprehensive  study  of 
antibiotics  in  newborn  and  young  in- 
fants. Dr.  George  H.  McCracken,  Jr., 
associate  professor  of  pediatrics,  will 
be  principal  investigator  for  the  study. 

Announcement  of  the  grant  was 
made  jointly  by  Harry  B.  George, 
president  of  the  foundation,  and  Dr. 
Charles  C.  Sprague,  dean  of  the  medi- 
cal school. 

“Until  recently,  there  has  been  a 


relative  void  in  our  knowledge  of  the 
pharmacology  of  antibiotics  in  newborn 
infants,’’  Dr.  McCracken  explained.  “In 
the  past,  information  obtained  from 
adult  volunteers  was  used  to  estimate 
dosages  and  effects  of  antibiotics  in 
infants.  This  resulted  in  toxic  reactions 
to  some  drugs  because  the  infant’s 
mechanisms  of  handling  these  drugs 
were  relatively  immature.”  The  impor- 
tance of  these  studies  is  further  em- 
phasized by  the  fact  that  antibiotics  are 
the  drugs  most  frequently  administered 
to  newborn  and  young  infants. 

The  Southwestern  researcher  said 
that  the  grant  will  allow  for  continua- 
tion and  expansion  of  existing  studies 
designed  to  evaluate  the  pharmacol- 
ogy, effectiveness,  and  safety  of  anti- 
biotics in  newborn  and  young  infants. 

Closely  related  to  this  study  will  be 
another  investigation  coordinated  by 
Dr.  McCracken  which  involves  14  med- 
ical centers  in  North  and  South  Ameri- 
ca. Different  antibiotics  will  be  evalu- 
ated under  controlled  conditions  to 
determine  their  effectiveness  in  infec- 
tious diseases  too  rare  to  be  studied 
by  any  one  institution. 
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Allied  health  school  at 
Dallas  to  add  courses 

A program  of  teacher  education  in 
health-care  specialties  will  be  one  of 
four  new  course  offerings  added  this 
fall  to  the  curriculum  of  the  School  of 
Allied  Health  Professions  of  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas. 

The  program,  leading  to  a bachelor 
of  science  degree  in  allied  health  edu- 
cation, will  enroll  some  75  part-time 
students  in  its  first  classes,  announced 
Dr.  John  W.  Schermerhorn  (PhD),  dean 
of  the  School  of  Allied  Health  Profes- 
sions. 

Dean  Schermerhorn  also  announced 
the  appointment  of  Dr.  John  J.  HedI, 
Jr.,  research  associate  in  the  Compu- 
ter-Assisted Instruction  Center  at  Flori- 
da State  University,  as  director  of  the 
allied  health  education  program.  Dur- 
ing the  past  year.  Dr.  HedI  has  served 
as  project  director  of  a Public  Service 
Careers  program  at  Florida  State, 
which  trained  low-income  persons  in  a 
variety  of  skills.  He  holds  degrees  in 
psychology  from  Pennsylvania  State 
and  Florida  State  Universities. 

The  new  director  assumed  his  post 
at  the  School  of  Allied  Health  Profes- 
sions on  June  1. 

The  new  health  education  curricu- 
lum will  be  aimed  at  preparing  profes- 
sionals already  working  in  health  fields 
to  teach  their  specialties,  explained 
Dr.  Harry  J.  Parker,  the  school’s  asso- 
ciate dean.  Classes  will  be  scheduled 
after  daytime  working  hours  so  that 
students  may  enroll  for  a maximum  of 
two  courses  per  semester  while  con- 
tinuing their  regular  jobs,  he  said. 

The  degree  plan  will  require  students 
who  have  completed  a minimum  of  90 
hours  of  college  work  elsewhere  to  take 
36  semester  hours  at  the  School  of 
Allied  Health  Professions.  Instruction  at 
the  allied  health  school  will  include 


practice  teaching  and  such  basics  as 
educational  psychology  and  curriculum 
planning.  Dr.  Parker  said.  From  four  to 
six  courses  will  be  offered  the  first 
semester. 

Also  slated  to  begin  this  fall  is  a 
program  in  instructional  media  tech- 
nology. This  course  of  study,  to  be  con- 
ducted at  Southwestern  Medical  School 
by  its  department  of  medical  art  and 
visual  education,  will  offer  training  in 
medical  photography,  art,  television, 
and  other  techniques  related  to  graphic 
and  electronic  instructional  aids.  Grad- 
uates will  be  qualified  to  prepare  edu- 
cational programs  at  hospitals,  health 
agencies,  and  schools. 

Two  other  new  courses  of  instruction 
announced  earlier  are  a physicians’ 
assistants  training  program  and  a 
master’s  degree  offering  in  rehabilita- 
tion counseling.  These  will  bring  to 
eight  the  number  of  health-career 
courses  being  taught  at  Southwest- 
ern’s School  of  Allied  Health  Profes- 
sions, which  opened  its  doors  in  1970. 
Enrollment  in  the  school  is  expected  to 
climb  from  the  current  65  to  about 
150  by  September. 

Basic  science  examiners 
schedule  test  Oct.  13-14 

Oct.  13  and  14  have  been  set  as  the 
dates  for  the  next  examination  of  the 
Texas  State  Board  of  Examiners  in  the 
Basic  Sciences. 

Applications  for  the  October  exam- 
ination must  be  complete  and  in  the 
office  of  the  board  by  Sept.  15,  1972. 
All  necessary  documents  and  informa- 
tion must  be  in  the  applicant’s  file  by 
that  date  also. 

Details  as  to  time  and  place  of  the 
examination  may  be  obtained  from  the 
board’s  executive  secretary  by  writing 
the  Texas  State  Board  of  Examiners  in 
the  Basic  Sciences,  1012  State  Office 
Bldg.,  Austin  78701. 


The  Texas  board  reminds  all  con- 
cerned that  the  certificate  in  the  basic 
sciences  acquired  by  successfully  pass- 
ing the  examination  is  the  only  one 
valid  for  reciprocity  with  other  state 
basic  sciences  boards.  Texas  has  reci- 
procity with  the  basic  sciences  boards 
of  Alabama,  Alaska,  Arkansas,  Colo- 
rado, Iowa,  Kansas,  Michigan,  Minne- 
sota, Nebraska,  Nevada,  New  Mexico, 
Oklahoma,  Oregon,  South  Dakota,  Ten- 
nessee, Washington,  Rhode  Island,  and 
Wisconsin. 

Outstanding  educators 
at  Medical  Branch  named 

Students  at  The  University  of  Texas 
Medical  Branch  at  Galveston  selected 
five  of  the  school’s  faculty  members 
as  outstanding  educators.  Each  of  the 
four  classes  in  the  School  of  Medicine 
chose  one  instructor  (or  two,  in  the 
case  of  the  freshman  class)  for  the 
honors. 

Selected  by  the  freshman  class  to 
jointly  receive  the  Jimmy  Doyle  Dickins 
Memorial  Faculty  Award  were  Dr.  Rich- 
ard E.  Coggeshall,  chief  of  the  ultra- 
structure section  of  the  Marine  Bio- 
medical Institute  and  professor  of 
anatomy,  and  Dr.  Eberhardt  K.  Sauer- 
land,  professor  of  anatomy.  This 
award,  which  was  given  for  the  first 
time  this  year,  is  in  memory  of  a third- 
year  medical  student  who  died  in  an 
airplane  crash  in  1970. 

The  Student  American  Medical  Asso- 
ciation Golden  Apple  Awards,  given 
annually  to  the  outstanding  pre-clinical 
and  clinical  instructors,  went  to  Dr. 
Ninfa  Cavazos  and  Dr.  Alvin  L.  Le- 
Blanc.  Sophomore  students  picked  Dr. 
Cavazos,  director  of  the  neuropathol- 
ogy division  and  assistant  professor  of 
anatomy,  as  most  outstanding  pre- 
clinical  instructor,  while  the  junior  class 
voted  Dr.  LeBlanc,  associate  professor 
of  obstetrics  and  gynecology,  the  out- 
standing clinical  faculty  member. 

Dr.  Phillip  L.  Poffenbarger,  assistant 
professor  in  the  department  of  internal 
medicine  and  human  genetics,  was 
selected  by  the  senior  class  to  receive 
the  James  W.  Powers  Memorial  Faculty 
Award.  This  award,  established  in  1966 
in  honor  of  a former  faculty  member, 
is  presented  to  the  teacher  of  clinical 
subjects,  who,  by  his  example  and 
instruction,  has  contributed  in  an 
eminent  way  to  making  students  capa- 
ble practitioners  of  medicine. 

Winners  of  the  awards  were  an- 
nounced at  the  annual  honors  and 
awards  convocation  held  June  7, 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 
on  mutual  funds.)  Original  Net  asset 

price  ^ value  per  share \ 

Investment  media  9-30-68  6-30-72  6-30-72"^ 


Mercantile  National  Bank  Stock  Fund 

$10.25 

$12.49 

$12.49 

Loomis-Sayles  Capital  Development  Fund 

14.20 

13.86 

16.05 

T.  Rowe  Price  Growth  Stock  Fund 

25.93 

32.85 

36.51 

Loomis-Sayles  Mutual  Fund 

16.82 

15.30 

19.20 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

23.95 

30.53 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

11.32 

11.32 

♦Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Pbosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro -Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

ANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 
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1971  claims  record  for 
number  of  licenses  issued 

The  largest  number  of  MDs  to  be  li- 
censed in  Texas  in  any  one  year  was 
recorded  in  1971,  according  to  Dr.  M. 

H.  Crabb,  secretary-treasurer  of  the 
Texas  State  Board  of  Medical  Exam- 
iners. 

Dr.  Crabb  reported  that  a total  of 

I, 040  doctors  of  medicine  were  issued 
licenses  last  year — 599  by  reciprocity 
and  441  by  examination.  Only  38  MDs 
failed  the  examination  last  year  for  a 
failure  rate  of  8%,  less  than  Vs  of  the 
national  rate  of  27%  for  all  those  who 
took  licensure  examinations  in  all 
states. 

Texas  licensed  104  graduates  of  for- 
eign medical  schools  during  1971,  of 
which  99  were  by  examination  and  five 
by  reciprocity.  The  failure  rate  of  for- 
eign medical  graduates  on  the  Texas 
examination  was  24%. 

Forty-three  osteopathic  physicians 
were  licensed  by  the  board  last  year, 
according  to  Dr.  Crabb.  All  were  li- 
censed by  reciprocity  as  no  DCs  took 
the  examination. 

Get  in  shape  for  sports 
advises  Bud  Wilkinson 

Bud  Wilkinson,  the  former  Oklahoma 
football  coach  and  now  a member  of 
the  President’s  Council  on  Physical 
Fitness  and  Sports,  suggested  in  a 
recent  issue  of  Today’s  Health  that  an 
amateur  athlete  should  check  to  see  if 
he’s  in  condition  before  he  tries  to 
“burn  up”  the  court  or  course. 

One  way,  reported  Wilkinson,  to  test 
physical  fitness  is  to  climb  up  and 
down  a chair  steadily  60  times  in  two 
minutes.  The  amateur  should  then  rest 
for  one  minute  and,  after  resting,  take 
his  pulse.  Pulse  rate  should  be  less 
than  100  beats  per  minute;  if  the  rate 
is  greater  than  100  beats  per  minute, 
conditioning  exercises  are  needed,  said 
Wilkinson. 

He  added  that  the  player  of  every 
sport  requires  conditioned  heart  and 
lungs.  “To  perform  well  at  any  sport, 
you  need  stamina,  and  the  best  way  to 
develop  stamina  is  to  condition  your 
heart  and  lungs,”  he  commented. 

The  former  coach  counseled  that  the 
conditioning  process  should  be  started 
slowly  by  walking  a quarter  of  a mile 
at  a slow  pace  three  or  four  times  a 
week.  This  pace  should  be  held  until 
it  presents  no  strain,  he  said,  and  then 
the  pace  or  distance,  or  both,  should 
be  increased  gradually. 

When  the  athlete  reaches  the  point 


in  the  conditioning  process  where  he 
is  going  a half  mile  at  a fast  pace, 
then  he  should  go  on  to  some  specific 
exercises  which  have  been  specially  de- 
signed for  the  amateur  athlete  by  Wil- 
kinson. 

Everybody  should  do  warmups,  ad- 
vised Wilkinson,  adding  that  the  older 
the  athlete  the  more  need  there  is  to 
stretch  and  loosen  the  muscles. 

Speaker  urges  MDs  to 
promote  physical  fitness 

Physicians  attending  the  Friday,  May 
12,  general  meeting  luncheon  at  the 
Annual  Session  of  the  Texas  Medical 
Association  were  called  upon  by  Capt. 
James  A.  Lovell,  USN,  NASA  astronaut 
and  chairman  of  the  President’s  Coun- 
cil on  Physical  Fitness  and  Sports,  to 
help  “get  Americans  off  their  seats 
and  onto  their  feet.” 

Capt.  Lovell,  the  world’s  most  ex- 
perienced space  traveler  who  also 
serves  as  consultant  to  the  President 
for  physical  fitness  and  sports,  pointed 
out  that  there  is  really  no  serious  ques- 
tion about  the  desirability  of  being 
physically  fit.  “Most  Americans  today 
accept  fitness  as  one  of  the  essential 
elements  of  good  health,”  he  said. 

In  fact,  added  Lovell,  the  Council  on 
Physical  Fitness  and  Sports  has  suc- 
ceeded quite  well  in  its  efforts  to  pro- 
mote physical  fitness.  “The  big  job,” 
he  said,  “is  to  motivate  people  to  ap- 
ply physical  fitness  techniques.” 

Lovell  also  commented  that  there  is 
evidence  that  the  role  of  organized 
sports  in  physical  fitness  is  somewhat 
exaggerated.  Quoting  one  of  his  prede- 
cessors as  council  chairman  and  Presi- 
dential consultant,  former  coach  Bud 
Wilkinson,  Lovell  said,  “There  is  too 
much  emphasis  on  the  exhibitions  of 
skill  by  a talented  few,  at  the  expense 
of  active  participation  by  the  many.” 
In  regard  to  this  problem,  Lovell  noted 
that  the  Council  on  Physical  Fitness 
and  Sports  surveyed  the  organized  ath- 
letic programs  of  several  high  schools 
across  the  nation  and  found  some 
startling  statistics.  They  discovered  that 
in  none  of  the  schools  were  there  more 
than  about  300  boys  involved  in  varsity 
athletics.  In  addition,  the  survey  indi- 
cated that  these  same  boys  dominated 
all  sports  throughout  the  year — track, 
football,  baseball,  and  basketball.  The 
boys  were  also  the  same  ones  who  in 
their  younger  years  were  active  in  Lit- 
tle League  baseball  and  group  swim- 
ming activities. 

However,  noted  Lovell,  a great  deal 
of  information  and  knowledge  about 


physical  conditioning  and  the  preven- 
tion, treatment,  and  rehabilitation  of 
injuries  have  been  a product  of  sports 
medicine. 

“We  need  to  review  priorities, 
though,”  said  Lovell.  As  an  example, 
he  reported  that  voters  in  one  mid- 
western  town  rejected  one  part  of  a 
bond  election  that  called  for  expansion 
of  local  sports  and  physical  education 
programs,  but  in  the  same  election 
okayed  the  sale  of  bonds  to  construct 
a stadium  for  a professional  football 
team. 

“We  need  the  same  enthusiasm  for 
physical  fitness  as  we  do  for  organized 
sports,”  said  Lovell.  He  urged  MDs  to 
look  upon  the  promotion  of  physical 
fitness  programs  for  their  patients  as 
an  opportunity  to  practice  preventive 
medicine. 

Lovell  also  cited  lack  of  time,  staff, 
facilities,  and  money  as  problems  in 
building  physical  fitness  programs.  But, 
according  to  Lovell,  there  are  at  least 
three  answers  to  the  question  of 
money: 

1.  “We  can’t  afford  not  to  have  good 
fitness  programs,  in  terms  of  what 
they  can  do  for  the  health  and  happi- 
ness of  our  people.” 

2.  “If  we  can  afford  lavish  sports 
facilities,  we  can  afford  the  relatively 
inexpensive  necessities  of  a fitness 
program.” 

3.  “We  already  have  leaders  and 
facilities  that  are  not  being  used.” 

Speaking  to  the  final  point,  Lovell 
noted  that  taxpayers  have  some  $100 
billion  invested  in  public  schools  that 
operate  only  eight  hours  a day  for  180 
days,  thus  denying  full  access  to  pub- 
lic facilities. 

Basically,  concluded  Lovell,  physical 
fitness  involves  a question  of  human 
motivation.  He  asked  physicians  to  take 
an  active  part  in  sharing  concern  for 
the  physical  fitness  of  Americans. 


Emergency  medical  technician  (left)  with  the 
ambulance  service  of  the  Houston  Fire  De- 
partment explains  the  operation  of  the  city- 
owned  and  operated  emergency  service  sys- 
tem to  Capt.  James  A.  Lovell,  Annual  Ses- 
sion guest  speaker. 
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infected, 
or  open  to  infection... 

choose  the  topieals 
that  give  yovu*  patient- 


broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenicrisk— promptclinical  response 


Special  Petrolatum  Base 

Neosporin’ Ointment  . 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units;  f 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg.  i f 
neomycin. base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only.  * 

\miisliing  Cream  Base  f 

Neosporin-G  Cre^ 

(polymyxin  B-neomycin-gramicidin)  ' 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  f 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients-,  liquid  ; 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%; 
methyl paraben  as  preservative.  i 

In  tubes  of  15  g.  I 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  im 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  _■  - 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  "4 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi,  Approjriate 
rneasures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic^i 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  3 
neomycin.  The  possibility  of  such  c reaction  should  be  borne  in  mind.  3 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  Isl 
perforated.  These  products  are  contraindicated  in  those  individuals  whol 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  requ.  . from  Professional  Services 
Dept.  PML. 


Wellcome 


/ 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


When  you  select  this  familiar  antibiotic  for 
IV  inliision  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  ( lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  rangei 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1.8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


\ 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
^exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

) Eifective  gram-positive  antibiotic: 
Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
! not  been  established. 

I Lincocin  may  be  used  with  other 
j antimicrobial  agents:  Since  Lincocin 
I is  stable  over  a wide  pH  range,  it  is 
i suitable  for  incorporation  in 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  ( lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin, as  in  vitro  antagonism 
has  been  reported. 

Lincocirr 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochIoride,Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
I produced  local  irritation  or  phlebitis, 
j when  given  as  recommended.  Lincocin 
; is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


^Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OE  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  //ewopo/er/c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
rcacf/onj’— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—S>k.iTi  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  repiorted.  Liver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  FV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  Tinnitus  and  vertigo  have 

been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 
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North  Carolina  professor 
presents  abortion  data 

Statistics  on  the  therapeutic  abortions 
performed  in  North  Carolina  since  that 
state’s  lawmakers  passed  a liberalized 
abortion  law  were  presented  to  physi- 
cians attending  the  Saturday,  May  13, 
scientific  session  of  the  Section  on 
Obstetrics  and  Gynecology  of  the  Texas 
Medical  Association. 

Dr.  William  E.  Easterling,  Jr.,  a guest 
speaker  for  the  1972  Annual  Session, 
reviewed  in  detail  the  experience  re- 
corded from  1967  to  1972  at  North 
Carolina  Memorial  Hospital,  the  teach- 
ing hospital  for  the  University  of  North 
Carolina  School  of  Medicine,  and  at 
11  non-university  hospitals  across  the 
state. 

Dr.  Easterling,  who  is  an  associate 
professor  of  obstetrics  and  gynecology 
at  North  Carolina,  reported  that  from 
January,  1967,  to  January,  1972,  there 
were  1,463  pregnancy  terminations  in 
the  North  Carolina  Memorial  Hospital. 
Similar  statistics  from  the  11  non-uni- 
versity hospitals  indicated  that  from 
1967  to  1970,  1,492  abortions  were 
performed  in  those  hospitals. 

Most  of  the  abortions — or  at  least, 
the  majority  at  the  North  Carolina 
Memorial  Hospital — were  performed  on 
patients  who  were  under  23  years  of 
age,  single,  and  pregnant  for  the  first 
time.  Dr.  Easterling  noted  that  only 
8%  of  the  total  number  of  abortion 
patients  requested  sterilization  at  the 
time  of  abortion.  “However,  when 
viewed  relative  to  parity,  . . . the  rising 
incidence  [of  sterilization]  is  more 
striking,  reaching  the  50%  level  in 
para  fives  and  over,’’  he  commented. 

The  guest  speaker  explained  that 
the  procedures  used  in  pregnancy  ter- 
minations have  been  changing.  In 
1969,  the  dilation  and  suction  evacua- 
tion (D&E)  began  to  replace  the  stan- 
dard curettage;  in  1971,  only  the  suc- 
tion apparatus  was  employed  in  gesta- 
tions up  to  12  weeks.  Last  year,  the 
D&E  procedure  was  used  in  41%  of 
the  pregnancy  terminations  performed 
at  the  Memorial  Hospital.  The  second 
most  used  method  of  interruption  was 
the  intraamniotic  saline  procedure 
(36%).  Other  methods  used  were  hys- 
terotomy (4%),  hysterectomy  (2%), 
and  prostaglandin  (17%). 

Dr.  Easterling  added  that  as  of  May, 
1971,  D&E  became  an  outpatient  pro- 
cedure for  all  but  the  occasional  com- 
plicated case.  Normally,  he  said,  pa- 
tients are  worked  up  on  Fridays  and 
return  on  Monday  mornings  for  abor- 


Dr.  William  E.  Easterling,  Jr.,  listed  abortion 
data  and  pointed  out  the  experiences  of 
North  Carolina  Memorial  Hospital  in  his 
presentation  to  the  TMA  Section  on  Ob- 
stetrics and  Gynecology  at  the  1972  Annual 
Session. 


tion.  When  the  intraamniotic  infusion 
procedure  is  used  (usually,  after  14 
weeks),  the  infusions  of  200  ml  of 
20%  saline  are  done  in  the  outpatient 
areas  on  Fridays  and  patients  admitted 
over  the  weekend  until  abortion  is 
complete.  The  Memorial  Hospital  data 
showed  “the  average  time  between 
infusion  and  abortion  was  36  hours,” 
noted  Dr.  Easterling. 

Indications  for  termination  of  preg- 
nancy among  the  1971  cases  at  North 
Carolina  Memorial  Hospital  were  by  far 
based  on  psychiatric  grounds.  A total 
of  96%  (or  636)  abortion  procedures 
were  performed  on  that  basis.  Only 
4%  (or  25)  of  the  pregnancy  termina- 
tions were  granted  based  on  non- 
psychiatric factors. 

Perhaps  the  most  serious  probiem 
encountered  thus  far,  said  Dr.  Easter- 
ling, is  the  relatively  high  number  of 
late  abortions.  Data  from  the  North 
Carolina  Memorial  Hospital  indicated, 
commented  Dr.  Easterling,  that  the 
problem  will  persist  and  that  denial 
of  pregnancy  by  the  frightened,  un- 
married young  woman  may  continue 
to  be  a significant  factor  for  some  time 
to  come. 

“In  conclusion,”  said  the  obstetri- 
cian-gynecologist,' “the  past  five  years 
in  North  Carolina  have  been  marked 
by  a striking  change  in  attitudes  and 
practices  as  more  individuals  assume 
their  responsibility  in  dealing  with  the 
socio-medical  problem  of  pregnancy 


termination.  A reliable  estimate  of  the 
number  of  abortions  in  this  state  in 
1971  places  the  figure  at  over  4,000. 
During  the  past  five  years,  some  ques- 
tions have  been  answered  and  others 
raised.  The  major  medical  problems 
remain  those  of  providing  a system 
and  personnel  to  handle  an  increasing 
number  of  terminations  and  getting 
patients  into  the  system  prior  to  12 
weeks  gestation.” 

Coal  tar  said  useful  as 
inflammation  suppressor 

Coal  tar  suppresses  early  cellular  in- 
flammation, and  this  may  explain  a 
number  of  its  toxic  and  therapeutic 
properties,  says  Dr.  Orville  J.  Stone  of 
Galveston. 

Speaking  before  the  Texas  Dermato- 
logical Society  May  13  in  San  Antonio, 
Dr.  Stone  stated  that  coal  tar  suppress- 
es inflammation  and  explained  how 
this  might  be  beneficial  in  treatment 
of  psoriasis. 

Dr.  Stone  reported  the  following  re- 
sults of  a study  on  the  effect  of  tar  on 
early  cellular  inflammatory  response. 

Five  percent  crude  coal  tar  in  petro- 
latum, 5%  pine  tar  in  petrolatum, 
1%  hydrocortisone  in  petrolatum,  and 
plain  petrolatum  were  applied  to  the 
backs  of  rabbits.  These  materials  were 
applied  daily  for  ten  days,  and  on  the 
1st,  5th,  10th,  15th,  and  20th  days 
of  the  study,  the  animals  were  injected 
with  0.1  cc  of  0.5%  sodium  lauryl 
sulfate,  a primary  irritant  that  produc- 
es a pustule  by  the  end  of  24  hours. 

The  only  substance  that  reduced  the 
pustule  formation  was  crude  coal  tar. 

The  crude  coal  tar  had  no  effect 
after  just  24  hours,  but  after  five  days, 
it  had  reduced  the  size  of  the  pustule 
by  35%.  The  tenth  day,  the  pustule 
was  reduced  66%,  and  at  15  days 
(five  days  after  the  last  application  of 
the  coal  tar),  the  pustule  remained 
suppressed  at  61%.  After  20  days  (10 
days  after  the  last  tar  had  been  ap- 
plied), the  reactivity  of  the  skin  had 
almost  returned  to  normal. 

Dr.  Stone  emphasized  that  the  effect 
of  tar  builds  up  slowly  and  then  lasts. 
He  said  consideration  should  be  given 
to  asking  a patient  with  psoriasis  to 
apply  small  amounts  of  coal  tar  to 
lesions  for  short  periods — maybe  just 
on  weeKends— during  times  when  in- 
flammation is  not  severe.  “Possibly,” 
remarked  Dr.  Stone,  “this  would  have 
a preventive  effect,  reducing  the  sever- 
ity of  recurrent  exacerbations  or  even 
preventing  some  of  them.” 
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SECURITY  SINCE  1912 


DASUAIW  INDEMNnV  EXDHANBE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


Contact  your  local  agent,  or 
Russell  Grace  Insurance 
2304  West  7th  Street  • Ft.  Worth,  Texas  76107 
(817)  332-9269  or 


What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier 
that  won’t  fade 
when  troubi 
conies. 


and 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with  inno- 
vations and  new  developments  in  this  clouded,  sensitive  area  of  liability 
protection.  And  the  one  that  doesn’t  talk  malpractice  coverage  just  to 
get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Texas  doctors  need  is  Casualty  Indemnity  Exchange,  the  car- 
ierthat  in  1968  pioneered  the  modern  approach  to  malpractice  coverage, 
the  carrier  geared  to  STAY  in  the  market. 
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CONFERENCE  ON 
PRACTICE  MANAGEMENT 


Saturday,  September  23 
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RMP  reviews  projects, 
plans  for  1973  fiscal  year 

Funding  of  projects,  application  for  cer- 
tification on  a triennial  basis,  and  the 
appointment  of  chairmen  of  various 
committees  have  all  been  recent  con- 
siderations of  the  Regional  Medical 
Program  of  Texas. 

RMP  spokesmen  report  that  they  an- 
ticipate the  funding  of  16  new  activi- 
ties, two  contracts,  and  one  continua- 
tion project  for  the  1973  fiscal  year. 

The  proposed  new  activities,  approv- 
ed recently  by  the  regional  advisory 
group,  RMP’s  governing  body,  fall  into 
four  of  seven  current  program  areas 
established  by  the  advisory  group.  The 
areas  include  assistance  in  improving 
access  to  health  care,  utilization  of  fa- 
cilities and  manpower,  health  man- 
power training  and  availability,  and 
continuing  education. 

Proposed  activities  and  their  goals 
are  as  follows: 

Baylor  College  of  Medicine,  Houston — 
To  develop  a statewide  coordinated  re- 
nal program  that  would  bridge  the  ex- 
isting gap  in  the  services  available  to 
kidney  patients  in  Texas. 

Texas  State  Department  of  Health,  Re- 
gion 7 (Tyler) — To  develop  a health  in- 
formation resource  for  this  region  to 
assist  practicing  physicians  in  provid- 
ing comprehensive  patient  care. 
Visiting  Nurses  Association  of  Houston, 
Inc. — To  develop  a model  for  establish- 
ing home  health  care  services  in  small 
communities  where  such  services  do 
not  exist. 

Human  Resources  Development  Foun- 
dation, Houston — To  develop  a com- 
prehensive program  and  implementa- 
tion plans  to  meet  the  mental  health 
needs  of  patients  who  have  been  re- 
ferred to  the  Texas  Medical  Center  and 
their  families. 

Bexar  County  Medical  Foundation,  San 
Antonio — To  determine  the  health 
needs  in  a limited  geographical  area 
and  to  evaluate  the  ability  of  members 
of  the  foundation  to  meet  the  health 
needs  of  the  primarily  low-income  in- 
dividuals and  families  in  that  area. 
Family  Health  Services  Program  of 
Catholic  Charities,  Inc.,  Harlingen — A 
demonstration  program  to  upgrade  area 
health  services  and  to  educate  the  in- 
dividuals living  outside  the  limits  of  the 
four  major  urban  areas  in  South  Texas 
to  utilize  these  services. 

Texas  Institute  for  Rehabilitation  and 
Research,  Houston — To  develop  an 
automated  system  for  the  Houston 
area  which  will  assist  physicians  and 


other  health  professionals  in  locating 
health  care  services  and  in  making 
such  services  more  accessible  to  their 
patients. 

Rosewood  General  Hospital,  Houston — 
To  provide  nursing  rehabilitation  train- 
ing and  to  make  more  complete  reha- 
bilitation services  available  to  patients 
in  small  hospitals. 

Driscoll  Foundation  Children’s  Hospital, 

Corpus  Christ! — Using  an  already  es- 
tablished network  of  clinics,  to  evaluate 
and  more  efficiently  manage  children 
with  heart,  pulmonary,  and  renal  dis- 
eases. 

Texas  Hospital  Association,  Austin — ^To 
assist  hospitals  throughout  the  region 
in  developing  electrical  safety  programs 
and  to  correct  existing  electrical  haz- 
ards. 

Laredo  Junior  College — To  develop  a 
plan  to  meet  the  health  manpower 
needs  of  four  South  Texas  counties  in 
an  area  health  education  resources 
program. 

Permian  General  Hospital,  Andrews — 
To  plan  a health  education  and  re- 
sources program  for  15  counties  in 
West  Texas  and  Eastern  New  Mexico. 
Central  Texas  Regional  Medical  Educa- 
tion Foundation,  Temple — To  plan  a 
program  to  evaluate  existing  health 
education  resources  and  to  develop 
needed  health  manpower  resources  and 
educational  facilities  in  the  area. 

Pan  American  University,  Edinburg — 
To  plan  a program  that  will  insure  that 
health  manpower  and  health  care  fa- 
cilities meet  the  needs  of  the  Rio 
Grande  Valley. 

University  of  Texas  Nursing  School 
(System-Wide) — ^To  update  the  knowl- 
edge and  skills  of  nurses  in  a 22- 
county  area  surrounding  Austin. 
Department  of  Physical  Medicine  and 
Rehabilitation,  Bexar  County  Hospital 
District,  San  Antonio — ^To  establish  a 
teaching  model  of  comprehensive  med- 
ical rehabilitation  services  and  to  use 
it  as  a base  for  continuing  education 
of  physicians,  nurses,  and  other  health 
personnel  in  South  Texas. 

Project  GRO  (Grass  Roots  Organization 
for  Health  Services  Education) — Locat- 
ed in  four  areas  of  the  state.  Project 
GRO  provides  a vehicle  for  groups  of 
small  hospitals  to  organize  for  sharing, 
expanding,  and  improving  their  in-ser- 
vice educational  programs.  GRO  is 
RMP’s  only  continuation  project. 

The  regional  advisory  group  also 
gave  its  approval  to  the  coordinator's 
office  to  develop  contracts  with  the 
Tyler-Smith  County  Area  Health  Council 
to  coordinate  area  health  facilities  and 


services  and  with  Scott  and  White  Me- 
morial Hospital  and  Clinic  in  Temple 
for  continuing  medical  education  for 
the  practicing  physician  on  a self-de- 
termined basis.  Also,  contracts  will  be 
negotiated  out  of  the  coordinator’s 
office  with  appropriate  agencies  to 
develop  a central  statewide  health 
manpower  reference  source. 

Four  projects  funded  in  1971  and 
scheduled  to  terminate  Aug.  31,  1972, 
have  been  extended  to  Dec.  31,  1972. 
They  are  a computerized  cancer  infor- 
mation service  in  Bexar  County  (Bexar 
County  Medical  Society),  helping  hos- 
pitals organize  and  strengthen  inhala- 
tion therapy  patient  care  programs 
(Texas  Hospital  Association,  Austin), 
Dial  Access  telephone  consultation  ser- 
vice (UT  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Houston),  and  electri- 
cal safety  services  (Texas  Hospital  As- 
sociation, Austin). 

A ten-member  site  visit  team  from 
the  Regional  Medical  Programs  Service 
assessed  the  current  status  of  the  Tex- 
as RMP  during  meetings  in  August  in 
Austin.  Although  results  are  not  known 
yet,  it  is  hoped  that  the  region  will  be 
certified  for  triennial  status.  Triennial 
status  would  establish  a three-year  na- 
tional review  basis  for  the  Texas  RMP 
rather  than  the  current  annual  review 
as  further  recognition  of  the  quality  of 
the  regional  advisory  group’s  develop- 
ment of  programs,  priorities,  and  ef- 
fective review  process. 

Appointments  made 
Dr.  Richard  T.  Eastwood  (PhD),  chair- 
man of  the  regional  advisory  group 
and  executive  vice  president  of  the 
Texas  Medical  Center,  Inc.,  in  Houston, 
has  appointed  Dr.  N.  C.  Hightower  of 
Scott  and  White  Hospital  and  Clinic  in 
Temple  to  chair  a five-member  nomi- 
nating and  bylaws  committee. 

Dr.  Eastwood  also  announced  chair- 
men of  RMPs  technical  advisory  com- 
mittees. These  committees  will  replace 
the  traditional  task  forces  and  will  de- 
velop review  criteria,  analyze  program 
activity,  and  review  activities  for  inclu- 
sion in  the  program  area  the  commit- 
tee is  concerned  with. 

New  chairmen  include  Dr.  George 
Race,  Baylor  University  Medical  Center 
in  Dallas,  access  committee;  Dr.  F. 
Carter  Pannill,  The  University  of  Texas 
Medical  School  at  San  Antonio,  availa- 
bility committee;  S.  R.  Greenwood, 
Temple  National  Bank,  utilization  com- 
mittee; Henry  Morrison,  Valley  Baptist 
Hospital,  Harlingen,  health  manpower 
committee;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Hospital  and  Clinic,  Temple, 
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BRENTWOOD  HOSPITAL 

Offers  the  South’s  Newest  Concepts  in  Care  for 
Neuro-Psychiatric  Disorders: 

ALCOHOLISM,  DRUG  ABUSE,  NEUROLOGICAL,  ETC. 


A fully  carpeted  hospital : featuring  private  and  semiprivate  rooms 
in  colorful  decor;  adjacent  baths,  color  television  and  individual 
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Medical  Laboratory  • Radiology  • Electroencephalography 
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THERAPEUTIC  FACILITIES: 

Social  Service  • Occupational  Therapy  • Recreational  Therapy 
Comprehensive  adolescent  milieu  therapy  • Fully  accredited  school 
program  • Psychotherapy  • Electroshock  Therapy 

ACCREDITATIONS: 

American  Hospital  Association  * Louisiana  Hospital  Association 
Medicare  • Blue  Cross 

National  Association  of  Private  Psychiatric  Hospitals 

Brentwood  also  has  an  Anesthesia  Department  and  an  extensive- 
ly equipped  Pharmacy,  as  well  as  a modern  Dietary  Department, 
managed  by  a registered  dietitian. 
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Shreveport,  Louisiana  71101  Phone  (318)  424-6581 
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continuing  education  committee;  Mrs. 
Elizabeth  Jones  (RN),  The  University  of 
Texas  Nursing  School,  Houston  Pro- 
gram, local  cooperation  committee;  and 
Dr.  B.  L.  Aronoff,  Dallas,  extension 
committee. 

The  regional  advisory  group  \will  hold 
its  annual  meeting  Nov.  10,  1972,  to 
allocate  1973  funds,  hear  committee 
reports,  and  elect  new  members  and 
officers  for  the  coming  year. 

ASA  proposes  extended 
study  of  acupuncture 

Dallas  physician  Dr.  M.  T.  Jenkins,  the 
president  of  the  American  Society  of 
Anesthesiologists,  has  written  the 
White  House  and  top  government 
health  leaders  offering  society  cooper- 
ation in  any  official  study  of  acupunc- 
ture and  suggesting  an  exchange  of 
American  and  Chinese  physicians  to 
aid  in  acupuncture  research. 

Dr.  Jenkins,  who  is  chairman  of  the 
department  of  anesthesiology  at  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  decried,  how- 
ever, hasty  experimentation  with  or 
superficial  observation  of  the  tech- 
nique. “We  don't  feel  that  this  can  be 
done  in  a three-week  junket  to  China 
with  a stop-over  in  Hong  Kong  to  buy 
a new  suit  of  clothes,”  he  said. 

Some  experiments  with  acupuncture 
already  have  been  reported  in  the 
United  States. 

Dr.  Jenkins  noted  that  the  ASA  has 
just  recently  issued  a statement  on  the 
matter.  The  statement  reads  in  part: 

“The  American  Society  of  Anesthe- 
siologists is  gravely  concerned  over 
premature  application  of  acupuncture 
to  American  patients  for  relief  of  pain 
during  surgery.  The  safety  of  American 
medicine  has  been  built  on  the  scien- 
tific evaluation  of  each  technique  be- 
fore it  becomes  a widely-accepted  con- 
cept in  medical  practice.  The  prema- 
ture use  of  acupuncture  in  the  United 
States  at  this  time  departs  from  this 
traditional  approach. 

“A  potentially  valuable  technique 
which  has  been  developed  over  thou- 
sands of  years  in  China  is  being  hastily 
applied  with  little  thought  to  safe- 
guards or  hazards.  Among  the  poten- 
tial hazards  is  the  application  to  the 
patient  who  has  not  been  properly 
evaluated  psychologically.  If  acupunc- 
ture is  applied  indiscriminately,  severe 
mental  trauma  could  result  in  certain 
patients. 

“Another  hazard  is  the  possible  mis- 
use by  quacks  in  attempting  to  treat 
a variety  of  illnesses,  including  cancer 


and  arthritis,  thus  diverting  the  patient 
from  obtaining  established  medical 
therapy.  Exploitation  may  delude  the 
public  into  believing  that  acupuncture 
is  good  for  whatever  ails  you,”  the 
statement  noted. 

Dr.  Jenkins  commented  that  in  the 
widespread  publicity  about  acupunc- 
ture “what  we’re  ignoring  are  reports 
we’re  getting  from  China  that  not  more 
then  20%  of  patients  are  exposed  to 
acupuncture  and  of  that  group  there 
is  only  a 70%  incidence  of  success.” 

The  Dallas  anesthesiologist  said  he 
has  written  White  House  physician 
Dr.  Walter  R.  Tkach,  secretary  of  state 
William  Rogers,  and  secretary  of  the 
Department  of  Health,  Education,  and 
Welfare  Elliot  Richardson  expressing 
the  ASA’S  willingness  to  participate  in 
experiments  and  scientific  missions. 

Dr.  Jenkins  added  that  he  had  re- 
ceived a communication  from  Dr.  De- 
Witt  Stetten,  Jr.,  director  of  the  Nation- 
al Institute  of  General  Medical  Sciences, 
expressing  general  agreement  on  an 
exchange  of  American  and  Chinese 
physicians  but  stating  that  the  me- 
chanism and  date  of  such  missions 
would  have  to  be  worked  out. 

As  to  studies  conducted  in  this 
country.  Dr.  Jenkins  said,  “Our  ap- 
proach is  a conservative  one — to  do 
a study  and  not  to  have  an  exhibit 
put  on.” 

He  said  that  of  the  various  theories 
of  pain,  acupuncture  may  well  fit  un- 
der the  “gate  theory”  developed  by 
R.  Melzack  and  P.  D.  Wall.  “But  this 
doesn’t  account  for  the  reported  suc- 
cess in  treating  peritonitis  or  deafness 
or  blindness.  What  we  need  are  studies 
in  a clinical  laboratory  sense,”  he 
emphasized,  adding,  “This  is  some- 
thing that  should  be  applicable  to 
experimental  animals.” 

The  latter  part  of  the  ASA’s  state- 
ment noted: 

“Acupuncture  may  indeed  have  con- 


“I  wish  they  would  stop  this  acupuncture 
research.  It  makes  me  feel  like  a porcu- 
pine.” 


siderable  merit  and  may  eventually  find 
an  important  role  in  American  medi- 
cine. That  role  can  only  be  determined 
by  objective  evaluation  over  a period 
of  years. 

“As  the  discipline  most  seriously 
concerned,  the  American  Society  of 
Anesthesiologists,  whose  membership 
is  comprised  of  11,500  physicians, 
feels  a great  responsibility  to  learn 
what  it  can  through  dialogue  with 
Chinese  acupuncture  specialists.  The 
value  of  acupuncture  (its  indications, 
contraindications,  and  hazards)  cannot 
be  learned  by  a three-week  junket  to 
the  People’s  Republic  of  China. 

“The  ASA  feels  that  a team  of 
American  scientists,  including  anesthe- 
siologists, neurophysiologists,  psychia- 
trists, surgeons,  and  medical  hypno- 
therapists should  visit  China  under 
official  auspices  for  an  indeterminate 
period  to  give  prolonged  and  serious 
study  to  acupuncture. 

“The  ASA  has  established  its  own 
task  force  to  coordinate  all  activities 
concerned  with  acupuncture.  It  also 
has  placed  its  resources  and  exper- 
tise at  the  disposal  of  the  federal 
government  in  pursuing  acupuncture 
studies.” 

El  Paso  hospital  gives 
2nd  Pap  smear  award 

Continuing  an  award  that  was  first  pre- 
sented last  year,  the  R.  E.  Thomason 
General  Hospital  in  El  Paso  has  named 
the  recipient  of  its  second  Pap  Smear 
Award. 

The  graduating  intern  who  had  done 
the  most  Pap  smears  during  his  year  of 
internship  at  the  hospital  was  Dr. 
James  J.  Ireland.  Dr.  Ireland  was  pre- 
sented a hand-lettered  award  certificate 
and  a $25  savings  bond  for  his  efforts, 
reported  Dr.  Harold  M.  Jesurun,  clinical 
director  of  the  hospital’s  department  of 
obstetrics  and  gynecology. 

Dr.  Jesurun  explained  that  the  award 
is  designed  to  stimulate  new  doctors  to 
perform  Pap  smears  routinely,  no  mat- 
ter what  service  they  are  in,  and  to  take 
advantage  of  this  important  test  in 
early  cancer  detection.  For  the  award 
competition,  the  Pap  smears  performed 
by  interns  while  serving  in  the  obstet- 
rics-gynecology department  were  not 
counted;  routine  performance  of  the 
test  is  expected  in  that  department. 

Dr.  Ireland,  who  plans  to  pursue  a 
psychiatry  residency  in  Galveston,  re- 
ceived the  certificate  and  savings  bond 
on  June  23  at  the  time  of  intern  grad- 
uation ceremonies. 
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TEXAS  MEDICINE 


VECTORCARDIOGRAPHY 
A WORKSHOP 

OCTOBER  11-13,  1972 

This  basic  course  in  vectorcardiography  is  designed  for  physicians 
with  a basic  understanding  of  electrocardiography  who  wish  a 
close  exposure  to  the  values  and  limitations  of  vectorcardiography. 
An  intensive  three  day  program  will  cover  the  basics  of  vector- 
cardiogrophy  and  related  areas.  Major  emphasis  will  be  placed  on 
theoretical  and  practical  applications  of  the  technique  as  related 
to  diagnostic  problems.  Half  of  the  program  will  be  dedicated  to 
individual  analysis  of  routine  vectorcardiograms  by  the  participants 
under  the  orientation  of  the  program  director  and  faculty. 

Presented  by 

The  American  College  of  Cardiology 
and 

The  Institute  for  Cardiovascular  Diseases 
Good  Samaritan  Hospital 
Phoenix,  Arizona 

At 

Mountain  Shadows  Resort  Hotel 
Scottsdale,  Arizona 

Program  Director 

Alberto  Benchimol,  M.D.,  Director 
Institute  for  Cardiovascular  Diseases 
Good  Samaritan  Hospital 

For  Information  Concerning  the  Program,  Write 

Miss  Mary  Anne  Mclnerny,  Director 
Dept,  of  Continuing  Education  Programs 
American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda,  Maryland  20014 


PRIVATE  PRACTICES 

$40,000  minimum  collections 
guaranteed  first  year, 
payable  monthly.  Not  a loan. 

Need  general  practitioners,  internists,  OB/GYNs, 
anesthesiologists,  and  orthopedists 
in  several  Texas  cities. 

Practices  available  for  1972-73-74. 

Not  an  employment  agency. 

No  cost  to  physician  to  investigate  practice. 

Write  or  call  Sanford  Smith 
Director  of  Physician  Planning 
Hospital  Affiliates,  Incorporated 
P.  O.  Box  9836,  Houston,  Texas  77015 
713/453-6324 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

liolaciilin 

(ampicillin  trihydrate) 

•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillm.  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol.  Tennessee  37620 
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Convert  your 
equipment 
into  ready  cash. 


You  can,  you  know,  through  DSI  Leasing.  We  ll  buy  you  out,  equip- 
mentwise,  and  lease  it  right  back  to  you.  Or  if  you  want  new 
equipment,  just  pick  it  out  and  we’ll  buy  that  and  lease  it  to  you. 
Either  way,  it  frees  your  cash  for  more  profitable  investment,  instead 
of  freezing  it  in  fixed,  depreciating  assets.  Lease  payments  are  100% 
tax  deductible  and  we  handle  tiresome  details  of  ownership  such 
as  taxes,  insurance,  etc.  Write  for  a free  brochure  about  our  leasing 
program  at  no  obligation,  or  call  817/336-2938. 


0 DSI  LEASING.  INC. 

1527  Fort  Worth  National  Building  Fort  Worth,  Texas  76102  817/336-2938 


28 


TEXAS  MEDICINE 


BECAUSE  AUERGIES 
AREA 

YEAR-RBHNB 

THINB. 


NflVAHISTINE  LP 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatics  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l,  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphyiactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica,  optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA.3356 -9 


TEXAS  MEDICAL  ASSOCIATION 
CONFERENCE  ON  PRACTICE  MANAGEMENT 

“Efficiency  and  Effectiveness  in  the  Doctor’s  Office”  is  the 
theme  of  the  Texas  Medical  Association’s  Conference  on  Practice 
Management,  scheduled  for  Saturday,  Sept.  23,  at  the  Joe  C. 
Thompson  Conference  Center  in  Austin.  Guest  speakers  and 
their  topics  are:  Somers  H.  White,  president,  Somers  H.  White 
Co.,  a management  and  financial  consulting  firm  in  Phoenix, 
“The  More  Effective  Physician — Motivator  of  Employees,  Pa- 
tients, and  Self”  and  “Be  a Financial  Genius  in  One  Easy  Les- 
son”; Seymour  Petrovsky,  Pension  Funds  of  Arizona,  Phoenix, 
“Opportunities  for  the  Physician  through  Pension  and  Profit- 
Sharing  Plans”;  Dr.  James  W.  Haviland,  member  of  the  Federal 
Price  Commission’s  Health  Services  Industry  Committee,  Seat- 
tle, “Wage-Price  Guidelines — Their  Impact  on  the  Practice  of 
Medicine”;  and  Leona  Thompson,  certified  medical  assistant, 
San  Diego,  “Effective  Personnel — A Key  to  Every  Physician’s 
Office.”  AMA  President  Dr.  C.  A.  Hoffman  will  also  address 
the  Conference;  his  topic  is  “The  Scope  and  Magnitude  of  the 
Professional  Liability  Problem.”  Participating  in  an  informal 
panel  session  on  “The  Physician’s  Fee  Profile;  Determination  of 
Reimbursement  Under  Medicare,  Medicaid  and  Champus,”  will 
be  TMA  members  Dr.  Charles  Max  Cole,  Dallas;  Dr.  Doyle  W. 
Ferguson,  Dallas;  Dr.  Wm.  Fred  Lucas,  Dallas;  and  Dr.  Joseph 
T.  Painter,  Houston.  Several  TMA  boards,  councils,  and  commit- 
tees are  scheduled  to  meet  during  the  Conference  weekend,  and 
special  entertainment  features  are  planned  for  physicians  and 
their  wives.  See  the  full  story  on  p.  8. 

Contact:  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  executive  secretary. 

TEXAS  PEDIATRIC  SOCIETY 

The  Golden  Anniversary  Meeting  of  Texas  Pediatric  Society, 
combined  with  meetings  of  the  Texas  Chapter,  American  Acad- 
emy of  Pediatrics;  Texas  Society  of  Pediatric  Surgeons;  and 
Learning  Disability  Conference,  is  scheduled  for  Sept.  28-30  at 
Dallas’  Marriott  Motor  Hotel.  Out-of-state  guest  speakers  will 
be  Dr.  John  Freeman,  associate  professor  of  pediatrics  and 
neurology,  Johns  Hopkins  Hospital,  Baltimore;  Dr.  Richard 
Schain,  associate  professor  and  head  of  neurology.  School  of 
Medicine,  University  of  California,  Los  Angeles;  Dr.  Edward 
Rabe,  professor  of  pediatrics  (neurology).  New  England  Medi- 
cal Center  Hospitals,  Boston;  Dr.  Hugh  B.  Lynn,  associate  pro- 
fessor of  surgery.  University  of  Minnesota,  and  consultant, 
section  of  pediatric  surgery,  Mayo  Clinic,  Rochester,  Minn.; 
and  Dr.  Arnold  Gold,  Neurological  Institute,  Columbia-Presby- 
terian  Medical  Center,  New  York.  Presentations  by  guest  faculty 
will  include  “Basic  Mechanisms  in  Seizures,”  “Hypotonia  in 
Infants  and  Children,”  “Short  Segment  Hirschsprung’s  Disease,” 
“Subdural  Effusions  and  Hematomas  in  Infancy,”  “Practical 
Management  of  Meningomyeloceles,”  “Pediatric  Neurologic  Di- 
agnosis by  Inspection,”  and  “Headaches  in  Children.” 

Contact:  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin  78701, 
secretary. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


AMERICAN  COLLEGE  OF  SURGEONS. 
SOUTH  TEXAS  CHAPTER,  will  meet  at 
the  St.  Anthony  Hotel  in  San  Antonio, 
Sept.  21-23.  In  addition  to  scientific  and 
business  sessions,  medical  school  prand 
rounds  and  a multi-disciplinary  trauma 
symposium  are  planned.  Guest  speakers 
are  Dr.  Vallee  L.  Willman,  professor  and 
chairman,  department  of  surgery,  St.  Lou- 
is Univex’sity  School  of  Medicine,  St.  Lou- 
is, Mo.:  and  Dr.  Ward  O.  Griffen,  Jr., 
professor  and  chairman,  department  of 
surgery,  University  of  Kentucky  College  of 
Me<licine.  Lexington,  Ky.  Contact:  Dr.  Jay 
Fish,  UT  Medical  Branch,  Galveston 
77550,  secretary. 


AMERICAN  HEART  ASSOCIATION.  TEX- 
AS AFFILIATE,  INC.,  will  present  its  sci- 
entific sessions  Sept.  20-21  in  Houston. 
The  sessions  are  scheduled  at  the  Astro- 
world  Hotel  Convention  Center  and  at 
Baylor  College  of  Medicine,  and  will  cover 
myocardial  infarction:  an  overview  of  cor- 
onary heart  disease,  1972:  and  reappraisal 
of  recent  therapeutic  advances  in  cardiol- 
ogy. Session  topics  include  body  image, 
family  experience — case  study,  family  ther- 
apy. and  patient  teaching.  Contact:  Dale 
R.  Stringfellow,  PO  Box  9928,  Austin 
78766,  director  of  program. 


AMERICAN  MEDICAL  WRITERS  ASSO- 
CIATION will  hold  its  32nd  annual  meet- 
ing Sept.  20-24  in  Dallas.  “Biomedical 
Communication,  1985”  is  the  theme  of  the 
meeting.  Visual  communication  in  medi- 
cine. the  role  of  the  pharmaceutical  agency 
in  biomedical  communications,  communica- 
tion— how  not  to  do  it,  youth  dru.g  ward, 
and  recommendations  for  a national  bio- 
communications network  will  be  discussed. 
Contact:  Charles  B.  Slack,  6900  Grove 
Rd.,  Thorofare.  NJ  08343,  executive  offi- 
cer. 


TEXAS  STATE  DEPARTMENT  OF 
HEALTH  has  scheduled  a Seminar  on  Ve- 
nereal Disease,  Sept.  20-21,  in  Dallas.  The 
seminar  will  be  of  interest  to  all  health 
professionals,  and  a special  symposium  is 
planned  for  physicians.  More  details  are 
given  on  p.  37,  Continuing  Education 
Courses. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses  on  p.  37. 
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CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  has  scheduled  its  1972  con- 
vention and  scientific  assembly  at  the  New 
York  Coliseum,  New  York  City.  Sept.  25- 
28.  Schecluled  durinjr  the  scientific  pro- 
.crram  are  presentations  on  “Lunar  Man 
and  Terrestrial  EcolOKy,”  “Counselinp:  the 
Adolescent,”  “Headache,”  “Family  Coun- 
seling:.” “Marital  CounselinK,”  “Prenatal 
Care:  1972,”  “The  Doctor  in  Court."  and 
a panel  discussion  on  “The  New  Morality.” 
Guest  speakers  are  Dr.  Alan  C.  Harter, 
Chief.  Medical  Service  Affairs,  Kennedy 
Space  Center.  Fla.;  Dr.  Beverley  Mead. 
Professor  and  Chairman.  Psychiatry  and 
NeuroloKy,  Creishton  University  School  of 
Medicine,  Omaha;  Dr.  Perry  S.  Mac  Neal, 
Associate  Professor  of  Clinical  Medicine. 
Jefferson  Medical  Colleste  of  Thomas  Jef- 
ferson University,  Philadelphia;  Dr.  Rob- 
ert Taubman,  Associate  Professor  of  Psy- 
chiatry, University  of  Oresjon  Medical 
School.  Portland:  Dr.  Kermit  E.  Krantz, 
Chairman,  Department  of  Ob-Gyn,  Uni- 
versity of  Kansas  Me<lical  Center,  Kansas 
City,  Ks.;  and  Dr.  David  Reuben,  author 
of  the  book.  Everything  You  Always  Want- 
ed to  Know  About  Sex  But  Were  Afraid 
to  Ask.  Also  scheduled  are  thirty  clinical 
seminars  on  a variety  of  topics.  Contact: 
Roprer  Tusken,  Volker  Blvd.  at  Brookside, 
Kansas  City,  Mo.  64112,  executive  director. 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  will 
meet  at  the  Hilton  Hotel  in  Denver.  Aug. 
20-25.  The  34th  Annual  Assembly  will  fea- 
ture seminars  on  immediate  prosthetic 
fitting,  hypnosis  in  rehabilitation,  myo- 
pathy, the  neurogenic  bladder,  hip  recon- 
struction, myelomeningocele,  spinal  sup- 
port in  scoliosis,  neuromuscular  facilita- 
tion and  inhibition,  management  of  non- 
physical disabilities  in  cerebi'al  palsy,  elec- 
trodiagnosis in  upper  extremity  pain  syn- 
dromes, muscle  atrophy,  and  dynamics  of 
deformity  in  the  rheumatoid  hand.  Another 
feature  of  the  meeting,  “Meet  the  Expert” 
breakfasts,  will  include  discussions  on 
evaluation  and  management  of  Bell’s  palsy, 
electrodiagnosis  instrumentation,  different 
approaches  to  the  conservative  treatment 
of  low  back  iiain,  and  rehabilitation  of  pa- 
tients with  neurological  conditions  related 
to  drug  addiction.  Topics  of  special  lec- 
tures are  “Stroke:  A History  of  Its  Reha- 
bilitation” and  “The  Psychiatrist  in  the 
Health  Maintenance  Organization.”  Scien- 
tific papers  will  be  presented  in  joint  ses- 
sions with  the  American  Congress  of  Re- 
habilitation Medicine.  Contact:  Creston  C. 
Herold,  30  N.  Michigan  Ave.,  Chicago 
60602,  executive  officer. 

AMERICAN  CONGRESS  OF  REHABILI- 
TATION MEDICINE,  meeting  in  conjunc- 
tion with  the  American  Academy  of  Physi- 
cal Medicine  and  Rehabilitation,  Aug.  20- 
25  in  Denver,  will  offer  interdisciplinary 
forums  on  “Health  Insurance,”  “The  Mini- 
Rehab  Team;  Maximum  Care  in  a Mini- 


mum Setting,”  “Evaluation  and  Treatment 
of  Cardiopulmonary  Disease  and  Physical 
Activity  Impairment  in  Patients  with  Pre- 
existing Physical  Disability,”  “Assessment 
of  Vocational  Potential,”  “Gait  Study  and 
Clinical  Application,”  and  “The  Treatment 
Environment  as  a Therapeutic  Tool.”  Re- 
habilitation nursing,  clinical  epidemiology 
of  stroke,  and  cancer  rehabilitation  are 
topics  to  be  covered  in  “Meet  the  Expert” 
breakfasts.  Contact:  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  executive 
officer. 


AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS  will  meet  with  the  International 
Society  of  Blood  Transfusion  in  a joint  In- 
ternational Transfusion  Congress,  Aug.  27- 
Sept.  2,  in  Washington,  DC.  Plenary  ses- 
sions will  be  devoted  to  hemostasis,  im- 
munogenetics,  immunochemistry , cellular 
metabolism,  and  transplantation.  Other 
scientific  sessions  will  cover  hepatitis,  frac- 
tionation, automation,  oxygen  transport, 
rheology,  genetics,  blood  and  serum  groups, 
transfusion  reactions,  red  cell  metabolism, 
cryobiology,  coagulation,  plasmapheresis, 
separation  technics,  immunoglobulins,  and 
data  processing.  Contact:  Transfusion 
Congress,  AABB,  Suite  401,  915-19th  St., 
NW,  Washington,  DC  20006. 


AMERICAN  ASSOCIATION  OF  MEDI- 
CAL CLINICS’  23rd  annual  meeting,  “Up- 
date, Consolidate,  Anticipate,”  will  take 
place  at  the  Marriott  Motor  Hotel  in  At- 
lanta, SeiJt.  6-10.  The  program  includes 
morning  sessions  on  automated  systems, 
plans  and  policies,  prepaid  medical  care, 
professional  standards,  education,  and  al- 
lied health  personnel.  Afternoon  sessions 
will  deal  with  finance,  legislative  advisory, 
liaison  with  national  organizations,  and 
medical  schools  liaison;  all  day  sessions 
will  cover  credentials  and  accre<litation 
commission.  Contact:  Dr.  Edward  M.  Wur- 
zel,  PO  Box  949,  719  Prince  St.,  Alexan- 
dria, Va.  22313,  executive  director. 


AMERICAN  CANCER  SOCIETY  and  Na- 
tional Cancer  Institute  announce  the  Sev- 
enth National  Cancer  Conference,  to  be 
held  at  the  Biltmore  Hotel  in  Los  Angeles, 
Sept.  27-29.  The  program  will  include  dis- 
cussions on  .genetics  and  the  cancer  cell, 
chemotherapy,  head  and  neck  cancer,  fe- 
male pelvic  cancer,  breast  cancer,  leuke- 
mia, lymphomas,  viral  and  chemical  car- 
cinogenesis, surgery,  radiotherapy,  gastro- 
intestinal cancer,  tumors  of  the  endocrine 
.glands,  skin  cancer,  childhood  cancer,  epi- 
demiology, lung  cancer,  .genitourinary  can- 
cer, cancer  of  the  central  nervous  system, 
bone  and  soft-tissue  sarcomas,  and  reha- 
bilitation of  the  cancer  patient.  Contact: 
Dr.  Sidney  L.  Arje,  219  E.  42nd  St.,  New 
York  10017. 


AMERICAN  MEDICAL  ASSOCIATION’S 
32nd  Annual  Congress  on  Occupational 


Health  is  scheduled  for  Sept.  11-12  at  the 
Drake  Hotel  in  Chicago.  Symposia  will  be 
concerned  with  multiphasic  health  testing 
in  industry,  nuclear  reactors — employee 
and  community  safety,  aerospace  medicine, 
and  group  practice  in  occupational  medicine. 
Presentation  topics  include  “AMA  Registry 
on  Adverse  Reactions  Due  to  Occupational 
Exposures,”  “The  Occupational  Safety  and 
Health  Act  of  1970,”  and  “The  Role  of 
Labor  Unions  in  Occupational  Safety  and 
Health.”  Also  scheduled  is  a lecture  and 
demonstration  on  “Physical  Diagnosis  for 
Emotional  Disorders.”  Contact:  Dr.  Henry 
F.  Howe.  Secretary,  Council  on  Occupa- 
tional Health,  AMA,  535  N.  Dearborn  St., 
Chicago  60610. 


AMERICAN  RHINOLOGIC  SOCIETY’S 
18th  annual  meeting  is  scheduled  for  Sept. 
22  at  the  New  Orleans/Marriott.  Problems 
of  breathing  in  space,  underwater,  and  in 
earth  atmosphere:  the  nose  and  the  envi- 
ronment; and  progress  in  nasal  surgery 
and  other  topics  will  be  covered  during 
the  meeting.  Contact:  Dr.  George  H. 
Drumheller,  530  Hawthorne  Place.  Chi- 
ca.go  60657,  seci'etary. 


INTERNATIONAL  CONGRESS  OF  AB- 
DOMINAL SURGEONS.  sponsored  by 
American  Society  of  Abdominal  Surgeons 
and  International  College  of  Abdominal 
Surgeons,  is  schedulecl  for  Sept.  16-30  in 
Amsterdam,  Stockholm,  and  Copenhagen. 
Headquarters  for  scientific  sessions  will  be 
the  Okura  Hotel  in  Amsterdam:  the  Sher- 
aton Stockholm  Hotel  in  Stockholm;  and 
the  Sheraton  Hotel  in  Copenhagen.  Pres- 
entations during  the  Con,gress  will  include 
“Multiple  Surgery  and  Depression  Equiva- 
lents.” “Complications  of  Diverticulitis,” 
“Pelvic  Reconstructive  Surgery,”  “Abdom- 
inal Foreign  Bodies.”  “Hormonal  Control 
of  the  Gastrointestinal  Tract,”  “Peptic  Ul- 
ceration and  Obstructive  Disease,”  “Ra- 
diography in  the  Diagnosis  of  Recurrent 
Duodenal  Ulceration  Following  Vagotomy 
and  Pyloroplasty,”  “Colonoscopy:  A Study 
of  50  Cases.”  and  “Volvulus.”  Contact: 
Blaise  F.  Alfano,  ASAS,  675  Main  St., 
Melrose,  Mass.  02176,  executive  secretary. 


WORLD  MEDICAL  ASSOCIATION,  INC., 
will  present  its  26th  World  Me<lical  As- 
sembly at  Congress  Centre,  Amsterdam, 
Netherlands,  Sept.  17-21.  Council  sessions, 
delegates  meetings,  and  plenary  sessions 
are  planned.  Following  the  Assembly,  on 
Sept.  25-29,  the  Association  will  sponsor 
the  Fourth  World  Conference  on  Medical 
Education  at  Falkoner  Centret  in  Copen- 
hagen, Denmark.  Theme  of  the  Conference 
is  “Educating  Tomorrow’s  Doctors,”  and 
sessions  will  cover  identifying  determinants 
of  medical  education,  instituting  change 
in  medical  education,  and  evaluating  med- 
ical education.  Contact:  M.  L.  Natwick, 
10  Columbus  Circle,  New  York  10019,  ex- 
ecutive secretary. 
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MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  AUGUST 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  Georgia. 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd.,  Lake  Bluff,  111.  60044.  Sec. 


ALSO  IN  SEPTEMBER 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sept.  25-29,  1972.  Dr.  C. 
M.  Kos,  16  Second  St.,  SW,  Rochester,  Minn.  66901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Hot  Springs,  Va.,  Sept.  7-9,  1972. 
Dr.  Charles  A.  Hunter,  1100  W.  Michigan,  Indianapolis 
46202. 

AMERICAN  MEDICAL  SOCIETY  ON  ALCOHOLISM. 
Atlanta.  September  1972.  Dr.  Frank  A.  Seixas,  2 Park 
Ave.,  New  York  10016,  Sec. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4,  1972.  John  W.  Andes,  516  Busse 
Highway,  Park  Ridge.  III.  60068,  Exec.  Sec. 

■ BLACKFORD  MEMORIAL  LECTURES,  Denison, 
Sept.  9.  1972.  Dr.  John  D.  Gleckler,  211  N.  Fannin, 
Denison  75020,  Chrmn. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Sept.  23,  1972.  Carlie  Umphres,  PO  Box  3276,  Ama- 
rillo 79106,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  PEDIATRICS,  New  York 
City,  Oct.  14-19,  1972.  Dr.  Robert  G.  Frazier,  1801  Hin- 
man  Ave.,  Evanston,  111.  60204,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  St.  Louis,  Oct.  16-20,  1972.  Joseph  J. 
Garvey,  PO  Box  10,  Joliet,  111.  60484,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Phoenix,  Oct.  17-21,  1972.  Dene  R.  Murray,  One 
E.  Wacker  Dr.,  Chicago  60601,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Den- 
ver, Oct.  22-26,  1972.  Dr.  Alfred  Soffer,  112  E.  Chestnut, 
Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Canada,  Oct.  16-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS.  San  Francisco. 
Oct.  2-6,  1972.  C.  Rollins  Hanlon,  66  E.  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION.  San  Francisco. 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans, 
Oct.  9-13,  1972.  Robert  M.  Crum,  620  North  Michigan 
Ave.,  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Houston.  Oct.  12-14,  1972.  Margaret  H.  Henry, 


36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio  44094, 
Exec.  Sec. 


AMERICAN  FRACTURE  ASSOCIATION,  San  Francisco, 
Oct,  7-11,  1972.  Dr.  H.  W.  Wellmerling,  610  Grieshiem 
Bldg.,  Bloomington,  111.  61701,  Exec.  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs.  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Air  Pollution 
Medical  Research  Conference.  Chicago,  Oct.  2-3,  1972; 
Environmental  Quality  and  Food  Supply,  Washington, 
DC.  Oct.  18-20,  1972.  AMA,  635  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans,  Oct.  16-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Washington, 
DC,  Oct.  3-6,  1972.  Dr.  Ted  F.  Leigh,  Emory  University 
Clinic,  Atlanta  30322,  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
San  Francisco,  Oct.  13-21,  1972.  Dr.  George  F.  Steven- 
son, 2100  W.  Harrison  St.,  Chicago  60612,  Exec.  Offi- 
cer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Las  Vegas,  Oct.  19-23,  1972. 
Dallas  F.  Whaley,  29  E.  Madison.  Suite  812,  Chicago 
60602,  Exec.  Dir. 


■ ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Ft.  Worth,  October,  1972.  Frank  K. 
Woolley,  2111  Enco  Dr.,  Oak  Brook.  111.  60621,  Exec.  Dir. 


ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  New  Orleans,  Oct.  16-18,  1972. 
Dr.  A.  E.  Brown,  601  Boylston  St.,  Boston  02117,  Exec. 
Sec. 


■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS.  Ft.  Worth,  October, 
1972.  W.  E.  Russell,  4429  N.  Central  Expressway,  Dallas 
76205,  Exec.  Dir. 


OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  23-26,  1972.  Alma  O’Donnell,  601  Northwest 
Expressway,  Oklahoma  City  73118,  Exec.  Officer. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  New  Or- 
leans. Oct.  1-3,  1972.  Annette  S.  Boutwell,  PO  Box  10387, 
Raleigh,  NC  27606,  Exec.  Officer. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  Gal- 
veston, Oct.  16-19,  1972.  Donald  C.  Jackson,  1906  N. 
Lamar  Blvd.,  Austin  78706,  Exec.  Sec. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES.  Austin,  Oct.  13-14,  1972.  Betty  J. 
Anderson,  1012  State  Office  Bldg.,  Austin  78701,  Exec. 
Sec. 

■ TEXAS  SURGICAL  SOCIETY,  San  Antonio.  October. 
1972.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400, 
Dallas  76204,  Sec. 
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NOVEMBER 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS, 
San  Francisco,  Nov,  8-10,  1972.  Arthur  E.  Auer,  241  E. 
Saginaw,  East  Lansing,  Mich.  48823,  Exec.  Dir. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov.  16- 
20,  1972.  Dr.  Janies  M.  Hundley,  44  East  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  clinical  conven- 
tion, Cincinnati,  Nov,  26-29,  1972.  AMA,  535  N.  Dear- 
born St..  Chicago  60610. 

AMERICAN  MEDICAL  WOMENS  ASSOCIATION,  Co- 
lumbus, Nov.  11-14,  1972.  Gertrude  F.  Conroy,  1740 

Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Atlan- 
tic City,  Nov.  12-17,  1972.  Dr.  James  R.  Kimmey,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CLINICAL  HYPNOSIS,  San 
Diego,  Nov.  1-5,  1972.  F.  D.  Nowlin,  800  Washington 
Ave.,  SE,  Minneapolis  65414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CYTOLOGY.  New  Orleans, 
Nov.  1-4,  1972.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr., 
Philadelphia  19119,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Miami,  Nov.  2-6,  1972.  Dr.  John  A.  D.  Cooper,  One  Du- 
pont Circle,  Washington,  DC  20036,  Pres. 

INTERNATIONAL  COLLEGE  OF  SURGEONS.  San  Di- 
ego, Nov.  12-16,  1972.  Karl  Nystrom,  1616  N.  Lake  Shore 
Dr.,  Chicago  60610,  Adm.  Dir. 

INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIA- 
TION OF  NORTH  AMERICA,  Washington,  DC,  Nov. 
18-16.  1972.  Dr.  Alton  Ochsner,  PO  Box  5445,  Madison, 
Wise.  53705,  Prog.  Chrmn. 

■ KIDNEY  FOUNDATION  OF  HOUSTON  AND  THE 
GREATER  GULF  COAST,  Symposium  on  Management 
of  Renal  Disease — 1972,  Houston,  Nov.  10-11,  1972.  Dr.  G. 
Eknoyan,  Baylor  College  of  Medicine.  Texas  Medical 
Center,  Houston  77025. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO.  Guad- 
alajara, November,  1972.  Virginia  E.  Bryant,  333  W. 
Thomas  Rd.,  No.  207,  Pheonix  85013. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  26-Dec.  1,  1972.  Adele  Swenson,  713  E. 
Genesee  St.,  Syracuse,  NY  13210,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov.  13-16,  1972.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Nov.  30-Dec.  2,  1972.  Dr.  Dennis  J.  Factor,  1317  N. 
Washington.  Dallas  76204,  Chrmn.,  Regis.  & Pub.  Rela. 
Comm. 

TEXAS  DERMATOLOGICAL  SOCIETY,  New  Orleans, 
Nov.  11-14,  1972.  Dr.  Eugene  P.  Schoch,  Jr..  3A  Medi- 
cal Arts  Sq.,  Austin  78706,  Sec. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  2-7,  1972.  Dorothy  P.  Compton.  2260 
NW  Flanders  St.,  Portland,  Ore.  97210,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  New 
York  City,  Dec.  8-10,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N,,  New  York  10010,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Las  Vegas,  Dec.  3-6,  1972.  Winfield  Singletary, 
3554  9th  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

■ ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  San  Antonio,  Dec.  10-14,  1972.  RADM 
Walter  Welham,  MC  USN  Ret.,  8502  Connecticut  Ave., 
Chevy  Chase.  Md.  20015,  Exec.  Dir. 


SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  4-6,  1972.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC  27706,  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dal- 
las, Dec.  7-8,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78206,  Sec. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  Dallas. 
Dec.  7-8,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Austin,  Dec.  11-13,  1972.  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Ft.  Worth  76102,  Sec. 


1973 


JANUARY 

B TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  19- 
21,  1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

B TEXAS  SOCIETY  OF  PATHOLOGISTS.  Galveston, 
Jan.  26-27,  1973.  Dr.  James  C.  Stinson,  Scott  and  White 
Clinic,  Temple  76501,  Sec.-Treas. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  Washington, 
DC.  Feb.  10-14.  1973.  James  O.  Kelley,  225  E.  Michigan 
St.,  Milwaukee  53202,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas.  Feb.  1-6,  1973.  Dr.  C.  V.  Heck. 
430  N.  Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  Washington.  DC,  Feb.  24-27,  1973. 
Dr.  A.  J.  French,  Dept,  of  Pathology,  University  of 
Michigan  Medical  School,  Ann  Arbor  48104,  Sec. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  San  Fran- 
cisco, Feb.  14-18,  1973.  William  D.  Nelligan,  9650  Rock- 
ville Pike,  Bethesda,  Md.  20014,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS, 
Las  Vegas,  February  1973.  Arthur  E.  Auer,  241  E.  Sagi- 
naw St..  Eatst  Lansing,  Mich.  48823,  Exec.  Dir. 

B FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio, 
Feb.  16,  1973.  S.  E.  Cockrell,  Jr.,  202  W.  French  PL, 
San  Antonio  78212,  Exec.  Officer. 

B INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Feb.  16-16,  1973. 
S.  E.  Cockrell,  Jr.,  202  W.  French  PL,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Miami  Beach,  Feb.  25-March  3,  1973.  Dr.  John  G.  Bel- 
lows, 30  N.  Michigan  Ave.,  Chicago  60602,  Exec.  Sec. 

B TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas, 
Feb.  18,  1973.  Robert  E.  Monroe,  1117  W.  42nd  St.,  Aus- 
tin 78756,  Exec.  Sec.-Treas. 


MARCH 

AMERICAN  CANCER  SOCIETY,  First  National  Con- 
ference on  Urologic  Cancer,  Washington,  DC,  March 
29-31,  1973.  Dr.  Sidney  L.  Arje,  219  E.  42nd  St.,  New 
York  10017. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS, 
Hawaii,  March  16-26,  1973.  Dr.  Blaise  F.  .\lfano,  676 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 
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AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS.  New  Orleans.  March  22- 
23.  1973.  Elaine  Galasso.  1718  Gallagher  Rii..  Norristown. 
Pa.  19401.  Exec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY’.  Dallas. 
March  12-14.  1973.  Millard  J.  Heath.  433  Medical  Arts 
Bldg..  Dallas  75201.  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans.  March  19-22.  1973.  Frances  W.  Shumaker. 
1430  Tulane  Ave..  New  Orleans  70112.  Exec.  Sec. 

SOCIETY  OF  NUCLEAR  MEDICINE.  SOUTHWEST- 
ERN CHAPTER.  New  Orleans.  March  16-18.  1973.  Dr. 
Thomas  P.  Haynie.  6723  Bertner.  Houston  77025.  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Austin,  March  16-17,  1973.  Dr.  Den- 
nis M.  Voulgaris,  2100  N.  Fulton  St..  Wharton  77488. 
Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Ft.  Worth,  March 
2-3,  1973.  Dr.  Frederick  J.  Bonte,  5323  Harry  Hines 
Blvd.,  Dallas  75235.  Prog.  Chrmn. 


APRIL 

AMERICAN  ACADEMY'  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  St.  Louis,  April  3-5, 
1973.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St.,  Dur- 
ham, NC  27701.  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Boston, 
April  23-28,  1973.  Stanley  A.  Nelson,  4005  W.  65th  St., 
Minneapolis  55435,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  New 
York  City,  April  9-12,  1973.  Dr,  John  E.  Pauly,  Univer- 
sity of  Arkansas  School  of  Medicine,  Little  Rock  72201, 
Sec. 

■ AMERICAN  ASSOCIATION  OF  PLANNED  PARENT- 
HOOD PHY'SICIANS,  Houston,  April  11-14,  1973.  Rich- 
ard A.  Ferguson,  3601  Fannin  St.,  Houston  77004,  Exec. 

Dir. 

■ AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Dallas,  April  30-May  2,  1973.  William  T.  Ma- 
loney. 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

AMERICAN  COLLEGE  OP  ALLERGISTS.  Atlanta, 
April  7-12,  1973.  Dr.  John  D.  Gillaspie,  2141  14th  St., 
Boulder,  Colo.  80302,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  San  Francis- 
co, April  1-6,  1973.  William  C.  Stronach,  20  N.  Wacker 
Dr..  Room  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  New  York 
City,  April  2-4,  1973.  C.  Rollins  Hanlon,  55  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  GERIATRICS  SOCIETY,  INC.,  Beverly 
Hills,  April  25-26,  1973.  Dr.  Edward  Henderson,  10 

Columbus  Circle,  New  York  10019,  Exec.  Dir. 

INDUSTRIAL  MEDICAL  ASSOCIATION.  Denver,  April 
15-19,  1973.  Howard  N.  Schulz,  150  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  INC.,  Wash- 
ington, DC,  April  4-6,  1973.  William  W.  Moore,  Jr.,  2 
Park  Ave.,  New  York  10016,  Exec.  Dir. 

■ TENTH  DISTRICT  MEDICAL  SOCIETY,  April  1973. 
E.  Mittendorf,  PO  Box  768,  Beaumont  77704,  Exec.  Sec. 

■ TEXAS  DENTAL  ASSOCIATION,  Austin,  April  29- 
May  2,  1973.  Dr.  Joe  C.  Carrington,  Jr.,  4920  Interre- 
gional Hwy.,  Austin  78751,  Exec.  Officer. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY.  Min- 
eral Wells,  April  1973.  Dr.  Dorothy  Patras.  PO  Box 
1118,  Ft.  Worth  76101,  Sec.-Treas. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  Las  Vegas. 
May  7-10,  1973.  Dr.  Merrill  H.  Goodwin,  Washington 
Nat'l.  Airport.  Washington,  DC  20001,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GY'- 
NECOLOGISTS,  Bal  Harbour,  Fla.,  May  21-24,  1973.  Dr. 
Michael  Newton,  79  W.  Monroe,  Chicago  60603,  Exec. 
Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  19,  1973.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  75235,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION. New  Y’ork  City,  May  20-26.  1973.  Charles  B. 
Slack,  6900  Grove  Rd.,  Thorofare,  NJ  08086,  Exec.  Sec. 

AMERICAN  PEDIATRIC  SOCIETY',  San  Francisco, 
May  16-20,  1973.  Dr.  C.  D.  Cook.  333  Cedar  St.,  New 
Haven,  Conn.  06514,  Sec. 

AMERICAN  PSY'CHIATRIC  ASSOCIATION.  Honolulu, 
May  7-11,  1973.  Dr.  Walter  E.  Barton,  1700  18th  St., 
NW,  Washington,  DC  20009,  Med.  Dir. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Monterey,  Calif.,  May  29-June  1, 
1973.  Dr.  Eugene  H.  Courtiss,  2000  Washington  St., 
Newton  Lower  Falls,  Boston  02162,  Sec. 

AMERICAN  THORACIC  SOCIETY,  New  York  City, 
May  20-23,  1973.  Robert  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  INC.,  New 
York  City,  May  14-17,  1973.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

NATIONAL  LEAGUE  FOR  NURSING,  Minneapolis, 
May  6-9,  1973.  Margaret  E.  Walsh,  10  Columbus  Circle, 
New  York  10019,  Sec.  & Gen.  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City,  May  16-18,  1973. 
Dr.  Wilfred  D.  David,  79  Madison  Ave.,  New  York 
10016,  E-xec.  Dir. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION.  New  York  City,  May  20-23, 
1973.  Dr.  Robert  J.  Anderson.  1740  Broadway,  New 
Y'ork  10019,  Mng.  Dir. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Corpus  Christi,  May  23-25,  1973.  Elsie  Howard. 
2109  Commerce,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Scottsdale. 
Ariz.,  May  7-10,  1973.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73101,  Sec.-Treas. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston.  May  20- 
23,  1973.  Gordon  L.  Wright,  PO  Box  4553,  Austin  78765, 
Dir.  of  E<luca.  & Pub.  Info. 

■ TEXAS  MEDICAL  ASSOCIATION,  Dallas,  May  3-6, 
1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec, 


JUNE 

■ AMERICAN  HEART  ASSOCIATION.  TEXAS  AFFIL- 
IATE, INC.,  Dallas,  June  19-24,  1973.  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78766,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  New  York  City, 
June  24-28,  1973.  AMA,  535  N,  Dearborn  St.,  Chicago 
60610. 


AUGUST 

■ AMERICAN  CANCER  SOCIETY.  TEXAS  DIVISION, 
Dallas,  Aug.  23-24,  1973.  Curt  W.  Reimann,  5100  Ridge 
Oak,  Austin  78731,  Exec.  V.-Pres. 
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DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D. 

OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

JAMES  T.  KILDUFF,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D,,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Donirlas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A^C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OP  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


General  Surxery: 

L.  Ii.  Travis,  U.D. 

J.  S.  O'Haie,  M.D. 

B.  K.  Wlllms.  M.D. 

Orthopedic  Snrserr: 

EL  L.  Mahon,  Jr.,  M.D. 


Urology: 

H.  F.  Rives,  M.D. 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 


JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Amutrong,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 
Anesthesiology: 

W.  T.  Witt.  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Rahrton.  M.D. 

J.  G.  Casey 

BiMin^  Manager  of  Travis  Clipc 
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CONTINUING  EDUCATION  COURSES 


SURGERY:  Scott  and  White  Memorial 
Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation,  Temple,  will  spon- 
sor the  annual  George  Valter  Brindley 
Lecture  in  Surgery  on  Sept.  5.  The  lec- 
ture will  be  given  by  Dr.  O.  Theron 
Clagett,  professor  of  surgery  at  Univer- 
sity of  Minnesota  Medical  School,  and 
member  of  the  staff  of  Mayo  Clinic, 
Rochester. 

For  more  information,  contact  Dr. 
N.  C.  Hightower,  Director,  Research 
and  Education,  Scott  and  White  Clinic, 
Temple  76501. 

HAND  SURGERY:  The  American  Acad- 
emy of  Orthopaedic  Surgeons,  in  co- 
operation with  the  American  Society 
for  Surgery  of  the  Hand,  will  sponsor 
a Symposium  on  the  Hand,  Sept.  IS- 
IS, at  the  Convention  Center  in  San 
Antonio.  Directing  the  three-day  course 
of  lectures  and  panel  discussions  will 
be  Dr.  David  P.  Green,  Chief,  Hand 
Surgery  Service,  UT  Medical  School  at 
San  Antonio. 

The  symposium  is  designed  for  or- 
thopaedic surgeons,  general  surgeons, 
plastic  surgeons,  and  nurses,  physical 
therapists,  and  occupational  therapists 
interested  in  patients  with  hand  prob- 
lems. The  course  will  provide  an  in- 
depth  discussion  of  common  but  diffi- 
cult problems  in  hand  surgery,  includ- 
ing such  topics  as  the  use  of  synthetic 
materials  and  prosthetics  in  tendon 
and  joint  replacement,  rheumatoid 
arthritis,  complications  of  hand  sur- 
gery, the  stiff  hand,  difficult  fracture 
problems,  peripheral  nerve  injuries,  and 
congenital  abnormalities. 

For  application  forms  and  further  in- 
formation, contact  Dr.  Green  at  UT 
Medical  School  at  San  Antonio,  7703 
Floyd  Curl  Dr.,  San  Antonio  78229. 

PEDIATRICS:  “General  Pediatrics”  is 
the  title  of  a course  sponsored  by  UT 
Medical  School  at  San  Antonio  and 
American  Academy  of  Pediatrics.  The 
course  is  scheduled  for  Sept.  14-16  at 
the  medical  school,  and  will  stress  the 
practical  management  of  pediatric 
problems  over  a wide  field,  utilizing 
recent  advances  in  techniques  and 
knowledge.  The  specific  areas  of  pedi- 
atric hematology,  neonatology,  immu- 
nology and  child  psychology  are  in- 


cluded. The  course  is  specifically  de- 
signed for  pediatricians.  Fee  for  mem- 
bers of  AAP  is  $75;  non-members, 
$105. 

Contact  the  director  of  the  course. 
Dr.  Stanley  E.  Crawford,  Professor  and 
Chairman,  Department  of  Pediatrics, 
UT  Medical  School  at  San  Antonio, 
7703  Floyd  Curl  Dr.,  San  Antonio 
78229. 

VENEREAL  DISEASE:  A VD  Seminar 
will  be  sponsored  by  the  Texas  State 
Department  of  Health,  Dallas  City  Pub- 
lic Health  Department,  Fort  Worth 
Department  of  Public  Health,  Denison- 
Sherman-Grayson  County  Health  De- 
partment, North  Texas  Council  of  Gov- 
ernments, and  Blue  Cross-Blue  Shield 
of  Texas.  The  seminar  is  scheduled  for 
Sept.  20-21  at  the  Royal  Coach  Inn  in 
Dallas.  A symposium  for  physicians 
will  feature  presentations  on  “The  Effi- 
cacy of  the  New  Transgrow  Media,  and 
Interpretation  of  a Serological  Test  by 
TSDH,”  “Current  Research  on  Gonor- 
rhea Blood  Test  and  a Syphilis  Immu- 
nizing Agent,"  “Treatment  Methods,” 
“VD  Prevention,”  and  "State  and  Lo- 
cal VD  Control  Programs.”  More  infor- 
mation on  the  seminar  may  be  ob- 
tained from  Curtis  Dickson,  Texas  State 
Department  of  Health,  1100  W.  49th 
St,  Austin  78756. 

IMMUNOHEMATOLOGY  AND  HEMO- 
THERAPY:  The  University  of  Texas  at 
Houston  Graduate  School  of  Biomedical 
Sciences,  Division  of  Continuing  Educa- 
tion, and  UT  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston,  in 
cooperation  with  American  Society  of 
Medical  Technologists  and  South  Cen- 
tral Association  of  Blood  Banks,  will 
present  a program  on  Immunohema- 
tology  and  Hemotherapy,  Sept.  21-22, 
in  the  auditorium  of  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute.  The  pro- 
gram is  divided  into  four  parts:  (1) 
basic  immunology,  (2)  diagnostic  im- 
munohematology,  (3)  applied  immuno- 
hematology,  and  (4)  hemotherapy.  The 
first  day  of  the  program  will  be  com- 
pleted with  a panel  discussion  of  diffi- 
cult cases  in  blood  banking,  and  the 
second  day  will  close  with  an  open 
forum  of  questions  and  answers  with 
the  entire  faculty  participating. 


For  more  information  write:  The 
Office  of  the  Dean,  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton, Division  of  Continuing  Education, 
PO  Box  20367,  Houston  77025. 

SURGERY:  A workshop  dealing  with  the 
basic  principles  and  techniques  of  soft 
tissue  surgery  will  be  presented  in  Dal- 
las at  the  conclusion  of  the  meeting  of 
the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology.  The  workshop 
is  scheduled  for  Sept.  29-Oct.  1 at  the 
Callier  Hearing  and  Speech  Center  in 
Dallas,  and  will  be  presented  at  the 
level  appropwiate  for  residents  in  oto- 
laryngology. Basic  skin  anatomy,  prin- 
ciples of  wound  healing,  and  the  prop- 
er handling  of  tissue  are  subjects  to 
be  covered.  Tuition  is  $75.  Inquiries 
should  be  directed  to  Dr.  Jack  Gunter, 
Suite  315,  8210  Walnut  Hill  Lane, 
Dallas  75225. 

NEUROLOGY:  Neurologic  problems 

commonly  encountered  by  either  the 
general  practitioner  or  internist  will  be 
emphasized  in  a course  entitled,  “Neu- 
rology for  the  Practicing  Physician,” 
Oct.  4-Nov.  22  at  UT  Medical  School 
at  San  Antonio.  Newer  approaches  to 
laboratory  procedures  and  treatment 
in  diseases  of  the  nervous  system  will 
be  discussed.  Stroke,  headache,  dizzi- 
ness, seizures,  syncope.  Parkinsonism, 
and  transient  ischemia  are  subjects  to 
be  presented. 

Registration  fee  is  $50;  the  course 
is  acceptable  for  16  prescribed  hours 
by  the  AAFP.  For  details,  contact  the 
director  of  the  course:  Dr.  Robert  E. 
McMasters,  Associate  Professor,  Divi- 
sion of  Neurosciences,  UT  Medical 
School  at  San  Antonio,  7703  Floyd 
Curl  Dr.,  San  Antonio  78229. 

NUTRITION  AND  GASTROENTEROL- 
OGY: Baylor  College  of  Medicine,  De- 
partment of  Pediatrics  and  Section  of 
Nutrition  and  Gastroenterology,  an- 
nounce that  a pediatric  postgraduate 
symposium  on  “Pediatric  Nutrition  and 
Gastroenterology”  will  be  held  Oct.  26- 
28  in  Houston.  Information  may  be  ob- 
tained from  Dr.  George  D.  Ferry,  6624 
Fannin  St.,  Houston  77025. 
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These  are  Candeptin: 

The  highly  effective  candicidin 
for  your  vaginal  moniliasis  patients. 


First  came  Candeptin  (candicidin)  Tablets 
for  intravaginal  use.  Then  Candeptin  Ointment 
to  treat  labial  involvement  and  for  intravaginal 
use.  Now  unique  Candeptin  Vagelettes— 
candicidin  ointment  in  soft  gelatin  capsules  — 
extend  the  range  of  Candeptin  therapy  to  even 
your  pregnant  and  virginal  patients  (you 
merely  cut  off  the  narrow  tip  and  extrude  the 
contents  through  the  intact  hymen). 

Clinical  proof  of  potency 

Candeptin  brings  your  patients  prompt 
relief  of  itching,  burning  and  discharge  — 
usually  within  72  hours.'  A single,  14-day  course 
of  treatment  is  usually  all  that’s  needed  for  a 
complete  cure.^ 

Significantly  more  potent  in  vitro  than 


nystatin.^  Candeptin  Tablets  and  Ointment  have 
shown  clinical  cure  rates  of  90%  and  higher  in 
both  pregnant  and  non-pregnant  patients' 

And  in  recent  studies  of  Candeptin  Vagelettes 
Vaginal  Capsules  involving  both  pregnant  and 
non-pregnant  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.^  ^ 

Only  Candeptin  gives  you  a dosage  form 
for  every  therapeutic  need,  plus  eight  years’ 
clinical  proof  oi  potency.  Consider  Candeptin 
for  your  next  vaginal  moniliasis  patient. 

CANDEPTINT 

(candicidin) 


Description:  Candeptin  (candicidin) 

Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0 6 mg. 
per  gm  or  0.06%  Candicidin  activity  in 
U.S.  P.  petrolatum.  3 mg.  of  Candicidin  is 
contained  in  5 gm.  of  ointment  or  one 
applicatorful.  Candeptjn  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vacelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm.  U.S.P  petrolatum. 

Action:  Candeptin  Vaginal  Ointment, 

Vaginal  Tablets,  and  Vacelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vacelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment.  Vaginal 
Tablets  or  Vacelettes  Vaginal  Capsules 
have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vacelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day,  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear. 

Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm.  tubes 
with  applicator  ( 14-day  regimen  requires 
2 tubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28,  in  foil  with 
inserter— enough  fora  full  course  of  treat- 
ment. Candeptin  Vacelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 

Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  I.  Olsen.  J R Journal-Lancet 
85  287  (July)  1965.  2.  Giorlando.  S W.: 
Ob/Gyn  Dig.  J5:32(Sept.)  1971  3.  Decker, 

A. : Case  Reports  on  File,  Medical  Department, 
Julius  Schmid  4.  Giorlando,  S.W  .Torres,  J.F., 
and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec. 

90:  370  (Oct.  1)  1964.  5.  Lechevalier,  H.: 
Antibiotics  Annual  1959-1960.  New  York. 
Antibiotica  Inc  , 1960.  pp.  614-618.  6.  Friedel, 

H J ; Maryland  M.J.,  /5:36(Feb.)  1966. 

Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  10019 


CANDEPTIN® 

(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 

and  VACELETTES 
Vaginal  Capsules 


SEAVBEW 

HOSPITAL 

1316  Third  Street 

Corpus  Christi,  Texas  — 512-883-0931 

Seaview  Hospital  is  a fully  carpetecd  Hos- 
pital with  colorful  private  ancJ  semi-pri- 
vate rooms  dedicateci  to  the  diagnosis, 
care  and  treatment  of  the  psychiatric 
patient  in  an  open  environment. 

DIAGNOSTIC  FACILITIES 

Complete  Laboratory  • Radiology 
Electroencephalography  • Electrocardiography 
Psychological  Testing 

THERAPEUTIC  FACILITIES 

Electro  Convulsive  Therapy  • Indoklon  Therapy 
Electro  Sleep  Therapy  • Psychotherapy 
Recreational  Therapy 

MEMBERSHIPS 

Private  Clinics  and  Hospital  Association  of  Texas 
• Texas  Hospital  Association  • American  Hos- 
pital Association  • Federation  of  American  Hos- 
pitals • National  Association  of  Private  Psychi- 
atric Hospitals  approved  for  Medicare  patients. 

PSYCHIATRISTS 

Charles  E.  Bludworth,  M.D. 

Cecil  A.  Childers,  M.D. 

William  B.  Cline,  Jr.,  M.D. 

James  H.  Gardner,  M.D. 

Willis  G.  Goodenow,  M.D. 

Shannon  Gwin,  M.D. 

Maria  Izquierdo,  M.D. 

James  M.  Meaney,  M.D. 

James  C.  Walker,  M.D. 

Administrator  Harry  H.  Miller,  FACHA 
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picture  of  an  angina* patient 
not  having  an  attack 

Would  he  be  having  one  now  if  he 
weren't  on  ISORDIL?  Impossible  to  say. 

But  most  patients  on  ISORDIL  TEMBIDS 
have  fewer  and  milder  angina  attacks. 

That's  saying  a great  deal. 


Convenient,  sustained  prophylaxis.  A single 
ISORDIL  TEMBIDS  CAPSULE  helps  protect  against 
angina  episodes  for  up  to  10  hours.  One  in  the 
morning,  one  at  bedtime  for  day  and  night  pro- 
tection. 

Also  available:  ISORDIL  TEMBIDS  TABLETS,  Sus- 
tained Action  Tablets,  40  mg. 


‘Indications:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences-National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indication  as  follows: 

“Possibly”  effective:  When  taken  by  the  oral 
route,  Isordil  (isosorbide  dinitrate)  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  cor- 
onary artery  disease).  It  is  not  intended  to  abort 
the  acute  anginal  episode,  but  is  widely  re- 
garded as  useful  in  the  prophylactic  treatment 
of  angina  pectoris. 

Final  classification  of  the  less-than-effective  in- 
dications requires  further  investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 


Warnings:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

Precautions:  Intraocular  pressure  is  increased; 
therefore,  caution  is  required  in  administering  to 
patients  with  glaucoma.  Tolerance  to  this  drug 
and  cross-tolerance  to  other  nitrites  and  nitrates 
may  occur.  In  patients  with  functional  or  organic 
gastrointestinal  hypermotility  or  malabsorption 
syndrome,  it  is  suggested  that  either  the  ISORDIL 
(isosorbide  dinitrate)  5 mg.  or  10  mg.  Oral  tablets 
or  sublingual  tablets  be  the  preferred  therapy. 
The  reason  for  this  is  that  a few  patients  have 
reported  passing  partially  dissolved  ISORDIL 
TEMBIDS  tablets  in  their  stools.  This  phenomenon 
is  believed  to  be  on  the  basis  of  physiological 
variability  and  to  reflect  rapid  gastrointestinal 
transit  of  the  sustained  action  tablet.  TEMBIDS 
SHOULD  NOT  BE  CHEWED. 

Adverse  Reactions:  Cutaneous  vasodilation  with 
flushing.  Headache  is  common  and  may  be  severe 


and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral 
ischemia  associated  with  postural  hypotension 
may  occasionally  develop.  This  drug  can  act  as 
a physiological  antagonist  to  norepinephrine, 
acetylcholine,  histamine,  and  many  other  agents. 
An  occasional  individual  exhibits  marked  sensitiv- 
ity to  the  hypotensive  effects  of  nitrite,  and 
severe  responses  (nausea,  vomiting,  weakness, 
restlessness,  pallor,  perspiration  and  collapse) 
can  occur  even  with  the  usual  therapeutic  dose. 
Alcohol  may  enhance  this  effect.  Drug  rash  and/or 
exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information 
and/or  professional  samples? 

TEMBIDS®— TRADEMARK  FOR  SUSTAINED  ACTION  TABLETS  AND  CAPSULES 

IVES  LABORATORIES  INC.^ 

685  Third  Avenue,  New  York,  N.Y.  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE, 
THROUGH  MEDICINE 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ..as... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

- George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 
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Wbuld  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Wbuld  it  be  useful  in  clinical  practice  I 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice”  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  be 
determined. 

The  Bureau  of  Drugs  has 
suggested  the  package  in- 
sert as  a possible  means  of 
communicating  information 
on  relative  efficacy  of  drugs 
to  the  physician.  I find  this 
objectionable,  since  I do 
not  believe  the  physician 
should  have  to  rely  on  this 
source  for  final  scientific 
truth.  There  is  also  a prac- 
tical objection:  Since  few 
physicians  actually  dis- 
pense drugs,  they  seldom 
see  the  package  insert.  In 
any  event,  I would  main- 
tain that  the  physician 
should  know  what  drug  he 
wants  and  why  without  de- 
pending on  the  government 
or  the  manufacturer  to  tell 
him. 

Undoubtedly,  physicians 
are  swamped  by  excessive 
numbers  of  drugs  in  some 
therapeutic  categories.  And 
I am  well  aware  that  many 
drugs  within  such  cate-  - 
gories  could  be  eliminated 
without  any  loss,  or  per-  ^ 
haps  even  some  profit,  to  | 
the  practice  of  medicine. 
But,  in  my  opinion,  neither 
the  FDA  nor  any  other 
single  group  has  the  exper-  i 
tise  and  the  wisdom  neces- 
sary to  determine  the  one 
“drug  of  choice”  in  all 
areas  of  medical  practice. 


Advertisement 


One  of  a series 
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Maker  of  Medicine 


Kenneth  G.Kohlstaedt.M.D 
Vice  President, 
Medical  Research, 

Eli  Lilly  and  Company 


In  my  opinion,  it  is  not 
the  function  of  any  govern- 
ment or  private  regulatory 
agency  to  designate  a “drug 
of  choice.”  This  determina- 
tion should  be  made  by  the 
physician  after  he  has  re- 
ceived full  information  on 
the  properties  of  a drug, 
and  then  it  will  be  based  on 
his  experience  with  this 
drug  and  his  knowledge  of 
the  individual  patient  who 
is  seeking  treatment. 

If  an  evaluation  of  com- 
parative efficacy  were  to  be 
made,  particularly  by  gov- 
ernment, at  the  time  a new 
drug  is  being  approved  for 
marketing,  it  would  be  a 
great  disservice  to  medi- 
cine and  thus  to  the  patient 
—the  consumer.  For  exam- 
ple, when  a new  therapeu- 
tic agent  is  introduced,  on 
the  basis  of  limited  knowl- 
edge, it  may  be  considered 
to  be  more  potent,  more 
effective,  or  safer  than 
products  already  on  the 
market.  Conceivably,  at 
this  time  the  new  drug 
could  be  labeled  “the  drug 
of  choice.”  But  as  addi- 
tional clinical  experience  is 
accumulated,  new  evidence 
may  become  available. 
Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement  1 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to  1 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac-  [ 
turers  must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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flurandrenolide 

products 


4 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 

RMPT  IS  A RESOURCE  FOR  PHYSICIANS 


The  Regional  Medical  Program  of 
Texas  (RMPT)  is  a health  pro- 
viders’ program  to  test  ways  to 
solve  health  problems  and  improve 
patient  care  cooperatively.  RMPT 
exists  as  a resource  to  help 
physicians  define  their  ideas  of  how 
to  do  a better  job,  and  to  pro- 
vide staff  assistance  and  funds  for 
testing  those  ideas  to  improve 
patient  care  in  Texas.  Except 
as  required  for  test  or  demonstra- 
tion, the  RMPT  does  not,  and 
cannot,  pay  for  the  provision  of 
health  care  services. 

A number  of  practicing  Texas 
physicians  are  involved  in 
RMPT  committee  work  and  opera- 
tional activities.  The  program 
direction  of  RMPT  is  determined  by 
a 50-member  advisory  group 
comprised  of  physicians,  other 
health  professionals  and  interested 
laymen  from  across  the  state. 
Serving  as  a board  of  directors,  this 
Regional  Advisory  Group  reviews 
performance,  sets  and  evaluates 
program  direction,  reviews  proposed 
new  activity,  selects  those  activi- 
ties for  which  funds  should  be 
requested,  and  allocates  the  availa- 
ble funds  to  activities  on  the 
basis  of  merit,  need  and  established 
priorities. 

What  solutions  to  which  health 
problems  are  tested  is  the  sole  de- 
cision of  this  group.  The  Texas 
review  and  decision  making 


processes  have  been  evaluated  at 
the  national  level  (Regional  Medical 
Programs  Service,  RMPS)  and  in 
essence  highly  approved.  This 
is  one  of  a very  few  regions  with  a 
funded  developmental  award 
plus  a recent  supplement  to  the 
region  with  complete  local  authority 
to  start  new  activity  from  unallo- 
cated as  well  as  reallocated  funds. 
The  RMPS  does  decide  the  total 
dollar  amount  awarded  to  Texas, 
but  the  allocation  of  these 
funds  to  program  activities  is  de- 
cided by  the  local  Regional  Advisory 
Group  of  RMPT. 

Recently  approved  by  the  Re- 
gional Advisory  Group  for  funding 
by  RMPS  is  a statewide,  coordinated 
renal  program  which  will  provide 
needed  organization  and  services 
to  the  state’s  kidney  disease 
patients.  More  than  40  outstanding 
physicians,  who  are  involved  in 
the  care  of  patients  with  kidney  dis- 
ease, and  other  health  profes- 
sionals cooperated  to  develop  this 
comprehensive  renal  plan  and 
program. 

When  the  Regional  Medical 
Program  of  Texas  was  organized  in 
1966,  the  primary  focus  was  on 
medical  schools  and  categorical 
diseases.  In  1969,  the  seven  insti- 
tutional planning  bases  were 
replaced  by  a central,  multidisci- 
plinary program  staff  based  in 
Austin.  By  1970,  a subregional  or 
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community-oriented  program  was  initiated  with 
RMPT  staff  members  now  located  in  Tyler, 

El  Paso,  Houston,  Harlingen,  Abilene  and 
Lubbock.  Their  purpose  is  to  work  with  physi- 
cians and  other  health  providers  in  these  areas 
of  the  region  to  make  this  resource  more 
available  to  physicians  who  desire  to  experi- 
ment with  new  ways  to  take  care  of  patients. 

The  program  focus  has  been  broadened  and 
the  institutional  emphasis  has  been  linked 
to  a community  focus.  Health  providers  in  local 
communities  are  now  relating  to  medical 
^nd  nursing  schools  and  larger  hospitals  for  co- 
operative linkages  in  medical  and  health 
education. 

Project  GRO  (Grass  Roots  Organization  for 
Health  Services  Education)  is  a prime  example 
of  this  cooperative  arrangement.  Just  ap- 
proved by  RMPT  for  a second  year  of  operation, 
GRO  has  organized  four  groups  of  10  to  12 
smaller  hospitals  in  four  areas  of  the  state 
to  share,  expand  and  improve  in-service  educa- 
tional programs.  Visiting  faculty  from  resource 
centers  have  presented  93  workshops  and 
educational  sessions  to  a total  of  4,000  health 
professionals  in  the  Stephenville,  Huntsville 
and  extreme  northeast  Texas  areas.  The 
fourth  group  of  hospitals  located  in  the  Corpus 
Christi  area  will  become  operational  Sept  1. 

RMPT’s  community-oriented  focus  and 
broader  program  objectives  and  priorities  were 
developed  by  committees  within  the  Re- 
gional Advisory  Group  and  adopted  by  that 
policymaking  body  in  November  1971.  They  are: 
(1)  access,  or  the  elimination  of  barriers, 
to  health  care,  (2)  availability  or  the  existence 
of  health  care  resources  within  a reasonable 
distance  of  potential  users,  (3)  utilization 
or  efficient  use  of  manpower  and  facilities, 

(4)  health  manpower  including  coordination  of 
training  with  special  emphasis  on  allied 


health  personnel,  (5)  continuing  education  of 
professional  and  technical  health  personnel, 

(6)  cooperation  among  health  personnel,  health 
institutions,  and  community  organizations,  and 

(7)  extension  or  sharing  of  demonstrated 
results  with  others  having  similar  needs. 

These  program  areas  describe  broadly  the 
existing  total  health  care  mechanism  with 
particular  emphasis  on  problems  within 
that  system.  They  do  not  specifically  mention 
the  categorical  areas  of  concern  which  marked 
the  early  history  of  Regional  Medical  Pro- 
grams, but  neither  do  they  minimize  RMPT’s 
ability  to  continue  emphasis  and  attention  on 
“heart  disease,  cancer,  stroke,  kidney  dis- 
ease and  other  related  diseases’’  as  priority  or 
need  is  determined  locally.  The  program  objec- 
tives allow  RMPT  to  address  any  real  health 
need  endorsed  by  the  Regional  Advisory  Group. 

While  noting  the  broadened  program 
focus,  it  is  important  to  emphasize  RMPT’s  con- 
tinuing role  as  an  assister,  convener,  and 
facilitator.  RMPT  has  no  primary  authority  or 
responsibility  in  any  area.  It  is  a consortium 
whose  actions  are  those  of  its  participants 
with  the  assistance  of  staff.  It  is  a resource  to 
be  used  by  physicians  and  other  health  pro- 
fessionals to  cooperatively  test  solutions  to 
health  care  problems.  Through  a coordination 
and  balance  among  program  activity  and 
emphasis  on  areas  of  greatest  need,  RMPT  can 
fulfill  its  major  commitment  to  help  physi- 
cians respond  to  emerging  health  care  needs 
and  improve  patient  care.  We  are  prepared 
to  provide  staff  assistance  and  funds  to  you  to 
test  new  ways  of  caring  for  patients  and 
determine  what  will  and  will  not  work  in  a given 
locality. 

Charles  B.  McCall,  MD,  Austin, 

Coordinator, 

Regional  Medical  Program  of  Texas. 
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communications  to 

TEXAS  MEDICINE 


Surgical  Correction  of  Hypospadias 

Surgical  correction  of  hypospadias  in  one  stage 
at  an  early  age  has  an  understandable  appeal. 
Newer  techniques,  including  the  one  utilized 
by  Dr.  Able  (April,  1972,  issue)  undoubtedly 
represent  an  advance  in  the  management  of 
the  penile  type  of  this  disorder,  which  is  the 
one  that  occurs  most  frequently.  Multistage 
procedures  are  by  no  means  outmoded,  how- 
ever, in  the  more  advanced  penoscrotal  and 
perineal  varieties.  Dr.  Able  rightly  emphasizes 
complete  correction  of  the  chordee  as  a sine 
qua  non  of  success.  I share  his  preference  for 
earlier  operation  than  has  been  done  in  the 
past,  provided  that  it  can  be  done  with  safety 
and  reasonable  assurance  of  success.  In  the 
latter  respect,  the  size  of  the  organ  really  is 
the  controlling  factor.  I have  seen  few  glans 
in  2-3-month-old  infants  which  would  accom- 
modate a no.  16  F sound.  (Calibration  accord- 
ing to  the  French  scale  means  that  a size  16 
instrument  is  16  mm  in  circumference,  or  ap- 
proximately 0.5  cm  in  diameter.) 

In  the  first  degree,  or  coronal,  hypospadias 
where  chordee  is  significant,  the  operation  de- 
scribed by  Allen  and  myself^  has  been  found 
to  be  satisfactory  and  is  simpler  than  many. 
It,  too,  utilizes  the  “double  bucket  handle” 
principle. 

I predict  increasing  acceptance  of  Dr.  Abie’s 
operation  for  penile  hypospadias  and  believe 
that  his  plea  for  earlier  operation  is  valid.  Cer- 
tainly all  genital  reconstructive  work,  whatever 
the  anomaly,  should  be  completed  before  the 
child  enters  school. 

Sincerely, 

Harry  M.  Spence,  MD,  Dallas 

REFERENCE 

1.  Allen  TD,  Spence  HM;  The  surgical  treatment  of  coronal 
hypospadias  and  related  problems.  J Urol  100:504-508,  1968. 
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Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


1^1 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  UO  Years 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Factory  Direct  Sales 


Please  visit  our  Booths  #700-702  at  AAOO  Meeting,  Dallas,  Sept.  24-28,  1972 


Speciciilzed 


ypeciaiLzeci  ^_^ei^uice 

PROFESSIONAL  LIABILITY  INSURANCE 

Is  a marl?  of  distinction 


Professional  Protection  Exclusively  since  1899 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 

3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  William  A.  Orsburn,  Representatives 
1525  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1 127 
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Individuals  give  image  of  whole  profession 


The  medical  profession  is  spread 
over  the  entire  world,  involving 
hundreds  of  thousands  of  individuals, 
but  the  average  person  usually 
forms  his  own  opinion  of  the  pro- 
fession through  his  contact  with 
a few  individual  physicians.  Every 
physician  who  comes  in  contact  with 
the  public  is  a salesman  and  the 
impression  he  makes  is  an  adver- 
tisement— good  or  bad.  If  the  im- 
pression is  bad,  it  will  take  a lot  of 
kindness  and  concern  from  his 
colleagues  to  overcome  that  impres- 
sion. One  member  of  the  profession 
can  create  a distorted  image  of 
the  whole. 

The  “generation  gap”  is  as  evident 
in  medicine  as  in  any  other  relation- 
ship. It  has  always  been  with  us, 
and  thank  God  for  it.  We  need  the 
experience  and  leaven  of  the  older 
generation  as  much  as  we  need  a 
refreshing,  new  outlook  from 
the  younger.  It  is  gratifying  to  note 
the  interest  of  young  physicians 
in  organized  medicine  as  they  take 
their  places  alongside  the  veteran 
members. 

Among  our  patients,  the  older 
ones  miss  the  personal  relationship 
they  formerly  had  with  their  doc- 
tors, while  younger  people  may  have 
taken  for  granted  “production 
line”  medicine  that  has  developed 
to  a great  extent  since  World  War  II. 

The  physician  can  insure  his 
practice  against  becoming  deperson- 
alized if  he  will  always  be  aware 
of  the  individual  as  well  as  his  illness. 
Thus  the  art  of  practicing  medicine 
and  the  public  image  will  be  upheld 
regardless  of  adverse  publicity. 

We  cannot  return  to  habits  and 
customs  of  yesterday  but  we  can  use 
the  practices  of  yesterday  that  cul- 
tivated confidence,  and  we  can 
influence  the  change  of  today  so 


that  the  personal  quality  in  the 
practice  of  medicine  will  be  main- 
tained. 

Business  mourns  the  disappear- 
ance of  the  craftsman,  but  business 
killed  craftsmanship  with  mass 
production.  We  denounce  obscenity, 
yet  young  and  old  alike  are  assailed 
with  music  and  pictures  and  por- 
nography that  encourage  it.  In  a 
thousand  ways  we  bemoan  the  past, 
but  it  is  gone  and  we  are  the  ones 
who  have  driven  it  away.  We 
cannot  bring  it  back. 

The  biggest  reward  for  a thing 
well  done  is  to  have  done  it.  The 
high  standards  of  medicine  for  which 
America  has  been  known  can  be 
maintained  if  all  physicians,  old  and 
young,  will  blend  the  knowledge  of 
the  past  and  the  advances  of  the 
present  with  love  for  the  patients. 

Blessed  is  the  man  who  can  adjust 
to  a new  set  of  circumstances  with- 
out changing  his  convictions. 

Braswell  Locker,  MD,  President, 
Texas  Medical  Association. 


Volume  68,  Ai4gust,  1972 


49 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SCOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 
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A New 

Dosage  Form: 


Chewable 
lablets  500  mg 
Mintezol 

(THIABENDAZOLE  | MSD) 


SO  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 

1 tablet/ 50  lb 

Repeat 

7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 

1 tablet,  501b 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
ltablet,-50lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 

1 tablet/ 50  lb 

Repeat  for 

2 to  4 

successive 

days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

*Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


Cardiac  surgery 
in  a nonteaching 
community  hospital 


AN  INITIAL  YEAR’S  EXPERIENCE 


Although  the  performance  of  cardiac  surgery  in 
the  nonteaching  community  hospital  has  not  been 
encouraged,  there  are  many  advantages  to  such  a 
program.  The  problems  encountered  in  establish- 
ing a cardiac  surgical  team  in  Lubbock,  and  the 
methods  employed  in  solving  these  problems,  are 
detailed  in  the  following  account.  The  results  ob- 
tained fustify  the  continuation  and  expansion  of 
the  program. 

ALTHOUGH  ADVANCES  in  cardiac  surgery  have 
been  dramatic  during  the  past  decade,  the  ma- 
jority of  cardiac  surgeons  have  limited  their 
efforts  to  university  medical  centers  or  the 
‘‘megaclinics. ” The  performance  of  procedures 
requiring  total  cardiopulmonary  bypass  by  sur- 
geons practicing  in  nonteaching  community 
hospitals  has  been  discouraged  and  frankly 
criticized.  It  has  been  stated  that  case  volume 
would  not  be  sufficient  to  keep  the  “team”  in 
practice  and  that  necessary  skills  would  conse- 
quently diminish.  Furthermore,  it  has  been  said 
that  the  average  community  hospital  could  not 
afford  the  equipment  and  laboratory  facilities 
necessary  to  support  the  program.  The  avail- 
ability of  supportive  medical  and  paramedical 
personnel  in  sufficient  depth  to  provide  con- 
tinuous care  so  vital  to  the  eventual  recovery 
of  cardiac  surgical  patients  was  also  posed  as 
a problem.  Blood  procurement  supposedly 
would  be  a monumental  task  in  the  moderate- 
size  community.  Finally,  it  has  been  argued 
that  an  effective  cardiac  surgical  program  of 
reasonable  volume  could  not  endure  without  a 
cadre  of  house  officers  to  provide  immediate 
and  continuing  physician  observation  and  su- 
pervision. 

On  the  other  hand,  there  are  several  cogent 
arguments  in  favor  of  the  performance  of  car- 
diac surgery  in  the  community  hospital.  The 


DONALD  L.  BRICKER,  MD 
MARTIN  L.  DALTON,  MD 
SAMUEL  M.  KING,  MD 
JOE  O.  ARRINGTON,  MD 
JAY  B.  JENSEN,  MD 

most  prominent  of  these  is  the  humane  aspect. 
An  enormous  emotional  burden  is  placed  on 
the  already  apprehensive  patient  who,  facing 
an  “open  heart  operation,”  must  go  with  his 
family  to  an  unfamiliar  environment  and  de- 
liver himself  into  the  hands  of  physicians  with 
whom  he  has  no  first-hand  familiarity.  Unfor- 
tunately, the  dehumanization  of  patient  activi- 
ties in  the  larger  centers,  where  10  to  15  open 
heart  procedures  are  performed  daily,  is  often 
minimized.  How  discouraging  it  must  be  to  an 
anxious  mother  to  hear  her  child  referred  to  as 
“one  of  the  tetralogies  we  did  Thursday.”  An 
atmosphere  in  which  the  referring  or  family 
physician  can  visit  the  patient  in  the  hospital 
and  participate  in  his  care  within  a familiar 
environment  certainly  is  preferable. 

Another  matter  is  the  expense.  Hospitaliza- 
tions for  similar  procedures  are  significantly 
more  costly  in  larger  cities  and  medical  cen- 
ters than  in  community  hospitals.  Add  to  this 
the  cost  of  transporting  the  family  to  the  cen- 
ter and  maintaining  them  in  a hotel  or  motel 
for  the  duration  of  the  patient’s  hospitalization 
and  the  problem  becomes  readily  apparent.  In 
an  era  when  rising  medical  costs  threaten  to 
bring  about  sweeping  changes  in  our  system  of 
health  care  delivery,  such  factors  can  no  longer 
be  ignored. 

It  is,  therefore,  apparent  that  a cardiac  sur- 
gical program  would  be  of  great  benefit  to  a 
community  if  the  detracting  arguments  could 
be  overcome.  Such  an  effort  was  made  in  the 
past  year  in  Lubbock.  This  article  presents  the 
problems  encountered  in  establishing  a cardiac 
surgical  program,  the  methods  employed  in 
their  solution  and  the  results. 

Background  and  Preparations:  The  Methodist 
Hospital  of  Lubbock,  Texas,  is  a 400-bed  hos- 
pital serving  the  Lubbock  community  and  the 
surrounding  areas  of  West  Texas  and  Eastern 
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New  Mexico.  An  active  cardiac  catheterization 
laboratory  was  established  in  1970.  More  than 
100  cardiac  catheterizations  with  cine  coro- 
nary angiograms  were  performed  before  con- 
sidering the  development  of  an  associated 
comprehensive  cardiac  surgical  program.  When 
it  was  ascertained  that  a case  volume  of  at 
least  four  cases  weekly  could  be  referred  for 
surgery,  it  was  deemed  feasible  to  provide 
such  capabilities  within  the  community.  Sev- 
eral planning  sessions  were  conducted  in  depth 
with  the  hospital  administration  and  the  car- 
diopulmonary committee  to  anticipate  the 
problems  to  be  encountered  with  logistical  sup- 
port of  such  a program.  It  was  realized  from 
the  outset  that  a tremendous  burden  would  be 
assumed  by  the  medical  community  and  that 
success  was  not  guaranteed  and  could  only  be 
assured  by  total  commitment  to  acquisition  of 
superior  personnel  and  facilities. 

After  recruiting  suitable  personnel,  the  hos- 
pital administration  undertook  to  provide  facili- 
ties and  to  train  supportive  paramedical  per- 
sonnel. Existing  operating  rooms  were  modi- 
fied to  provide  superior  lighting  and  adequate 
electrical  circuitry,  temperature  control,  suc- 
tion and  air  conditioning.  A complete  array  of 
cardiovascular  instruments  to  supplement  ex- 
isting supplies  was  obtained.  A Travenol  modu- 
lar pump  with  extra  pump  heads  and  facilities 
for  coronary  artery  perfusion  was  obtained  for 
use  with  the  disposable  bag  oxygenator.  A well 
trained  clinical  perfusionist  was  secured  and 
assisted  with  the  purchase  of  ancillary  sup- 
plies and  duplication  of  essential  parts  to  allow 
maximum  independence  of  operation.  It  was 
foreseen  that  with  no  other  facilities  in  the  im- 
mediate area  to  provide  backup  services, 
equipment  failure  would  be  critical  and  all  con- 
ceivable sources  of  malfunction  were  therefore 
anticipated. 

A pH  blood  gas  analyzer  was  purchased 
from  Instrumentation  Laboratories  Incorporat- 
ed and  personnel  were  trained  in  its  mainte- 
nance and  operation,  including  an  in-depth 
course  at  the  factory.  Volume-cycled  ventilat- 
ors were  obtained  (Ohio  560  and  Bennett 
MAI)  and  the  inhalation  therapy  service  per- 
sonnel were  instructed  in  their  capabilities 
and  maintenance.  The  final  purchase  consisted 
of  monitoring  equipment  for  continuous  dis- 
play of  the  ECG  and  arterial  blood  pressure, 
defibrillators,  cardiac  pacemakers  and  a "K” 


thermia  unit  for  postoperative  temperature 
regulation. 

Training  personnel  occupied  an  important 
part  of  the  preparatory  period.  Surgical  nurses 
were  sent  to  observe  other  cardiac  teams.  Re- 
covery nurses  and  intensive  care  personnel 
were  given  a course  in  care  of  the  cardiac  pa- 
tient with  participation  of  the  hospital  physi- 
cians; instruction  also  was  given  in  interpret- 
ing the  information  provided  by  the  various 
monitoring  devices.  A separate  recovery  area 
was  designated  for  cardiac  patients. 

Among  the  anesthesiologists  practicing  in 
the  hospital  were  several  who  had  recent  train- 
ing in  cardiac  surgery.  In  order  to  create  a 
familiar  atmosphere,  these  individuals  traveled 
to  the  surgeon’s  parent  institution  to  observe 
local  techniques.  Their  efforts  aided  immea- 
surably in  the  coalescence  of  the  different  op- 
erating room  functions  into  a homogenous 
whole. 

Consultation  with  the  hospital  laboratory 
services  was  arranged  and,  under  the  direction 
of  the  pathologist  in  charge,  provisions  for 
blood  procurement  and  essential  laboratory 
determinations  were  made.  Neither  of  these 
presented  undue  difficulties.  Around-the-clock 
service  was  understood  to  be  essential. 

Finally  when  all  of  the  equipment  and  per- 
sonnel had  been  drawn  together,  several  dry 
runs  were  undertaken  and  procedures  explain- 
ed to  the  satisfaction  of  all.  Underlying  all  of 
these  preparations,  and  most  important  in  the 
fruition  of  the  undertaking,  was  a spirit  of 
cooperation  and  dedication  to  the  success  of 
the  new  venture  by  the  personnel  involved. 
Without  countless  hours  of  extra  labor  and 
planning  and  a sincere  determination  to  parti- 
cipate in  an  outstanding  program  the  efforts 
expended  might  have  culminated  in  a short- 
lived enterprise. 

Management:  All  patients  admitted  for  cardiac 
surgery  entered  the  hospital  two  days  prior  to 
their  scheduled  procedure.  Cardiac  medica- 
tions were  discontinued  at  an  appropriate  in- 
terval before  admission.  During  this  waiting 
period  the  patients  and  their  families  were 
thoroughly  familiarized  with  the  contemplated 
procedure  by  the  surgeon  and  anesthesiolo- 
gist, and  were  visited  by  the  nursing  personnel 
who  were  to  assume  care  during  the  postoper- 
ative period. 

The  actual  operative  procedures  were  con- 
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ducted  at  normothermia,  priming  the  dispos- 
able bag  oxygenator  with  5%  dextrose  and 
water  and  adding  potassium  chloride  as  ap- 
propriate. Anoxic  arrest  was  utilized  for  the 
cardiac  procedure,  cross-clamping  the  aorta 
until  completion  of  intracardiac  repairs  or 
valve  replacements.  During  the  performance 
of  aortocoronary  artery  bypass,  anoxic  arrest 
was  utilized  only  for  the  construction  of  the 
distal  anastomosis.  The  dependent  pump  times 
ranged  from  10  minutes  for  an  atrial  septal 
defect  to  134  minutes  for  an  unusually  diffi- 
cult triple  coronary  bypass.  During  discontinu- 
ation of  cardiopulmonary  bypass,  previously 
undigitalized  adult  patients  were  administered 
one-half  the  calculated  digitalizing  dose  of 
digoxin  and  given  1 gm  of  Solu-Medrol  and 
20  to  40  mg  of  furosemide  to  institute  a 
forced  diuresis. 

After  completion  of  the  operative  procedure 
the  patients  were  transferred  to  the  cardiac 
recovery  area  where  they  were  placed  on  vol- 
ume ventilators  adjusted  in  accordance  with 
periodic  arterial  blood  gas  determinations. 
Digitalization  was  completed  during  the  early 
postoperative  period.  Antibiotic  administration, 
usually  ampicillin,  was  continued  for  five  to 
seven  days.  The  ECG,  arterial  and  venous  pres- 
sures were  monitored  continuously  and  urine 
outputs  were  measured  hourly.  Assisted  ven- 
tilation was  continued  for  12  to  24  hours  or 
until  the  patient  was  able  to  maintain  normal 
arterial  blood  bases  with  spontaneous  ventila- 
tion on  room  air.  A Wright  respirometer  was 
utilized  to  check  tidal  volumes  before  weaning 
the  patients  from  the  ventilator.  During  this 
period  the  patients  were  attended  continuously 
by  the  surgeon  and  the  cardiac  recovery  nurse 
who  was  never  given  the  responsibility  of  more 
than  two  patients.  After  this  initial  12-  to  24- 
hour  period,  those  patients  in  stable  and  satis- 
factory condition  were  transferred  to  a coro- 
nary care  unit  where  continuous  television  and 
ECG  monitoring  was  continued  for  an  addition- 
al three  to  four  days.  If  the  patient’s  condition 
was  not  satisfactory  he  was  maintained  in  the 
cardiac  recovery  area  as  long  as  necessary, 
with  the  surgeon  being  relieved  by  one  of  his 
associates  who  continued  constant  surveil- 
lance. While  in  the  coronary  care  unit  the  pa- 
tients had  private  rooms  with  quiet  surround- 
ings, windows  with  attractive  views  and  tele- 
vision for  entertainment.  One  member  of  the 


family  was  allowed  visitation  rights  at  all 
times,  subject  to  approval  of  the  nursing  staff. 
The  remainder  of  the  recovery  period  took 
place  on  the  general  hospital  floors  after  the 
need  for  continuous  monitoring  had  passed. 

Prior  to  discharge  the  patients  were  seen  in 
conference  by  both  the  surgeon  and  cardiolo- 
gist. They  were  given  a written  sheet  of  in- 
structions to  follow  which  detailed  their  dis- 
charge medications,  dosages  and  normal  re- 
covery problems.  This  aided  in  relief  of  post- 
discharge anxieties. 

Results:  The  first  surgical  procedure  involving 
cardiopulmonary  bypass  in  Lubbock  was  per- 
formed on  Nov  24,  1970.  By  Dec  21,  1971, 
188  procedures  requiring  pump  oxygenator 
had  been  performed  on  176  patients.  The  pro- 
cedures performed  are  shown  in  Fig  1.  The 
hospital  mortality  is  presented  in  Fig  2.  It  is 
noteworthy  that  there  were  no  operating  room 
deaths,  no  deaths  with  single  valve  replace- 
ments or  congenital  heart  defects,  and  no 
deaths  in  that  group  of  patients  having  addi- 
tional cardiac  procedures  in  conjunction  with 
coronary  artery  bypass  surgery. 

The  causes  of  death  as  listed  in  Fig  3 bear 
some  explanation.  All  of  these  patients  under- 
went postmortem  examination.  Only  one  death 
(that  from  hepatic  failure)  was  not  in  a patient 
having  coronary  artery  bypass  surgery.  The 
two  patients  with  myocardial  failure  died  in 
the  early  postoperative  period  (48  hours)  with 
low  output  syndromes.  At  necropsy  the  aorto- 
coronary bypass  grafts  were  all  patent  (quad- 
ruple and  triple  bypasses)  but  extensive  myo- 
cardial fibrosis  was  present.  In  retrospect, 
these  cases  were  errors  in  selection  with  poor 
ventriculograms  preoperatively,  ECG  infarction 
patterns,  and  hemodynamic  failure,  and  should 
not  have  been  accepted  for  surgical  therapy. 
The  death  from  myocardial  infarction  also 
falls  into  this  group,  occurring  in  a patient  with 
severe  hypercholesterolemia,  a poorly  contrac- 
tile ventricle  and  hemodynamic  failure.  This 
patient’s  grafts  were  clotted  in  the  face  of  se- 
verely diseased  distal  vessels  with  minimal 
run-off.  The  patient  with  hepatic  failure  had 
undergone  mitral  and  tricuspid  valve  replace- 
ment. Jaundice  was  present  preoperatively  and 
although  the  cardiac  condition  was  improved, 
hepatic  coma  and  death  ensued.  The  demise 
from  acute  hemorrhagic  pancreatitis  occurred 
in  a patient  who  did  well  initially  following  a 
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triple  coronary  bypass  graft.  This  complication 
may  have  been  related  to  the  administration  of 
steroids.  At  necropsy  all  grafts  were  patent, 
and  the  patient  had  undergone  an  abdominal 
operative  procedure  without  cardiac  difficul- 
ties. The  patient  with  basilar  artery  thrombosis 
had  severe  intracerebral  arteriosclerotic  occlu- 
sive disease  and  the  death  was  not  thought  to 
be  related  to  the  operative  procedure.  All 
grafts  (three)  were  patent  at  necropsy.  The 
only  preventable  death  in  the  series  occurred 
in  a patient  undergoing  a single  coronary  ar- 
tery bypass  graft  who  was  over-heparinized  in 
the  early  postoperative  period  and  developed 
late  cardiac  tamponade  (five  days).  This  was 
recognized  and  treated  by  drainage.  However, 
unsuspected  bleeding  continued  and  the  pa- 
tient died  as  a result  of  a second  episode  of 
tamponade.  The  vein  graft  was  patent  at  ne- 
cropsy. 

The  complications  in  this  group  of  patients 
are  summarized  in  Fig  4.  Any  occurrence,  no 
matter  how  trivial,  that  was  not  consistent 
with  a perfect  postoperative  recovery  was  list- 
ed as  a complication  whether  or  not  it  delayed 
hospital  discharge  or  required  specific  therapy. 
Re-exploration  for  bleeding  or  tamponade  was 
prominent  because  of  a policy  of  reoperating 
upon  patients  in  the  early  postoperative  period 
rather  than  continuing  to  transfuse  in  the  pres- 
ence of  more  than  1,000  cc  blood  loss  in  the 
first  four  postoperative  hours.  These  patients, 
without  exception,  had  benign  recovery  pe- 
riods. This  policy  also  partly  accounts  for  the 
relatively  low  volume  of  transfusions  in  this 
series  with  an  average  of  4.6  units  per  patient. 
No  patient  received  more  than  12  units  of 
blood  and  many  were  not  transfused. 

Arrhythmias,  most  commonly  atrial  fibrilla- 
tion, usually  responded  to  digitalis  and  quini- 
dine.  Central  nervous  system  injuries  were  not 
uncommon  but  only  one  patient  had  any  ap- 
preciable residual  motor  deficit.  Electrical 
burns  presented  as  2 to  3 cm  areas  of  second- 
degree  burn  of  the  scalp  or  sacrum.  These 
were  almost  surely  related  to  current  leakage 
from  monitoring  equipment  or  the  electrocau- 
tery, but  the  fault  could  not  be  located  and  the 
difficulty  has  ceased  since  moving  to  a differ- 
ent operating  theater.  A team  of  electrical  en- 
gineers was  unable  to  find  fault  with  ground- 
ing of  the  equipment  or  any  of  the  electrical 
circuitry.  Delayed  wound  healing  occurred  in 


Number  of 
Procedures 

Totals 

Coronary  bypass 

144 

Single 

20 

Double 

76 

Triple 

45 

Quadruple 

3 

Valvular  heart  disease 

20 

Aortic  valve  replacement 

8 

Mitral  valve  replacement 

4 

Multiple  valve  replacement 

3 

Mitral  commissurotomy 

Congenital  heart  disease 

5 

13 

Atrial  septal  defect 

5 

Tetralogy  of  Fallot 

2 

Trilogy  of  Fallot 

2 

Pulmonary  arterioplasty 

1 

Ventricular  septal  defect 

1 

Sinus  of  Valsalva  aneurysm 

1 

Resection  subaortic  membrane 

1 

Ventricular  aneurysms 

9 

9 

Pulmonary  embolectomy 

2 

2 

188 

188 

(8  ventricular  aneurysmectomies,  2 
mitral  commissurotomy  and  a sinus 
in  conjunction  with  coronary  bypass 

aortic  valve 
venosus  ASD 
procedures.) 

replacements,  1 
were  performed 

1.  Procedures  performed. 


Procedure 

Number 

Deaths 

% 

Coronary  bypass 

144 

6 

4.2 

Single 

20 

1 

5.0 

Double 

lb 

1 

1.3 

Triple 

45 

3 

6.7 

Quadruple 

3 

1 

33.3 

Ventricular  aneurysmectomy 

9 

0 

0 

Single  valve  replacement  or 
commissurotomy 

17 

0 

0 

Multiple  valve  replacement 

3 

1 

33.3 

Pulmonary  embolectomy 

2 

0 

0 

Congenital  heart  disease 

13 

0 

0 

Total 

188 

7 

4.0 

(176  patients) 

(There  was  no  intra-operative 

mortality.) 

2.  Hospital  mortality  by 

procedure. 

3.  Causes  of  hospital  deaths. 

Number  of 
Patients 

Myocardial  failure  2 

Myocardial  infarction  1 

Hepatic  failure  1 

Acute  hemorrhagic  pancreatitis  1 

Basilar  artery  thrombosis  1 

Late  cardiac  tamponade  1 

Total  7 
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the  groin  wounds  in  diabetic  patients  but  did 
not  prolong  hospitalization.  The  four  patients 
who  complained  of  loss  of  visual  acuity  without 
other  accompanying  neurological  deficit  under- 
went ophthalmologic  evaluation,  which  showed 
decreased  accommodative  capabilities  in  one, 
visual  field  defects  in  two,  and  no  discrete  ab- 
normality in  one.  Femoral  vein  thrombosis  was 
seen  early  in  the  series.  Since  routine  heparin- 
ization was  initiated  in  the  postoperative  pe- 
riod, however,  this  complication  has  ceased. 

Only  three  patients  became  disoriented  to 
time,  place  and  person.  This  is  attributed  to 
the  quiet  surroundings,  personalized  care, 
cheerful  room  with  a window  view,  and  fre- 
quent family  visitations  in  a familiar  atmo- 
sphere. The  patients  with  respiratory  failure 
had  known  chronic  obstructive  pulmonary  dis- 
ease and  recovered  with  long-term  ventilator 
support.  Upper  gastrointestinal  bleeding  re- 
quired surgical  intervention  in  the  two  patients 
presenting  with  this  complication,  and  one  of 
them  suffered  the  only  wound  infection  in  a 
midline  abdominal  wound.  It  is  of  interest  that 
four  patients  with  known  severe  chronic  duo- 
denal ulcer  disease  underwent  pyloroplasty  and 
vagotomy  concomitantly  with  coronary  artery 
bypass  without  difficulty,  and  this  has  since 
become  a standard  procedure. 

A large  number  of  patients  had  left  atrial 
pressure  catheters  positioned  at  surgery  to  de- 
termine if  additional  useful  information  could 
be  obtained  to  aid  in  postoperative  manage- 


Number  of 
Patients 

121  patients  had  no  complications 

48  (28%)  had  one  or  more  of  the  following 

complications: 

Re-exploration  for  postoperative  bleeding  or  tamponade  14 

Arrhythmias 

11 

Central  nervous  system  injury 

10 

Electrical  burns 

9 

Delayed  wound  healing 

5 

Brachial  plexus  injury 

4 

Loss  of  visual  acuity  with  field  defects 

4 

Femoral  vein  thrombosis 

3 

Postoperative  psychosis 

3 

Respiratory  failure 

2 

Upper  gastrointestinal  bleeding 

2 

Wound  infection 

1 

Cardiac  tamponade  from  dislodgement  of  the  atrial  catheter  1 

Total 

69 

4.  Complications — 169  survivors. 


ment.  This  did  not  prove  to  be  valuable  and 
one  patient  suffered  tamponade  from  infusion 
of  saline  into  the  pericardium  from  a dislodged 
catheter.  The  situation  was  rapidly  relieved, 
but  routine  left  atrial  catheterization  has  been 
abandoned.  In  spite  of  the  frequency  of  com- 
plications, hospital  stays  were  not  excessive 
(Fig  5)  with  84%  of  the  patients  remaining  no 
more  than  12  days  postoperatively. 

Follow-up  on  the  patients  in  this  series  prob- 
ably has  been  superior  to  that  obtained  in 
most  university  centers  since  the  patients  live 
relatively  nearby  and  we  are  in  frequent  com- 
munication with  them  and  with  their  physi- 
cians. All  patients  in  the  series  have  now  been 
followed  from  3 to  16  months  after  hospital 
discharge.  There  have  been  four  late  deaths 
(Fig  6):  all  patients  were  readmitted  to 
Methodist  Hospital  and  postmortem  examina- 
tion was  obtained,  thus  continuing  complete 

followup.  The  late  results  of  the  coronary  by- 
pass group  are  particularly  gratifying  (Fig  7). 
One  death  from  myocardial  failure  occurred 
five  months  postoperatively  in  a patient  with 
extensive  myocardial  scarring.  At  necropsy,  one 
of  the  two  bypass  grafts  was  clotted.  A total 
of  five  late  infarctions  occurred,  although  all 
of  these  patients  are  currently  alive  and  well. 
All  patients  professed  symptomatic  improve- 
ment, although  approximately  10%  continue 
to  have  exertional  chest  pain  of  some  degree. 

It  has  not  been  our  policy  to  routinely  re- 
study patients  following  aortocoronary  bypass 
surgery.  Rather,  repeat  coronary  angiography 
has  been  reserved  for  those  patients  with  re- 
sumption of  angina,  severe  ECG  changes  or 
positive  abnormalities  during  exercise  stress 
test.  In  the  limited  number  of  restudied  vein 
grafts,  80%  have  been  found  to  be  patent. 
Discussion:  We  believe  that  the  foregoing  re- 
sults justify  the  continuation  and  expansion  of 
cardiac  surgery  in  the  community  hospital. 
Although  it  is  evident  that  the  volume  of  cases 
without  coronary  bypass  surgery  would  have 
been  inadequate  to  sustain  the  program,  the 
advent  of  a successful  myocardial  revasculari- 
zation procedure  has  made  the  program  feasi- 
ble. We  are  currently  averaging  six  procedures 
weekly  and  this  is  entirely  sufficient  to  keep 
the  surgical  team  trained.  The  results  are 
equal  to  those  reported  from  university  cen- 
ters. The  hospital  is  not  increasing  deficit 
spending  to  support  the  cardiac  program;  on 
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the  contrary,  additional  sophisticated  equip- 
ment such  as  volume  ventilators  and  monitor- 
ing equipment  have  been  made  affordable  and 
available  for  wide  use  in  the  hospital,  thus  up- 
grading the  general  standards  of  medical  care. 
The  anesthesiologists  in  particular  have  ex- 
pressed the  opinion  that  giving  anesthesia  for 
cardiac  surgery  has  sharpened  their  skills  as 
applied  to  more  routine  cases.  ECG  and  ar- 
terial pressure  monitoring  has  become  com- 
monplace in  the  operating  room. 

The  blood  bank  has  not  been  exhausted  of 
reserves  and  blood  procurement  has  presented 
no  difficulties.  The  absence  of  the  house  staff 
has  only  further  upgraded  the  care  and  per- 
sonal attention  given  the  individual  patient 
with  a board-certified,  fully  trained  cardiac 
surgeon  sleeping  at  the  bedside  instead  of  a 
junior  surgical  resident.  This  has,  of  course, 
placed  considerable  burden  on  the  surgeon, 
but  it  has  been  our  philosophy  that  these  pa- 
tients should  not  be  without  immediate  physi- 
cian supervision  in  the  early  postoperative  pe- 
riod. We  believe  that  a surgeon  who  wishes  to 
perform  cardiac  surgery  in  a community  hos- 
pital must  accept  this  responsibility. 

As  enthusiastic  as  the  physicians  involved 
in  this  program  have  become,  perhaps  the 
most  enthusiastic  persons  involved  are  the  pa- 
tients. Virtually  all  are  grateful  for  the  locally 
available  care  and  facilities,  the  opportunity  to 
have  the  physician  of  their  choice  participate 
in  their  care,  and  the  reduction  in  time  and 
expenditure  which  would  have  been  involved 
with  referral  to  a distant  medical  center. 

In  conclusion,  it  is  the  consensus  of  most 
observers  that  Lubbock  has  benefitted  from 
the  establishment  of  an  open  heart  surgical 
program.  It  is  the  opinion  of  the  authors  that 
cardiac  surgery  in  the  community  hospital  is 
feasible  wherein  there  exists  a cooperative 
medical  climate,  a progressive  hospital  admin- 
istration, and  a corps  of  dedicated  medical  and 
paramedical  personnel  to  assist  those  directly 
concerned  with  evaluation  and  operation  on 
the  cardiac  patient. 


142  patients  (84%) 

Discharged  on  or  before  the  12th  postoperative  day 
15  patients  (8.9%) 

Discharged  on  or  before  the  20th  postoperative  day 
12  patients  (7.1%) 

Discharged  after  the  20th  postoperative  day 

5.  Duration  of  hospital  stay — 169  survivors. 


Number  of 
Patients 

Myocardial  failure  2 

Heart  block  j 

Thromboembolic  ^ 

Total  4 

6.  Causes  of  late  deaths. 


144  Patients: 

6 hospital  deaths 

1 late  death 
137  Survivors: 

2 definite  late  infarcts 
2 probable  late  infarcts 

132  patients  are  asymptomatic  and  improved 

7.  Results  of  coronary  bypass  surgery. 


The  authors,  3801  21st  St.,  Lubbock,  Texas  79410. 
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Aspects  of 

cardiopulmonary  resuscitation 
in  infants  and  children 


Cardiopulmonary  resuscitation  measures  for  the 
pediatric  patient  are  presented.  These  measures 
are  based  on  the  standard  of  practice  as  recom- 
mended for  adults.  For  the  pediatric  patient,  rec- 
ommendations for  drug  dosage  and  endotracheal 
tubes  are  presented  to  meet  the  needs  of  the 
ABCDs  of  resuscitation. 

CARDIOPULMONARY  RESUSCITATION  (CPR) 

measures  as  outlined  in  the  1960s  by  the  Na- 
tional Research  Council,  The  National  Acad- 
emy of  Sciences  and  the  National  Academy  of 
Engineering  have  become  well  established  as 
the  guidelines  for  managing  patients  requiring 
CPRd  They  have  now  become  the  standard  of 
practice  related  to  resuscitation  throughout  the 
country.  These  guidelines  are  directed  toward 
the  care  of  adults  but  the  basic  principles  can 
be  applied  to  pediatric  patients,  although 
many  specific  points  must  be  tailored  to  fit 
this  group  of  “small  people.’’  Specific  equip- 
ment, drugs  and  especially  dosage  schedules 
for  infants  and  children  have  been  developed 
and  employed  for  the  past  five  years  at  Chil- 
dren’s Medical  Center,  Dallas,  to  care  for  the 
patient  requiring  CPR.  This  outline,  based  on 
the  recommendations  considered  the  standard 
of  practice,  is  tailored  to  the  small  patient. 
Recognition  of  Cardiopulmonary  Arrest:  In  all 
age  groups  the  cessation  of  breathing  and  cir- 
culation heralds  clinical  death.  Of  more  impor- 
tance is  biological  death  or  irreversible  dam- 
age, especially  to  brain  cells,  which  generally 
is  thought  to  occur  within  4 to  6 minutes.  This 
4 to  6 minutes  is  a maximum  time  and  in  many 
pediatric  patients  the  events  leading  up  to 
clinical  death  may  be  slow  and  subtle  so  that 
one  has  even  less  time  than  this  in  which  to 
initiate  CPR. 


By  simple  observation  one  can  detect  if 
breathing  is  absent.  Anoxemia,  especially  of 
the  brain,  has  many  manifestations  (Fig  1).  It 
affects  the  respiratory  centers  within  the  brain 
as  well  as  the  peripheral  receptors.  Anoxia 
per  se  leads  to  anaerobic  metabolism  and  re- 
sultant lactic  acidosis.  Systemic  hypotension 
primarily  or  secondarily  mediated  by  the  baro- 
receptors  results  in  respiratory  and  cardiac 
stimulation.  With  hypercardia  the  end  result  is 
pulmonary  vasoconstriction  leading  to  pul- 
monary arterial  hypertension  and  selective  sys- 
temic pulmonary  arterial  hypertension  and  se- 
lective systemic  vasoconstriction  in  an  attempt 
to  preserve  cerebral  and  coronary  blood  flow. 
Except  in  electrocution  and  drowning,  this  se- 
quence is  gradual  in  onset.  Whatever  the  eti- 
ology, recognition  of  anoxemia  in  varying  de- 
grees is  of  utmost  importance.  Hypoventilation 
or  ineffective  ventilation,  such  as  might  occur 
with  airway  obstruction,  is  more  difficult  to 
evaluate.  In  adults,  palpation  of  a carotid  or 
femoral  pulse  is  recommended  for  evaluation 
of  cardiac  action.  Infants  and  small  children 
with  essentially  nonexistent  necks  are  difficult 
to  evaluate  from  this  standpoint.  Substitute 
pulses  in  the  temporal  area,  the  axillary  area 
and  the  femoral  area  may  be  evaluated.  A third 
point  of  recognition  is  the  pupils.  With  the  ex- 
ception of  patients  on  medication,  the  pediat- 
ric age  group  can  be  evaluated  as  to  dilated 
and  fixed  pupils  heralding  irreversible  damage. 
Once  the  evaluation  of  breathing,  peripheral 
pulses  and  unreactive  pupils  has  been  com- 
pleted, the  institution  of  therapy  must  be  rapid. 

The  basic  emergency  therapy,  as  for  adults, 
consists  of  the  ABCs  which  can  be  instituted 
with  minimal  or  no  equipment: 
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HIPERCARBIA  a ACIDOSIS  SYSTEMIC  HYPOTENSION  HYPERCAPNIA 

(Respirotofy  Center)  ( Bororeceptor  s ) 

\ / ^ 

RESPIRATORY  STIMULATION  ^CARDIAC  STIMULATION 

\ ^ 

/Chemoreceptors  Carolid\  ( C hemorece  ptors  } 

\ ond  Aortic  Bodies  / 

Epinephrine 


RESPIRATORY 
CENTER  — --I  ANOXEMIA 
DEPRESSION 


SYSTEMIC  VASOCONSTRICTION 
ond  VASODILATATION 

ECerebfOl  ond  Coronory  - Vosodilotion  1 
Renal,  Mesenteric  ond  Limb  - Vasoconstriction  ' 


pulmonary  VASOCONSTRICTION 
or^d  VASODILATATION 


SYSTEMIC  HYPOTENSION 


HYPERCARBIA' 


PULMONARY  BLOOD  FLOW— - 


PULMONARY  ARTERIAL 
HYPERTENSION 


Modifiea  from  A^iodo,  D.  M., 

" The  Lung  Circulation  " 

Pergarpon  Press  Ltd.  I9€5 

1. 

Airway:  In  children  one  of  the  frequent 
causes  of  death  is  airway  obstruction.  This 
may  be  a foreign  body  or  a soft-tissue  type  of 
obstruction.  The  immediate  steps  to  be  taken 
are  to  clear  the  airway  of  any  foreign  objects 
and  tilt  the  head  back  to  hyperextend  the  neck 
and  relieve  any  obstruction  caused  by  the 
tongue.  A small  towel  roll  or  similar  roll  placed 
under  the  shoulders  may  help  to  reestablish 
the  airway  (Fig  2).  The  mandible  may  be  lifted 
forward  either  by  forward  pressure  on  the  an- 
gle of  the  mandible  or  grasping  the  mandible 
with  the  thumb  and  index  finger  and  drawing 
it  forward.  If  available,  a pediatric  “S”  tube  or 
appropriate-size  oral  pharyngeal  airway  may  be 
employed.  Specific  points  as  to  the  utilization 
of  endotracheal  tube  will  be  dealt  with  later. 

Breathing:  Where  breathing  is  either  absent 
or  ineffectual,  immediate  measures  must  be 
taken  to  initiate  expired  air  ventilation.  This 
can  be  done  by  mouth-to-mouth,  mouth-to- 
nose,  or  mouth-to-mouth-and-nose  in  many 
small  infants.  The  symmetrical  rise  and  fall  of 
the  chest,  especially  the  apical  areas,  with  each 
expired  air  ventilation  can  be  evaluated  by  di- 
rect visualization  of  thoracic  movement  (Fig 
3).  The  volume  required  for  this  ventilation  will 
depend  on  the  size  of  the  patient,  airway  leaks 
and  the  compliance  of  the  patient’s  lungs.  In 
general,  it  can  be  stated  that  movement  of  the 
apical  areas  of  the  patient’s  thorax  will  provide 
an  adequate  amount  of  inspired  volume.  When 
available,  oxygen  supplementation  should  be 
employed.  Other  mechanical  devices  such  as 
bags,  valves  and  masks  will  be  considered  lat- 
er. Note,  however,  that  the  use  of  a mechani- 
cal device  such  as  a resuscitator  or  ventilator 
is  generally  contraindicated  at  this  point  in  the 
emergency  care. 


Circulation:  Circulatory  assistance  as  applied 
with  external  cardiac  compression  must  be  in- 
stituted if  the  pulse  is  absent  or  feeble.  The 
lower  one-third  of  the  sternum  should  be 
quickly  delineated  by  palpation  of  the  manubri- 
um and  xiphoid.  Compression  of  the  heart  is 
then  instituted  by  appropriate  pressure,  two 
fingers  for  the  neonate,  the  heel  of  one  hand 
for  the  child  and  the  heel  of  two  hands  for  the 
adolescent  patient.  Effective  cardiac  compres- 
sion in  all  patients  can  usually  be  accomplish- 
ed by  compressing  one-third  of  the  anterior- 
posterior  diameter  of  the  thorax  (Fig  4).  This 
compression  of  the  heart  must  be  carried  out 
in  a rhythmic  fashion  in  coordination  with 
breathing.  It  is  generally  recommended  with 
one  resuscitator  a ratio  of  fifteen  compressions 
and  two  breaths  or  with  two  resuscitators,  five 
cardiac  compressions  and  one  breath.  The  rate 
of  compression  must  be  tailored  to  the  patient 
and  this  can  be  approximately  a basal  heart 
rate  (neonate,  120  times  per  minute;  infant, 
100  times  per  minute;  child,  80  times  per 
minute;  and  adolescent,  60  to  80  times  per 
minute).  Devices  designed  for  the  adult  patient 
to  mechanically  provide  this  external  compres- 
sion generally  are  not  applicable  to  the  pedi- 
atric-size patient.  The  patient  must  be  on  a 
firm  surface  and  a board  (V2  x 12  x 21  inches) 
can  be  made  specifically  for  this  purpose. 

Following  institution  of  the  ABCs,  evaluation 
of  the  patient  as  to  color,  peripheral  pulses, 
eye  signs  and  reactiveness  must  be  done  rap- 
idly. With  the  effective  application  of  these 
emergency  measures,  equipment  specifically 
designed  for  pediatric  patients  can  be  em- 
ployed to  enhance  and  facilitate  the  resuscita- 
tive  efforts. 

Securing  and  maintaining  an  efficient  and 
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CARDIAC  COMPRESSION 

1.  Lower  sternum 

2.  j A P diomefer 

3.  Rotes : 

Neonate  120 
Infont  100 

Child  80 

Adolescent  60-80 

4.  Ratio; 

15-2  Single 
5-1  Double 


4. 


effective  airway  can  best  be  done  by  using  an 
oral  endotracheal  tube.  To  accomplish  this  in 
the  pediatric  patient  a laryngoscope  must  be 
employed.  We  use  straight  laryngoscope  blades 
with  an  assortment  of  0,  1,  2,  and  3 sizes.  The 
Miller  type  laryngoscope  blade  appears,  in  our 


hands,  to  best  meet  the  needs  of  the  pediatric 
patient  since  this  blade  can  be  used  to  lift  the 
epiglottis  directly,  or  indirectly  for  exposure  of 
the  larynx.  To  facilitate  the  intubation,  the  pa- 
tient should  be  placed  in  a supine  position 
with  the  shoulders  flat  and  the  head  and  neck 
positioned  in  a sniffing  attitude  (Fig  5).  In- 
fants and  small  children  can  be  so  positioned 
with  the  head  and  shoulders  on  a flat  surface. 
Older  children  and  adolescents  may  require  a 
small  pad  under  the  head. 

The  selection  of  the  type  of  endotracheal 
tube  to  achieve  a secure  airway  atraumatically 
is  most  critical  to  the  success  of  this  tech- 
nique. Since  the  possibility  of  endobronchial 
intubation  always  exists  when  working  with 
small  children,  tubes  which  prevent  this  should 
be  employed.  The  Cole  type  tube  best  fits  this 
need  (Fig  2);  it  has  a flange  which  abuts  onto 
the  true  and  false  cords  to  allow  entry  only  of 
the  distal-most  portion  of  the  tube.  The  size 
can  be  an  8 or  10  F for  the  premature,  12  or 
14  F for  the  newborn,  and  16  to  18  F for  the 
child  up  to  approximately  18  months  of  age 
(Fig  6).  For  larger  children  standard,  straight, 
noncuffed  endotracheal  tubes  can  be  employ- 
ed. With  the  straight,  nonflanged  endotracheal 
tubes,  equal  chest  movements  and  equal  breath 
sounds  in  both  lung  fields  must  be  evaluated 
with  a stethoscope.  Cuffed  endotracheal  tubes 
6 mm  or  larger  are  employed  only  for  children 
over  six  years  of  age.  Following  insertion  of 
these  tubes  the  cuffs  can  be  inflated  just  to 
seal  the  airway. 

Once  the  endotracheal  tube  has  been  prop- 
erly placed  within  the  trachea,  more  effective 
ventilation  can  be  accomplished  with  less  fear 
of  aspiration  of  massive  amounts  of  fluid.  The 
breathing  can  be  continued  either  with  expired 
air  ventilation  down  the  endotracheal  tube  or 
the  endotracheal  tube  can  be  attached  to  some 
type  of  valve  and  bag  which  is  in  turn  attached 
to  an  oxygen  source.  We  have  chosen  the 
NRPR  Elbow,*  which  has  a mask  connection 
of  23  mm  (male)  and  a 15  mm  (female)  endo- 
tracheal connector  adaptation  (Fig  7).  When 
employed  with  an  oxygen  source  and  a small 
anesthesia  type  bag  of  either  500  ml  or  1,000 
ml  capacity,  ventilation  can  be  accomplished 
quite  easily.  With  a fresh  gas  source  of  from 
5 to  10  liters  per  minute,  no  appreciable  re- 
breathing occurs.  This  elbow  also  has  a pres- 

*NRPR  Elbow,  Model  #133130  manufactured  by  Puri- 
tan Equipment,  Inc.,  1703  McGee  Street,  Kansas  City, 
Mo  64108. 
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sure  release  outlet  which,  in  conjunction  with  a 
clip  on  the  pigtail  of  the  bag,  can  be  adjusted 
to  allow  relief  of  the  excess  gas  within  the  sys- 
tem. Various  types  of  resuscitator  bags  are 
available.  Because  of  their  mechanical  parts, 
these  units  are  prone  to  malfunction  and  in 
most  circumstances  do  not  allow  for  the  deliv- 
ery of  100%  oxygen  under  any  circumstanc- 
es.^ Also,  the  associated  self-inflating  bags 
generally  are  of  such  a large  size  as  to  be  cum- 
bersome in  the  performance  of  resuscitation  of 
the  pediatric  patient. 

With  the  ABCs  of  CPR  well  underway,  fur- 
ther measures — ^the  Ds — can  be  instituted: 

Drugs:  Drugs  employed  for  the  pediatric  pa- 
tient are  similar  to  those  required  for  the  adult 
patient.  However  one  must  tailor  the  dosage 
schedule  to  the  individual  patient  (Fig  8). 

Sodium  Bicarbonate  (Fig  9):  Bicarbonate 
will  be  utilized  to  reverse  acidosis  resulting 
from  the  anaerobic  metabolism  that  may  be 
taking  place.®  A quick  rule  of  thumb  involves 
the  utilization  of  bicarbonate,  1 mEq/kg  of 
estimated  body  weight  for  each  10  minutes  of 
ineffective  circulation.  This  amount  of  bicar- 
bonate will  not  produce  an  excessive  osmotic 
or  sodium  load.  Until  a definitive  blood  gas 
measurement  can  be  made,  the  bicarbonate  is 
repeated  based  upon  the  recommended  sched- 
ule for  each  10  minutes  of  ineffective  cardiac 
circulation.  When  the  circulation  has  been  re- 
established and  maintained,  a more  definitive 
correction  can  be  made  by  obtaining  an  arterial 
blood  gas  determination.  Based  on  the  base 
deficit  as  obtained  from  the  blood  gas  sam- 
pling, a correction  can  be  made  by  the  follow- 
ing formula:  base  deficit  x weight  in  kg  x 0.3 
= the  mEq  of  bicarbonate  necessary  to  cor- 
rect acidosis. 

Epinephrine  (Fig  10):  Epinephrine  is  given 
by  either  the  intravenous  or  the  intracardiac 
route.  An  additional  route  of  administration 
can  be  achieved  by  injecting  the  desired 
amount  down  the  endotracheal  tube  and  gently 
“bagging”  it  into  the  patient.  The  intracardiac 
route  is  discouraged  because  of  the  hazards  of 
blind  needling  of  the  heart.  Epinephrine  is 
used  to  obtain  cardiotonic  activity  as  well  as 
peripheral  vasoconstriction.  It  should  be  pre- 
pared by  mixing  1 ml  of  a 1:1,000  dilution 
with  9 ml  of  saline  solution.  In  this  dilution  it 
can  be  administered  in  1/2  ml  increments  for 
small  infants  and  children,  and  in  1 ml  incre- 
ments for  larger  children. 

Isoproterenol  (Fig  11):  Isoproterenol  is  used 


6.  Endotracheal  tube  size  per  age* 


Age 

Tube  Size 

Premature 

Cole  8 

or  10  French 

Newborn 

Cole 

12  French 

1-4  months 

Cole 

14  French 

4-12  months 

Cole 

16  French 

1-2  Years 

Cole 

18  French 

2-3  Years 

Regular 

4.5  mm  ID 

3-6  Years 

Regular 

5.0  mm  io 

6-12  Years 

Regular 

5.5  or  6.0  mm  ID  (with  or  without 
cuff) 

12-16  Years 

Regular 

7.0  mm  ID  (with  cuff) 

*If  tube  is  too  large,  try  next  smaller  size. 
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8.  Resuscitation  medications  (prepared  and  labeled  at 
time  of  emergency). 


Drug 

Syringe 

Dilution 

Dose 

Isoproterenol (0.2 
mg/ml)  (Isuprel) 

10  ml 

1 ml  -F  9 
ml  saline 

0.01  mg-infant  (0.5  ml) 
0.02  mg-child  (1.0  ml) 

Epinephrine  (1  mg/ 
ml)  (Adrenalin) 

10  ml 

1 ml  -F  9 
ml  saline 

0.05  mg-infant  (0.5  ml) 
0.1  mg-child  (1  ml) 

Sodium  Bicarbonate 
(1  mEq/ml) 

20  ml 

none 

1 mEq/kg  body  weight 
each  10  minutes 

Calcium  Gluconate 
(1  gm/10  ml) 

10  ml 

none 

100  mg/ 10  kg 
body  weight 

Atropine  (0.4  mg/ml) 

10  ml 

2 ml  -F  6 
ml  saline 

0.1  mg/ 10  kg 
body  weight 

BRONCHODILATATION 


PULMONARY 

VASODILATATION 


SODIUM  BICARBONATE 


♦ [h'"]  affecting  ♦[h'*'] 

RESPIRATORY  CENTERS 


fCARDIAC  OUTPUT- 


-fPULMONARY 

PERFUSION 


*Endogenous  and  Exogenous  catecholamines  more  effective 
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primarily  for  its  cardiotonic  activity.  It  can  be 
administered  by  the  same  routes  as  epine- 
phrine. The  dosage  schedule  for  isoproterenol 
is  similar  to  that  for  epinephrine  after  it  has 
been  mixed  1 ml  with  9 ml  of  saline  solution. 

Calcium  Gluconate:  Calcium  in  the  form  of 
gluconate  is  employed  in  children  because  of 
its  lesser  degree  of  conization  (approximately 
7 to  9%).  The  calcium  can  be  administered 
in  1 cc  increments  by  either  the  intravenous 
or  intracardiac  route. 

Atropine:  The  employment  of  this  vagolytic 
agent  can  be  utilized  for  blocking  vagal  im- 
pulses, especially  to  the  heart,  in  achieving  a 
more  rapid  cardiac  rate.  Generally,  it  can  be 
administered  intravenously  in  increments  of 
0.1  mg  for  each  10  kg  of  body  weight. 

These  drugs  can  be  administered  after  di- 
luting the  standard  small  ampules  to  a 10  ml 
volume,  or  premixed  ampule  syringes  can  be 
used.  Using  premixed  ampule  syringes  can 
prevent  the  hazards  of  preparation  (diluting) 
at  the  time  of  the  emergency. 

Diagnosis:  Once  the  ABCs  are  well  underway, 
steps  can  be  taken  to  more  fully  delineate  the 
etiology  and  to  initiate  the  corrective  measures 
necessary  for  restoring  cardiac  and  respiratory 


functions  to  normal.  An  EGG  monitor  should 
be  attached  to  the  patient.  We  have  employed 
a combination  EGG  scope,  EGG  paper  writer 
and  defibrillator.  The  EGG  scope  allows  for 
immediate  diagnosis  as  to  rate  and  rhythm. 
The  defibrillator  with  appropriate-size  pediat- 
ric panels  can  be  employed  to  defibrillate  the 
heart  if  necessary.  Several  points  can  be  made 
as  to  the  utilization  of  the  equipment  with  the 
pediatric  patient.  The  standard  limb  leads  can 
easily  be  applied  by  attaching  the  leads  with 
electrode  paste  with  one-inch  adhesive  tape 
wrapped  circumferentially  around  each  of  the 
limbs.  Since  this  mode  will  be  used  only  in  the 
immediate  resuscitation  period  and  since  time 
is  of  the  essence,  the  fact  that  such  attach- 
ment may  tend  to  impede  venous  return  from 
the  extremities  is  of  little  concern.  After  the 
immediate  resuscitation  period  is  over,  more 
standard  types  of  EGG  leads  can  be  applied. 
When  defibrillation  is  necessary,  pediatric-size 
paddles  should  be  used.  These  paddles  can  be 
placed  in  direct  contact  with  the  patient  with 
only  a small  4-x-4-inch  gauze  pad  soaked  in 
saline  placed  between  the  paddles  and  the  pa- 
tient. Saline  solution  is  preferable  to  standard 
electrode  paste  because  it  allows  for  defibril- 
lation of  the  patient  without  messy  goo  which 
will  interfere  with  further  external  cardiac  com- 
pression activities.  Gare  must  be  taken,  how- 
ever, to  note  that  an  adequate  degree  of  pres- 
sure is  exerted  on  the  saline  pads  when  apply- 
ing the  paddles  so  that  good  electrical  con- 
tact is  achieved.  A low-watt-seconds  output 
from  the  defibrillator  should  be  selected  first. 
In  small  infants  this  must  be  in  the  range  of 
10  to  20  watt-seconds.  If  this  degree  of  output 
is  not  adequate  to  achieve  defibrillation,  in- 
creased amounts  of  current  can  be  employed. 

Definitive  Care:  Following  successful  resus- 
citive  efforts,  a plan  for  continued  care  of  the 
patient  must  be  employed.  The  patient  should 
be  placed  in  an  intensive  care  facility,  and 
steps  must  be  instituted  to  prevent  the  recur- 
rence of  a cardiopulmonary  arrest. 

REFERENCES 

1.  Cardiopulmonary  resuscitation  conference  proceedings. 
National  Research  Council,  Publication  1494,  1967. 

2.  Carden  E,  Bernstein  M:  Investigation  of  the  nine  most 
commonly  used  resuscitator  bags.  JAMA  212:589-592,  1970. 

3.  Chazan  JA,  Stenson  R,  Kurland  GS:  The  acidosis  of 
cardiac  arrest.  New  Eng  J Med  278:360-364,  1968. 

Dr.  Ahlgren,  Department  of  Anesthesiology,  The  Uni- 
versity of  Texas  Southwestern  Medical  School,  Dallas, 
Texas  75235. 


62 


TEXAS  MEDICINE 


KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET 

INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

Joy  Mackay,  M.D. 

Phillips  Kay  Champion,  M.D. 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 
John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif,  M.D., 
F.A.C.P. 

Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 
Earl  F.  Beard,  M.D., 

F.A.C.P. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

General  Medicine  and  Oncology 
Carlos  F.  Taboada,  M.D., 
F.A.C.P. 

Elihu  N.  Root,  M.D. 

Nephrology 

FVancis  X.  Schloeder,  M.D., 
F.A.C.P. 

Hematology 
Jerome  B.  Bart,  M.D. 

Infectious  Diseases 
Stuart  Riggs,  M.D.,  F.A.C.P. 


AC  (713)  526-2671 


Allergy 

Thomas  R.  Woehler,  M.D. 
Occupational  Health  Services 

Paul  E.  Wright,  M.D., 

M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen.  M.D., 
F.A.C.S. 

Andres  I.  Karstens,  M.D., 
F.A.C.Pr.M. 

Frank  A.  Goss,  M.D. 

Nicholas  H.  Nauert,  Jr..  M.D., 
F.A.C.P. 

Bradley  W.  Prior,  M.D., 
F.A.C.Pr.M. 

Federico  R.  Jonas,  M.D., 
M.P.H. 

William  N.  Floyd,  M.D. 
Nuclear  Medicine 

David  E.  Mouton,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D., 
F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.O.G..  F.A.C.S. 

William  A.  Johnson,  III, 

M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

•Ricardo  Daichman,  M.D. 

Manuel  C.  Ramirez.  M.D. 

Stewart  W.  Quisiing,  M.D. 

PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr..  M.D., 
F.A.A.P. 


Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D.. 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Cranberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson.  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D., 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D.. 
F.A.C.R. 

EMuardo  G.  Linares,  M.D. 
Pedro  Raphael,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  Ph.D., 
M.D.,  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Educational  Diagnostician 
Mrs.  Jean  F.  White.  M.Ed. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 
Donna  R.  Fox,  Ph.D. 

Jane  Porter,  M.A. 


HOUSTON,  TEXAS  77025 

CONSUL’TANTS 
Industrial  Hygiene 
Stanley  M.  Pier,  Ph.D. 

Richard  K.  Severs,  Ph.D. 
MaxiUofacial  Surgery 
Edward  C.  Hinds,  M.D., 

D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Preventive  Medicine  and 
Epidemiology 
Reuel  A.  Stallones,  M.D., 
M.P.H. 

Psychiatry 

Albert  Owers,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 

M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Cardiology 

David  K.  Brooks,  Ph.D.,  M.D., 
F.A.C.C. 

Efrain  Garcia,  M.D., 

F.A.C.P. 

Social  Service 

Mary  E.  Wheeler,  Ph.D. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

Electronystagmography 

ADMINISTRATOR 
James  A.  Bakken 
•Military  Service 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D. 
DAVID  LIBMAN,  M.D. 


MaAiiHs  (md 

RsCuiium  QlUUc 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

F or  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy, 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Volume  68,  August,  1972 


63 


Peritonsillar  abscess  associated 
with  tonsillar  diphtheria 


PAUL  P.  ROUNTREE,  MD 

Peritonsillar  abscess  as  a complication  of  faucial 
diphtheria  is  a rare  condition  previously  reported. 
The  case  described  herein  was  managed  with  ap- 
propriate amounts  of  antitoxin,  systemic  antibiot- 
ics, and  surgical  drainage. 


PERITONSILLAR  ABSCESS  has  occurred  as  an 
infrequent  complication  of  diphtheria.  During 
a recent  outbreak  of  this  disease,  such  a case 
was  recognized. 

Case  Report:  A 9-year-old  girl  was  admitted  to 
Children’s  Hospital  of  the  Santa  Rosa  Medical 
Center  with  the  history  of  fever,  sore  throat, 
dysphagia,  and  swelling  of  the  neck  for  a day. 
Although  she  had  not  received  immunizations 
as  an  infant,  the  patient  had  been  given  diph- 
theria-tetanus toxoid  eight  days  before  the  on- 
set of  symptoms.  The  child  had  bilateral  ton- 
sillar enlargement  and  hyperemia.  A membrane 
was  present  on  both  tonsils  with  extension 
over  the  right  anterior  pillar  and  across  the 
pharynx.  The  uvula  was  edematous.  A moder- 
ate degree  of  anterior  cervical  lymphadeno- 
pathy  was  present,  but  the  patient  did  not  have 
a “bull  neck.”  Her  breath  had  the  characteris- 
tic foul  odor  of  diphtheria.  There  were  no  other 
significant  physical  findings. 

After  appropriate  skin  testing,  the  patient 
was  given  50,000  units  of  diphtheria  antitoxin 
intravenously.  Procaine  penicillin,  600,000 
units,  was  given  intramuscularly  every  12 
hours. 

Approximately  18  hours  after  admission  the 
patient  was  reexamined.  There  was  extreme  en- 
largement of  the  right  anterior  cervical  nodes. 
The  right  tonsil  also  was  greatly  enlarged. 
Swelling  involved  the  entire  soft  palate  on  the 
right  side,  and  the  peritonsillar  tissue  was  sim- 
ilarly involved.  The  uvula  was  displaced  to  the 
left  side.  The  area  of  involvement  was  care- 


fully palpated  and  was  fluctuant.  The  patient 
complained  of  tenderness  and  was  unable  to 
open  her  mouth  widely. 

Surgical  consultation  was  obtained,  and  the 
patient  was  taken  to  the  operating  room.  A 
general  anesthetic  was  administered  and  the 
abscess  was  drained.  Approximately  5 ml  of 
purulent  material  was  obtained  and  sent  for 
bacterial  culture. 

Cultures  of  the  throat  on  admission  subse- 
quently were  reported  to  contain  a virulent 
strain  of  C diphtheriae  and  /3-hemolytic  strep- 
tococci (non-group  A).  Cultures  of  the  material 
drained  from  the  tonsillar  abscess  contained 
a-hemolytic  streptococci  and  Neisseria  species. 

Postoperative  examination  of  the  right  ton- 
sillar area  revealed  moderate  extension  of  the 
membrane  for  the  first  two  days.  There  were 
no  other  complications. 

The  patient  was  given  intravenous  aqueous 
penicillin  for  seven  days  after  surgery  and  sub- 
sequently was  dismissed. 

Discussion:  Simultaneous  infection  with  diph- 
theria bacilli  and  pyogenic  bacteria  may  cause 
peritonsillar  abscess  in  association  with  diph- 
theria at  rare  intervals.  Such  occurrences  are 
mentioned  in  several  standard  texts.^  ^ In  1930, 
Gordon  and  Young  noted  one  instance  among 
3,260  cases  of  diphtheria.^ 

Acknowledgement:  Dr.  Raul  Perez  gave  permission  to 
report  this  case,  and  Dr.  Sydney  R.  Kaliski  provided 
assistance. 
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Treatment  of 
progressive  varicella 
with  cytarabine 

FRED  F.  BARRETT,  MD;  MICHAEL  L.  WEXLER,  MD;  R.  GORDON  DOUGLAS,  MD 


A 6 10 / 12-year-old  child  who  had  received  cor- 
ticosteroid and  immunosuppressive  drug  therapy 
since  the  age  oj  17  months  for  the  treatment  of 
idiopathic  nephrotic  syndrome  developed  pro- 
gressive varicella.  Because  of  the  serious  and  pro- 
gressive nature  of  his  illness,  he  received  anti- 
viral chemotherapy  with  cytarabine  at  a dose  of 
100  mg /M^  124  hours  by  continuous  intravenous 
infusion.  The  patient  showed  substantial  clinical 
improvement  temporally  related  to  cytarabine 
therapy. 

VARICELLA  IS  GENERALLY  a benign  contag- 
ious disease  in  children.  However,  underlying 
malignant  and  immune  deficiency  diseases  as 
well  as  corticosteroid  and  immunosuppressive 
drug  therapy  predispose  to  unusual  and  seri- 
ous complications  of  varicella-zoster  virus  in- 
fection.^® Cytarabine  (Cytosar),  a pyrimidine 
nucleoside,  has  been  reported  to  be  effective 
in  vitro  against  viruses  of  the  herpes  virus 
group  and  in  vivo  against  herpes  simplex  vi- 
rus.'^® More  recently,  clinical  reports  have  de- 
scribed the  use  of  cytarabine  in  the  treatment 
of  disseminated  varicella-zoster  virus  infec- 
tions. 

This  report  summarizes  a case  of  dissemi- 
nated varicella-zoster  virus  infection,  treated 
with  cytarabine,  in  a child  undergoing  cortico- 
steroid and  immunosuppressive  drug  therapy 
for  idiopathic  nephrotic  syndrome. 

Case  Report:  A 6 10/12-year-old  boy  with  idio- 
pathic nephrotic  syndrome  had  received  almost 
continuous  corticosteroid  and  immunosuppres- 
sive drug  therapy  since  the  age  of  17  months. 
His  renal  disease  had  been  in  remission  for 
five  months  prior  to  this  hospitalization.  Four 
days  before  admission,  a few  vesicular  lesions 
were  noted  on  his  scalp.  By  the  following  day, 
the  patient  was  febrile  and  the  vesicles  had  in- 
creased in  number  and  spread  to  his  face. 


Cyclophosphamide  therapy  was  discontinued 
by  his  mother.  The  patient  was  hospitalized  on 
the  fifth  day  of  illness  because  of  abdominal 
pain  and  a diffuse  maculopapulovesicular  rash. 

Physical  examination  siiowed  an  irritable 
child  with  a Cushingoid  appearance  and  typical 
varicella  lotions  in  diffuse  distribution.  He 
weighed  38. 2 kg,  his  temperature  was  38.9  C, 
the  pulse  rate  was  100/minute,  respirations 
were  20/minute  and  regular,  and  the  blood 
pressure  was  125/80  mm  Hg.  The  patient 
complained  of  photophobia  and  had  ulcerative 
lesions  of  the  gingiva  and  tongue.  The  lungs 
were  clear  to  auscultation  and  results  of  car- 
diac examination  were  normal.  Examination  of 
the  abdomen  revealed  mild  diffuse  tenderness, 
norma!  bowel  sounds,  and  no  hepatospleno- 
megaly.  The  remainder  of  the  physical  exam- 
ination results  were  within  normal  limits. 

The  hemoglobin  level  was  12.7  gm/100  ml; 
hematocrit  37%,  and  white  blood  cell  count 
11,100  with  80  segmented  neutrophils,  8 band 
forms  and  4 lymphocytes.  The  total  serum  pro- 
tein value  was  5.0  gm/100  ml,  with  albumin 
2.5  gm/100  ml.  The  urinalysis,  blood  urea 
nitrogen,  and  serum  creatinine  levels  were 
normal.  Cultures  of  the  skin  obtained  two  days 
earlier  were  growing  Staphylococcus  aureus,  but 
a blood  culture  obtained  on  the  day  of  admis- 
sion was  subsequently  sterile.  Initial  therapy 
included  cloxacillin  and  trimeprazine  (Fig  1). 
Prednisone  dosage  was  decreased  from  90  mg 
every  other  day  to  20  mg  daily. 

During  the  first  two  hospital  days,  conjunc- 
tivitis was  noted  and  new  crops  of  skin  lesions 
continued  to  appear  on  the  face,  arms,  and 
thorax.  In  addition,  the  patient  developed  a 
persistent  cough  and  a chest  roentgenogram 
on  the  second  hospital  day  revealed  diffuse  bi- 
lateral pneumonia.  Fever  and  abdominal  pain 
continued  and  on  the  third  hospital  day,  right 
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1.  Clinical  course  of  patient  in  relationship  to 
cytarahine  therapy. 


2.  Roentgenogram  of  chest  taken  on  the  fourth  hospital 
day  (ninth  day  of  illness). 


periorbital  edema  was  noted.  By  the  next  day, 
tachypnea  had  developed  and  diffuse  rales 
were  present  in  both  lung  fields;  a chest  ro- 
entgenogram revealed  extension  of  the  pneu- 
monia (Fig  2).  Many  new  lesions,  including 
hemorrhagic  bullae,  were  appearing  on  the 
face,  trunk,  and  extremities.  The  patient  com- 
plained of  headache  and  neck  pain  but  lumbar 
puncture  was  deferred  because  of  the  confluent 
vesicular  lesions  on  the  lower  back.  Through- 
out the  fourth  hospital  day,  new  vesicular  and 
hemorrhagic  bullous  lesions  appeared  and  be- 
came confluent.  The  result  of  a stool  guaiac 
test  was  positive  (4  + ),  but  the  hemoglobin 
level  was  stable  at  12.9  gm/100  ml  and  the 
platelets  were  adequate  in  number  on  a peri- 
pheral blood  smear. 

Vesicle  fluid  examined  by  electron  micro- 
scopy on  the  fourth  hospital  day  revealed  virus 
particles  morphologically  compatible  with  the 
herpes  virus  group,  and  inoculation  of  this 
material  into  WI-38  tissue  cultures  showed 
cytopathic  effect  compatible  with  varicella-zos- 
ter virus.  A serum  specimen  revealed  a com- 
plement fixation  titer  of  1:160  for  varicella- 
zoster  at  this  time. 

Late  on  the  fourth  hospital  day  (ninth  day 
of  illness),  the  patient  became  semicomatose. 
Because  of  the  serious  and  progressive  nature 
of  his  illness,  antiviral  chemotherapy  was  ini- 
tiated with  cytarabine  at  a dose  of  100  mg/ 
M2/24  hours  by  continuous  intravenous  infu- 
sion. Antibacterial  chemotherapy  was  changed 
empirically  to  parenteral  ampicillin  and  methi- 
cillin. 

During  the  next  48  hours  (hospital  days  5 
and  6),  there  was  a gradual  improvement  in 
the  patient’s  level  of  consciousness  and  res- 
piratory symptoms.  In  addition,  defervescence 
occurred  and  the  facial  edema  decreased.  A 
new  crop  of  vesicular  lesions  appeared  on  the 
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seventh  and  eighth  hospitals  days;  they  coa- 
lesced but  did  not  become  hemorrhagic.  The 
pneumonia  had  cleared  roentgenographically 
by  the  eighth  hospital  day  and  definite  healing 
of  all  skin  lesions  was  apparent  by  the  eleventh 
hospital  day. 

The  patient  received  a total  of  1,125  mg  of 
cytarabine  during  the  eight-day  treatment  pe- 
riod. The  drug  was  tolerated  well  clinically  but 
produced  bone  marrow  depression  which  re- 
solved spontaneously  within  seven  to  ten  days 
following  completion  of  therapy  (Fig  1).  The 
patient’s  renal  disease  remained  in  remission 
throughout  this  illness.  He  was  discharged 
after  26  days  and  has  remained  well  since  that 
time. 

Discussion:  Case  reports  of  at  least  12  patients 
treated  with  cytarabine  for  disseminated  vari- 
cella-zoster virus  infection  have  appeared  in 
the  recent  medical  literature. All  12  pa- 
tients had  an  underlying  malignant  or  immune 
deficiency  disease.  Hall  and  others^^  demon- 
strated evidence  of  clinical  improvement  tem- 
porally related  to  cytarabine  therapy  in  6 of  8 
patients  with  disseminated  varicella-zoster  vi- 
rus infection.  The  seventh  patient  died  within 
36  hours  after  initiation  of  antiviral  chemother- 
apy. Another  patient  relapsed  and  subsequent- 
ly died  despite  reinstitution  of  therapy,  after 
having  shown  an  initial  response  to  two  doses 
of  cytarabine.  Chow  and  others^^  and  Prager 
and  associates'^  reported  favorable  clinical  re- 
sponses to  cytarabine  in  three  patients  with 
leukemia  and  disseminated  varicella-zoster  vi- 
rus infection.  McKelvey  and  Kwaan^®  described 
similar  results  in  a patient  with  an  underlying 
lymphoproliferative  disorder.  These  12  patients 
were  treated  with  cytarabine  for  from  two  to 
seven  days  at  a dose  of  40  to  100  mg/M^/day 
via  continuous  intravenous  infusion. pg. 


versible  myelotoxicity,  similar  to  that  in  our 
case,  occurred  frequently.  To  our  knowledge, 
ours  is  the  first  patient  with  nephrotic  syn- 
drome and  disseminated  varicella  treated  with 
cytarabine. 

The  cases  cited,  including  ours,  suggest  but 
do  not  prove  in  vivo  efficacy  of  cytarabine  as 
an  antiviral  chemotherapeutic  agent.  Several 
recent  reports  have  described  patients  who  de- 
veloped varicella-zoster  virus  infections  while 
receiving  cytarabine. One  patient  with  leu- 
kemia developed  localized  herpes  zoster^®  and 
another  developed  varicella^®  while  receiving 
weekly  doses  of  80  mg/M^  and  30  mg/M^,  re- 
spectively, for  maintenance  of  hematologic  re- 
mission. In  an  additional  patient  with  leuke- 
mia, localized  herpes  zoster  developed  approx- 
imately seven  days  following  a four-day  course 
of  cytarabine  at  a dose  of  175  mg  daily. 
Thus,  it  seems  that  the  antileukemia  effect  of 
cytarabine  resulting  from  intermittent  admin- 
istration may  be  inadequate  for  antiviral  chem- 
otherapy.” The  suggestion  that  method  and 
frequency  of  administration  may  be  more  im- 
portant than  total  daily  dose  is  supported  by 
the  findings  of  Chow  and  associates”  who  re- 
ported clinical  improvement  in  three  otherwise 
normal  patients  with  local  herpes  zoster  treated 
with  daily  doses  of  only  20  mg/M^  via  con- 
tinuous intravenous  infusion. 

Although  cytarabine  appears  to  have  in  vivo 
antiviral  activity,  its  efficacy  in  this  capacity 
has  not  been  established.  Clinical  response  is 
undoubtedly  related  to  drug  dosage,  method 
of  administration  and  the  duration  of  therapy 
as  well  as  the  immune  status  of  the  patient.” 
This  drug  possesses  significant  toxic  potential 
and  carefully  controlled  clinical  trials  are  need- 
ed to  authenticate  its  efficacy  as  an  antiviral 
chemotherapeutic  agent. 
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TEXAS  MEDICINE 


He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


^'QuiDMYlAIMTAr^^s 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


If  you  ve 
seen  one, 
have  you 
realty  seen^ 
them  all? 


The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia.  Now 
on  a sequential  O.C.  for  four  months. 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  lender  swollen  breasts. 

Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg. -estrogen  O.C. 

(such  as  Demulen’' ). 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C.  (such  as  Enovid-E*). 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg.- 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  (such  as 
Enovid-E'-'  or  a sequential). 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  asOvulen’^').  \ 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen:  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


Age  25,  tall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
dominant  50-mcg. -estrogen  O.C. 

Has  recurrent  trichomoniasis 
and  Monilia. 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  O.C 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E*  or 
Ovuler'ora  sequential). 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are;  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  "Miss  America”  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg. - 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen* 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C. 
for  six  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess, 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovulern'T 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen, 

1st  choice  A SO-meg.-estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen'O 


For  a brief  summary 
of  prescribing  information, 
please  see  next  page. 


„ a balanced  ^ 

.'Each  w/hite  tablet  Contains  etf^nodiol  diacetate  1 mg./mestra 


a moderately 


Dernialeri 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ ethinyl  estradiol  50  meg. 

Each  pink  tablet  inOvulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  ingredients! 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules.-^ 


Products  of  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 


V— 4 • 1 1-^®  a moderately 

Enovid-E 

Each  tablet  contains  norethynodrel  2.5  mg./ mestranol  0.1  mg. 

I SEARLE  Product  of  Searle  Laboratories  Division 

— G.D.  SEARLE  & CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

Ovulen  Demulen' 

Each  white  tablet  contains.  Each  white  tablet  contains 

ethynodiol  diacetate  1 mg./mestranoi  0 1 mg.  ethynodiol  diacetate  1 mg,/ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland,  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) 

Special  note -Oral  contraceptives  have  been  marketed  m the  United 
States  since  1960,  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception, 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thromboticdisorderstthrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesot  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'^  leading  to  this  conclusion,  and  one‘  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolE  was  about  sevenfold,  while  Sartwell  and  associates"'  in  the 
United  States  found  a relative  risk  of  4,4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subpnmate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  IS  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.  In  breakthrough  bleeding,  and  inallcasesof  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study,  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives, The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e,g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives,  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests:  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J. Coll, Gen.  Pract  i3:267-279 (May)  1967 
2.  Inman,  W.  H.  W„  and  Vessey,  M,  P : Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit,  Med,  J,  2:193-199 (April  27)  1968,  3.  Vessey,  M P„  and  Doll.  R.  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report.  Brit,  Med.  J,  2651-657  (June  14)  1969,  4.  Sartwell, 
P.  E.:  Masi,  A,  T,  Arthes,  F,  G.,  Greene,  G R , and  Smith,  H,  E,:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J.  Epidem.  90:365-380(Nov.)  1969, 
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Patterns  of  utilization 
in  a psychiatric  day  hospital 


BRUCE  H.  BEARD,  MD 

Psychiatric  day  hospital  programs  are  one  form 
of  partial  hospitalization  and  are  designed  as  a 
treatment  alternative  to  24-hour  hospital  care. 
Patients  enrolled  in  a day  hospital  live  in  their 
home  settings  where  they  continue  to  relate  to 
family  members  and  friends  while  engaged  in 
intensive  treatment.  Such  a program  offers  effec- 
tive treatment  for  patients  suffering  from  depres- 
sive reaction  and  schizophrenic  reaction,  espe- 
cially those  whose  personality  traits  are  charac- 
terized by  severe  degrees  of  introversion,  diffi- 
culties in  relating  to  others,  and  alienation  from 
significant  interpersonal  relationships. 

THE  CONCEPT  OF  PARTIAL  psychiatric  hospi- 
talization was  developed  as  a treatment  alter- 
native to  24-hour  hospital  care  and  as  a form 
of  treatment  that  is  more  intensive  than  is 
frequently  the  case  in  outpatient  drug  therapy 
and  supportive  and  goal-directive  psychother- 
apy. Day  hospital  programs  are  but  one  form 
of  partial  hospitalization.  Other  forms  include 
night  hospital  programs,  weekend  hospital  pro- 
grams and  day  treatment  centers.  Also,  there 
are  treatment  programs  not  usually  under  the 
jurisdiction  of  medical  facilities,  such  as  half- 
way houses,  therapeutic  social  clubs,  foster 
homes  and  trial  visit  programs. 

History:  The  development  of  the  concept  of 
day  hospital  treatment  is  fascinating.  There  are 
historical  descriptions  of  physical  and  psycho- 
logical health  facilities  where  the  patient  fre- 
quented the  facility  in  the  daytime  but  return- 
ed to  his  home  or  a nearby  lodging  at  night. 
These  could  have  been  classified  as  day  hos- 
pitals of  some  type.  The  first  psychiatric  day 
hospital  program  in  modern  times  is  generally 
attributed  to  the  Russians.  In  Moscow  in  1933, 
as  the  programs  of  community  centered  medi- 


cine were  being  developed,  it  became  apparent 
that  it  was  economically  more  feasible  for  pa- 
tients to  remain  at  home  whenever  possible  and 
report  to  community  outpatient  clinics  for  care. 
Such  care,  however,  especially  where  mental 
illness  was  concerned,  often  proved  to  be  in- 
adequate. Since  inpatient  bed  space  was  at  a 
premium,  Russian  medical  planners  devised  a 
program  whereby  a patient  whose  behavior  was 
sufficiently  well  controlled  to  allow  him  to  re- 
main with  his  family  reported  to  a day  hospi- 
tal facility  for  daily  care  and  treatment.  In 
many  instances  these  facilities  were  located  in 
a nearby  office  or  warehouse  type  building, 
not  in  an  established  hospital  setting.  In  these 
day  hospitals,  the  patients  were  supervised  by 
medical  personnel  and  engaged  in  whatever 
treatment  was  appropriate  and  available  at  the 
time.  In  addition,  for  economic  as  well  as  for 
medical  reasons,  it  was  decided  that,  since 
idleness  was  known  to  be  the  “devil’s  work- 
shop’’ and  since  the  economy  needed  all  the 
production  it  could  muster,  these  patients  and 
the  economy  would  be  greatly  benefitted  if 
the  patients  were  kept  busy.  As  a result,  piece- 
work was  brought  in  from  nearby  industries, 
and  the  patients  were  assigned  work  tasks  to 
accomplish.  Thus,  the  concepts  of  day  hospi- 
tals and  work  therapy  were  born  out  of  eco- 
nomic and  medical  necessity.  The  first  written 
report  of  the  day  hospital  programs  in  Moscow 
appeared  in  the  medical  literature  in  1937.  It 
was  not  until  almost  a decade  later  in  1946 
that  the  concept  of  day  hospital  programs 
leaped  across  Europe  and  the  Atlantic  Ocean 
and  took  roots  in  Montreal  under  the  pioneer- 
ing guidance  of  Cameron  and  his  group.  The 
next  year  a pioneer  program  was  opened  in 
London  and  in  1948  companion  programs  were 
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founded  at  Yale  University  and  at  the  Mennin- 
ger  Foundation.  By  1950,  there  were  many 
such  programs  in  England.  In  the  United 
States,  however,  there  apparently  was  no  im- 
mediate large  scale  or  organized  effort  to  de- 
velop day  hospital  programs  across  the  nation. 
Instead,  these  programs  cropped  up  at  isolated 
points,  generally  in  facilities  already  offering 
intensive  psychiatric  inpatient  and  outpatient 
care  along  the  lines  of  the  usual  medical 
models. 

Southwestern/Presbyterian  Program:  The  De- 
partment of  Psychiatry,  The  University  of  Tex- 
as Southwestern  Medical  School,  provides  fac- 
ulty and  staff  for  the  Psychiatry  Service  of 
Presbyterian  Hospital  to  provide  patient  care 
and  training  of  medical  students,  interns,  resi- 
dents and  mental  health  workers.  The  Presby- 
terian Psychiatry  Service  was  developed  to  pro- 
vide the  five  basic  services  embodied  in  a com- 
munity mental  health  center.  Specifically, 
these  services  include  inpatient  care,  outpa- 
tient care,  partial  hospitalization,  emergency 
and  triage  services  and  education.  All  of  these 
services  function  under  the  umbrella  of  a sin- 
gle, well-integrated  staff,  and  continuity  of  pa- 
tient care  is  a predominant  feature  of  the 
Presbyterian  Psychiatry  Unit.  This  continuity 
of  care  allows  (with  ease  and  simplicity)  the 
direct  admission  or  the  transfer  of  a patient 
into  the  day  hospital  program,  or  the  transfer 
or  direct  discharge  of  a patient  out  of  the  day 
hospital  program  as  is  indicated.  This  easy  in- 
tegration of  the  day  hospital  program  with  the 
other  service  areas  and  the  ease  with  which 
staff  can  move  a patient  into  or  out  of  the  day 
hospital  is  essential  to  the  success  of  the  pro- 
gram, since  it  is  necessary  that  each  patient 
be  able  to  move  from  one  treatment  modality 


to  another  with  a minimum  of  disruption  of 
his  total  treatment  plan. 

Physically,  Presbyterian  Hospital  is  a com- 
munity general  hospital  that  provides  total  pa- 
tient services  except  for  pediatrics.  The  inpa- 
tient psychiatry  service  occupies  one  wing  in 
the  main  hospital  facility.  The  emergency 
room,  where  psychiatric  patients  are  seen  on 
an  emergency  basis  by  the  triage  service,  is 
located  on  the  ground  floor  of  the  same  build- 
ing. The  psychiatry  service  office  is  located  in 
a somewhat  remodeled  two-story,  brick,  home- 
like building  on  the  grounds  of  the  main  hos- 
pital. In  this  building  are  the  offices  of  staff 
and  faculty,  facilities  for  outpatient  evaluation 
and  care,  group  therapy  rooms  and  adminis- 
trative offices.  In  the  very  center  of  this  build- 
ing and  occupying  most  of  the  ground  floor  is 
the  day  hospital.  By  virtue  of  its  physical  loca- 
tion the  day  hospital  is  the  most  visible  pro- 
gram, with  the  possible  exception  of  the  in- 
patient service,  of  all  the  programs  under  the 
aegis  of  the  psychiatry  service. 

The  day  hospital  staff  consists  of  one  full- 
time registered  nurse,  one  full-time  recreation- 
al therapist,  one  half-time  psychiatrist  and  one 
half-time  psychologist.  Social  work  services  are 
also  available,  and  it  is  estimated  that  the 
equivalent  of  a one-fourth-time  social  worker 
is  allocated  to  the  day  hospital  program.  In 
addition,  psychiatrist  members  of  the  staff, 
both  faculty  and  residents,  are  involved  in  the 
day  hospital  program  as  they  provide  continu- 
ing care  for  patients  whom  they  have  admit- 
ted to  the  day  programs.  Psychiatrists  in  pri- 
vate practice  also  have  a similar  relationship 
to  the  program  by  virtue  of  the  fact  that  pri- 
vate patients  also  have  access  to  the  day  hos- 
pital. 

Patient  Population:  The  day  hospital  opened  in 
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mid-1968  with  five  patients.  At  that  time,  the 
entire  psychiatry  service  was  just  getting  un- 
der way.  In  mid-1969,  five  new  residents-in- 
training  came  on  the  service.  These  residents 
generated  large  amounts  of  work  for  them- 
selves as  well  as  for  the  various  treatment 
programs.  They  evaluated  acutely  ill  patients. 
They  admitted  patients  to  the  inpatient  unit. 
They  admitted  patients  to  the  outpatient  treat- 
ment service.  They  also  admitted  patients  di- 
rectly to  the  day  hospital  program.  The  upward 
trend  in  the  day  hospital  daily  patient  census 
began  in  mid-1969  and  was  followed  by  a 
sharp  upward  trend  in  the  fourth  quarter  of  that 
year  (Fig  1).  This  trend  continued  at  a peak 
level  until  late  in  1970,  at  which  time  the  five 
residents  rotated  off  the  service  and  returned 
to  the  main  UT  Southwestern  Medical  School 


campus,  leaving  a single  resident  and  the  reg- 
ular staff.  As  a result,  in  1971  there  was  a 
downward  trend  and  a leveling  off  of  the  day 
hospital  census.  The  relationship  between  di- 
rect admissions  from  the  triage  and  evaluation 
service  to  the  day  hospital  program  as  com- 
pared with  transfers  from  the  inpatient  and 
outpatient  services  in  the  peak  census  year  of 
1970  was  almost  two-to-one  in  favor  of  direct 
admissions  (Fig  2).  During  this  period,  the 
transfers  from  other  services,  both  inpatient 
and  outpatient,  tended  to  remain  relatively 
constant.  In  1971,  the  direct  admissions  lev- 
eled off  at  about  the  same  level  as  the  trans- 
fers (Fig  3).  The  transfers  from  other  services 
again  remained  relatively  constant.  These  fig- 
ures suggest  that  transfers  from  the  other  psy- 
chiatric services  provided  the  day  hospital  with 


1.  Patient  census  for  day  hospital. 
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a fairly  constant  base  line  of  patients  at  all 
times.  The  statistics  also  suggest  that  direct 
admissions  contributed  almost  equally  to  this 
base  line.  But  in  times  of  peak  utilization  be- 
cause of  increased  demand  for  all  services  by 
enlarged  numbers  of  staff  and  patients,  it  is 
the  direct  admissions  to  the  day  hospital  pro- 
gram that  absorbs  the  impact  and  thus  ac- 
cepts patient  overload  that  otherwise  would 
overtax  other  services  that  are  not  designed  to 
expand  on  short  notice. 

Statistics  gathered  thus  far  concerning  di- 
agnostic categories  and  ages  of  patients  treat- 


ed in  the  day  hospital  program  during  1970 
and  1971  suggest  certain  broad  conclusions. 
In  1970,  the  ages  of  highest  utilization  oc- 
curred in  the  15-17  year  bracket  and  in  the 
20-44  year  brackets  in  both  males  and  fe- 
males (Fig  4).  From  the  diagnostic  standpoint, 
most  patients  (male  and  female)  were  admit- 
ted for  treatment  for  depressive  reaction,  with 
schizophrenic  reaction  ranking  second.  In 
1971,  utilization  of  the  day  hospital  was  high- 
est in  the  25-44  year  bracket  in  the  females 
and  in  the  20-44  year  brackets  in  the  males 
(Fig  5).  Diagnostically,  in  females  there  was 
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2.  Direct  admissions  and  transfers  to  day  hospital,  1970. 
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again  a preponderance  of  depressive  reaction, 
with  schizophrenic  reaction  ranking  second;  in 
the  males  there  was  an  equal  distribution  be- 
tween depressive  reaction  and  schizophrenic 
reaction.  Behavior  disorders  of  childhood  and 
adolescence  or  adolescent  situational  reactions 
deserve  note  in  both  males  and  females  for 
both  years.  These  figures  suggest  a diagnostic 
and  age  selectivity  in  the  utilization  of  the  day 
hospital  program  with  major  illnesses  in  the 
form  of  depressive  reactions  and  schizophren- 
ic reactions  being  the  disorders  of  choice  for 
treatment  in  this  day  hospital.  In  addition,  clin- 


ical experience  has  uniformly  indicated  that 
patients  who  profited  the  most  from  the  day 
hospital  program  were  those  who  not  only  had 
illnesses  in  the  two  categories  above,  but  who 
also  demonstrated  personality  characteristics 
that  included  severe  degrees  of  introversion, 
difficulties  in  relating  to  others,  and  alienation 
from  significant  interpersonal  relationships. 
Therapy:  Because  of  the  special  patient  popu- 
lation, the  overall  program  of  the  day  hospital 
is  designed  to  meet  the  specific  treatment 
needs  of  patients  whose  illnesses  and  person- 
ality characteristics  have  just  been  described. 
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Female,  Dec  1,  1%9-Nov  30,  1970 

15-17 

18-19 

20-24 

25-34 

Ages 

35-44 

45-54 

55-64 

65+ 

Total 

Depressive  Reaction 

4 

2 

10 

20 

19 

6 

1 

1 

63 

Schizophrenia 

4 

2 

4 

1 

1 

2 

14 

Manic  Depressive 

1 

1 

2 

Drug  Abuse 

1 

1 

2 

Adolescent  Situation  Reaction 

4 

1 

5 

Sociopathic 

1 

1 

2 

Psychosis 

1 

1 

Deferred 

1 

1 

Total 

15 

6 

14 

23 

22 

8 

1 

1 

90 

Male,  Dec  1,  1969-IMov  30,  1970 

15-17 

18-19 

20-24 

25-34 

Ages 

35-44 

45-54 

55-64 

65+ 

Total 

Depressive  Reaction 

5 

2 

3 

1 

1 

12 

Schizophrenia 

1 

6 

1 

8 

Manic  Depressive 

2 

2 

Drug  Abuse 

1 

1 

1 

1 

4 

Adolescent  Situation  Reaction 

5 

5 

Phobic  Reaction 

1 

1 

Total 

11 

2 

7 

4 

6 

0 

1 

1 

32 

4.  Day  center  discharges,  1969-1970. 

5,  Day  center  discharges,  1970-1971. 

Female,  Dec  1,  1970-Nov  30,  1971 

13-16 

17-19 

20-24 

Ages 

25-44 

45-64 

65  + 

Total 

Depressive  Reaction 

2 

4 

15 

8 

29 

Schizophrenia 

1 

4 

2 

7 

Behavior  Disorders  of  Childhood  & Adolescence 

5 

2 

7 

Transient  Situational  Disorders 

2 

2 

Character  Disorders 

1 

1 

4 

6 

Manic  Depressive 

1 

1 

Other  Psychoses 

1 

1 

2 

Total 

7 

5 

5 

27 

10 

0 

54 

Male,  Dec  1,  1970-Nov  30,  1971 

13-16 

17-19 

20-24 

Ages 

25-44 

45-64 

65+ 

Total 

Depressive  Reaction 

2 

2 

1 

5 

Schizophrenia 

6 

6 

Behavior  Disorders  of  Childhood  & Adolescence 

1 

1 

2 

Character  Disorders 

1 

1 

Drug  Abuse 

1 

1 

Total 

1 

1 

9 

3 

0 

1 

15 
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Constant  interaction  of  patients  with  staff,  pa- 
tients with  patients  and  staff  with  staff  is  the 
hallmark  of  the  day  hospital  program.  Staff 
members  are  selected  not  only  because  of  their 
professional  skills,  but  because  of  their  ability 
to  work  in  close  and  constant  contact  with  peo- 
ple who  have  severe  needs  to  correct  distort- 
ions in  perception,  shore-up  failing  self-esteem 
and  lessen  alienation  from  others.  The  setting 
itself,  in  a somewhat  homelike  environment, 
carries  a message  of  security  and  familiarity 
designed  to  stimulate  the  patient’s  exposing 
his  thoughts  and  his  feelings  in  an  effort  to 
fill  his  own  needs  while  at  the  same  time 
reaching  out  to  others  in  an  attempt  to  fill  the 
needs  of  his  fellow  patients.  The  intensity  of 
one-to-one  relating  is  softened  by  primary  em- 
phasis on  group  interaction  which  takes  place 
not  only  in  planned  group  psychotherapy  ses- 
sions, but  also  while  sitting  around  the  occupa- 
tional therapy  tables,  while  working  together 
preparing  a noon  meal,  while  competing  in 
group  games,  and  during  a day  hospital  pro- 
gram planning  session.  In  these  groups  pa- 
tients have  opportunities  to  test  old  and  new 
skills  needed  to  socialize  more  effectively.  In- 
stant feed-back  is  available  from  staff  as  well 
as  from  other  patients.  Ventilation  of  problems 
and  concerns  and  opportunities  for  corrective 
emotional  experiences  all  characterize  the  indi- 
vidual and  group  interchange  that  goes  on  con- 
stantly. Finally,  involvement  of  families  in  the 
treatment  process — in  a way  designed  to  de- 
emphasize  the  aloneness  of  the  patient  isolated 
by  his  sickness  and  emphasize  instead  the 
role  of  the  family  in  the  patient’s  health — is 
one  of  the  most  vital  but  most  difficult  aspects 
of  the  day  hospital  program.  The  many  failures 
experienced  in  satisfactorily  involving  families 
only  attest  to  the  future  progress  that  can  be 
made  in  the  direction  of  better  establishing 


family  therapy  as  an  integral  part  of  the  day 
hospital  program. 

Summary:  Experience  gained  from  this  day 
hospital  program  has  indicated  that  the  flow  of 
patients  is  normally  derived  equally  from  trans- 
fers from  other  treatment  services  and  from 
direct  admissions  from  the  triage  and  evalua- 
tions service,  and  these  patients  are  enrolled 
in  the  program  because  of  specific  treatment 
needs  that  the  day  program  is  designed  to 
meet.  These  patients,  for  the  most  part,  are 
suffering  from  major  depressive  or  schizo- 
phrenic illnesses  and  have  serious  problems 
in  ego  function  and  interpersonal  relation- 
ships. In  the  treatment  of  these  patients,  the 
day  hospital  serves  as  the  first  line  of  defense 
equal  in  importance  to  inpatient  care  and  cri- 
sis intervention  for  other  patients.  These  pa- 
tients demonstrate  instances  in  which  the 
most  efficacious  treatment  is  one  that  allows 
them  to  remain  in  their  home  settings  where 
they  can  continue  to  relate  to  family  members 
and  friends  while  engaged  in  an  intensive  ther- 
apeutic program  of  the  type  that  the  day  hos- 
pital can  provide. 

Experience  has  also  indicated  that  the  day 
hospital  possesses  sufficient  administrative 
and  clinical  flexibility  to  accept  increased  num- 
bers of  patients  into  its  program  during  times 
of  peak  treatment  utilization  brought  about  by 
the  influx  of  additional  staff  and  patient  load. 
The  day  hospital  has  demonstrated  its  ability 
to  absorb  the  impact  of  additional  demands 
for  services  without  damage  to  itself,  and 
thereby  serves  as  a first  line  of  defense  against 
patient  overload  on  the  other  services  that  are 
not  designed  to  expand  on  short  notice. 


Dr.  Bruce  H.  Beard,  Presbyterian  Hospital  of  Dallas, 
8200  Walnut  Hill  Lane,  Dallas,  Texas  75231. 
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The  science 


oftrealjng 


gas  pain 


]|^When  gas  is  entrapped \n  the  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that. of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction.2®Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^  The  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


is  unaware. 


new 


PHASIL  treats 


gas  pain  scientifically 


I^Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
oation  for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  gm.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.2^Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
^ny  gas  accumulated  there.^  Phasil  is  safe:  no  systemic 
effects,  no  untoward  reaotions,  no  contraindications. 


Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 
Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth,  J,  L.:  Ann  N.Y.  Acad.  Sci.  /50:109,  Feb.  26,  1968.  2.  Reich,  N.  E.,  and 
Fremont.  R.  E.  (eds.);  Chest  Pain,  The  Macmillan  Company,  New  York,  1961,  p.  348. 


Reed  & Carnrick/Kenilworth,  N.J.  07033 
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. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort,  KIIVIESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  biU'biturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  deiiending  on  diagnosis  mid  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  ckiily.  Tablets  may  be  chewed  or  swallowed 
with  liciuids. 


STUART  PHARMACEUTICALS  I Division  of  ICI  America  Inc. 


Wilmington,  Del.  19899]  Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KII\IESED» 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenolxrrbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscy;miine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scoiX)lamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  (Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normtil  size... 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


Everybnxly  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 
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Before  deeiding  to  make  \'aliiim 
(diazepam)  part  of  your  treatment 
plan,  eheek  on  w hether  or  not  the 
patient  is  presentl\'  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  w ith  the  medieal  and 
soeial  history,  this  information  ean 
help  you  determine  initial  dosage, 
the  possil)ility  of  side  effeets  and 
the  ultimate  prospeets  of  suecess 
or  failure. 

\\  hile  \ alium  ean  be  a most 


helpful  adjunet  to  vour  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  follow  ed,  \ alium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  a\  ailable  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effeets. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  preseribing,  plea.se  eonsult  complete  product 
iiirorination,  a summary  of  wbieb  follows: 

Indications:  I'cnsion  ;uui  anxiety  states;  somatic  com- 
plaints wliieli  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctivciy  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  tlie  ilrug. 
(diildrcn  under  6 months  of  age.  Acute  narrow  angle  glau-" 
coma;  niay  be  used  in  patients  with  open  angle  glaucoma  vv  ho 
arc  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
apiinst  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
piLSsibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  re(|uire  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
u ith  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  denressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  coniliined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patient.s 
severely  depressed,  or  with  latent  tlepression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sVin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  .speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hypere.xcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  lension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  (].i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  tj.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  li.i.d.  to  ij.i.d.  Geriatric  or 
dehilitated patients:  2 to  1V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  ij.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Liblets,  2 mg,  ^ mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
lel-L-Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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The  Beckwith- 

Wiedemann 

syndrome: 

CASE  IN  A NEWBORN 


7.  Macroglossia  and  facial  flame  nevi. 


FRANK  B.  HUGHES,  MD 
M.  M.  NICHOLS,  MD 


A case  of  Beckwith’s  syndrome  in  a newborn 
with  omphalocele,  macrosomia,  macroglossia,  fa- 
cial flame  nevi  and  horizontal  fissures  of  the  ear 
lobes  is  reported.  The  newborn  with  omphalocele 
may  have  Beckwith’ s syndrome  and  should  be 
observed  carefully  for  the  possibility  of  hypogly- 
cemia, mental  retardation,  and  future  abdominal 
malignancy. 

IN  1963  BECKWITH  reported  the  autopsy  re- 
sults of  three  unrelated  neonates  with  omphalo- 
cele, macroglossia  and  visceromegaly.  Micro- 
scopic pathology  included  cytomegaly  of  the 
fetal  adrenal  cortex,  gonadal  interstitial  cell 
hyperplasia,  renal  medullary  dysplasia,  cystic 
changes  of  the  adrenal  cortex,  hyperplasia  of 
the  islets  of  Langerhans  in  the  pancreas  and 
hyperplastic  paraganglia  including  the  adrenal 
medulla. 1 In  1964  Wiedemann  reported  three 
cases  of  this  syndrome, ^ and  since  that  time  at 
least  59  cases  have  been  reported. ^ Macroglos- 
sia and  omphalocele  or  umbilical  hernia  appear 
to  be  the  most  constant  findings,  but  more 
than  32  features  have  been  associated  with 
this  syndrome  which  include  physical,  chemical 
and  histological  manifestations.^ 

The  present  case,  a newborn  male  infant  re- 
ferred to  the  UTMB  for  repair  of  an  omphalo- 
cele, had  the  characteristic  physical  features 
of  Beckwith’s  syndrome — macroglossia,  macro- 
somia, and  facial  flame  nevi.  Because  of  the 
danger  of  hypoglycemia,  mental  retardation  and 
future  abdominal  malignancy,  any  infant  with 
an  omphalocele  should  be  studied  as  a poten- 
tial case  of  Beckwith's  syndrome. 

Case  Report:  The  child  was  the  product  of  an 
uncomplicated  gestation  and  delivery  at  term 
of  a 24-year-old  white  female,  gravida  4,  para  4, 
with  an  unremarkable  prenatal  history.  The  fam- 
ily history  revealed  no  consanguinity,  s gnificant 
disease,  or  sibling  abnormality.  At  6 hours  of 
age  the  patient  was  referred  to  The  University 
of  Texas  Medical  Branch  for  surgical  repair  of 
an  omphalocele,  and  physical  examination 
showed  a gigantic,  mature  white  male  newborn 
weighing  5.59  kg  with  a length  of  54  cm,  head 
circumference  of  38  cm,  chest  circumference 
of  37.5  cm,  large  flame  nevi  on  the  forehead, 
nose  and  mid  upper  lip,  and  coarse  facial  fea- 
tures (Fig  1).  The  tongue  was  large  and  pro- 
truding. An  omphalocele  measuring  5 by  8 cm 
and  containing  visible  loops  of  bowel  was  pres- 
ent over  the  umbilical  area  (Fig  2).  The  ears 
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had  horizor.tal  fissures  of  the  lobes,  bilaterally. 
There  was  no  hepatosplenomegaly,  kidney  en- 
largement, or  palpable  abdominal  masses,  and 
both  testes  were  in  the  inguinal  canals.  Initial 
hemoglobin  value  was  23.3  gm/100  ml;  hema- 
tocrit, 69.8%;  and  white  blood  cell  count,  16,- 
000  cu/mm. 

On  the  second  hospital  day,  a one-stage  om- 
phalocele repair  was  done  and  the  subsequent 
hospital  course  was  unremarkable.  No  seizures 
or  apneic  episodes  were  noted.  Blood  glucose 
determinations  were  normal  for  a newborn  in- 
fant on  five  occasions;  the  lowest  value  was 
44  mg/100  ml. 

Discussion:  Beckwith  estimated  that  one-third 
to  one-half  of  these  infants  have  symptomatic 
neonatal  hypoglycemia  which  regresses  after 
the  first  four  months  of  life,^  but  Combs  report- 
€>d  three  cases  with  symptomatic  neonatal  hy- 
poglycemia which  persisted  after  the  neonatal 
period.®  From  20  to  51%  of  infants  with  un- 
treated hypoglycemia  have  been  reported  sub- 
sequently to  be  mentally  retarded.^ 

Head  circumference  of  our  patient  was  in- 
creased (38  cm),  but  Beckwith  reported  small 
head  size  with  mild  to  moderate  retardation  in 
his  subsequent  living  cases.^  Combs  also  noted 
microcephaly,®  and  in  another  series  of  three 
mentally  retarded  infants,  one  was  microcepha- 
lic.®  Irving,  however,  found  normal  head  size 
and  intelligence  with  good  health  in  six  living 
patients.® 

Macrosomia  has  been  characteristic  of  Beck- 
with’s syndrome  but  has  not  been  present  in- 
variably, and  length  has  not  as  commonly  been 
reported  to  be  increased.^  Initial  growth  has 
been  slow,  possibly  because  of  the  large 
tongue’s  interference  with  feeding,  but  subse- 
quent increased  growth  (greater  than  90th  per- 
centile) has  been  usual. Hemihypertrophy  has 
occurred, 4-®  and  bone  age  has  been  found  to 
be  increased  (greater  than  90th  percentile).® 

Facial  flame  nevi  (as  noted  in  our  patient) 
have  been  reported  to  be  less  prominent  after 
the  first  year  of  life.*’®  The  ears  hi.ve  been  not- 
ed to  show  fissures  or  indentations  which  are 
bilateral  although  not  identical  on  each  side.® 
Macroglossia  in  this  syndrome  has  seemed  to 
become  less  prominent  with  time;  however, 
some  patients  have  had  sufficient  interference 
with  speech,  respiration  or  feeding  that  partial 
glossectomy  has  been  required.*® 

Intra-abdominal  malignant  neoplasms  have 


2.  Macrosomia  (birth  weight  5.59  kg)  and  omphalocele. 
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been  associated  with  this  syndrome,  and  in- 
clude Wilms’  tumor,  nephroblastoma,  hepatic 
carcinoma  and  adrenal  carcinoma.^®  The  pa- 
thogenesis of  the  syndrome  has  not  been  un- 
derstood, and  autosomal  recessive,  autosomal 
dominant,  and  unrelated  chromosomal  aber- 
rations have  all  been  suggested  as  possible 
modes  of  inheritance^  ® ® 

The  diagnosis  should  alert  the  physician  to 
anticipate  and  treat  neonatal  hypoglycemia 
and,  hopefully,  to  prevent  central  nervous  sys- 
tem damage.  The  long-term  management  of 
these  children  must  consider  the  possible  asso- 
ciation of  intraabdominal  malignancies,  which 
should  be  excluded  by  careful,  continuous 
follow-up. 
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THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management:  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


ADD  INTEREST  AND  CLARITY  TO  YOUR  SCIENTIFIC  PRESENTATIONS! 

TMA  HAS  EDUCATIONAL  SLIDES  FOR  FREE  LOAN 

The  Memorial  Library  of  the  Texas  Medical  Association  has  the  following  sets  of  educational  slides 
available  on  two  week  loan  for  the  use  of  its  members; 


Basic  Hematology 

Bone  Tumors 

Chest  Radiology 

Clinical  Dermatology 

Clinical  Endocrinology 

Dermatologic  Signs  of  Systemic  Diseases 

Forensic  Pathology — Part  I 

Gynecology  Pathology 

Illustrated  Medical  Lectures 


The  Leukemias 

Liver  Biopsy 

Peripheral  Lung  Tumors 

Renal  Biopsy 

#3  Soft  Tissue  Tumors 

Syndromes  in  Pediatrics — Part  I 

Syndromes  in  Pediatrics — Part  II 

Thyroid  Diseases 

Urinary  Sediments 


Make  your  requests  for  slides  as  far  in  advance  as  possible.  Slides  are  booked  in  the  order  in  which  they  are  received. 
When  feasible,  state  first  and  second  choice  of  titles  and/or  choice  of  dates. 


If  you  are  interested  in  obtaining  such  slides,  please  address  your  requests  to: 

Film  Librarian 
Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Vobant  68,  August,  1972 


89 


Memorial  Library 

A half-century  of  service 


The  friendly,  musty  smell  of  early-day 
journals  still  lingers  in  the  Texas  Medi- 
cal Association’s  Memorial  Library,  but 
only  slightly.  The  old  has  been  super- 
seded by  the  new  in  the  Library,  which 
now  contains  texts  with  colorful  jackets 
and  the  newer  technological  learning 
aids — films  and  tapes. 

The  Library,  which  celebrates  its 
50th  birthday  this  year,  is  keeping  up 
with  the  knowledge  and  needs  of  the 
doctor  of  today  just  as  well  as  it  has 
kept  track  of  the  things  of  yesterday. 
It  continues  to  serve  the  physicians  of 
Texas  in  their  search  for  information — 
and  most  of  the  time,  staff  members 
have  materials  available  within  24 
hours. 

This  unusual  service  of  the  Associa- 
tion (and  it  is  unusual,  too — only  three 
other  state  medical  associations  main- 
tain libraries)  had  its  beginnings  in  the 
days  when  medicine  was  more  of  an 
art  than  a science.  Here  is  how  the 
Library  was  born  and  how  it  has  grown. 
The  beginning 

The  idea  for  a collection  of  medical 
knowledge  was  first  mentioned  among 

At  work  in  the  Library’s  Reference  Area  the  organized  medical  profession  in 

are  (left  to  right)  librarians  Miss 
Pauline  Duffield,  Mrs.  Betty  Afflerbach, 
and  Miss  Ferol  Willbanks. 


Texas  at  a meeting  in  1874,  when  a 
committee  was  appointed  to  “inquire 
into  the  expediency  of  creating  one.” 

Ten  years  later.  Dr.  A.  P.  Brown, 
President  of  the  Association,  comment- 
ed in  his  introductory  remarks  before 
the  18th  Annual  Session,  meeting  in 
the  Belton  Opera  House,  that  a library 
would  be  a valuable  asset  to  the  profes- 
sion. “Nothing,”  he  said,  “gives  more 
pleasure  than  a well-selected  library 
and  attractive  museum.” 

At  the  1904  Annual  Session,  a library 
was  again  a topic  of  discussion.  Presi- 
dent Frank  Paschal  proposed  that  the 
Association  give  “serious  consideration 
to  the  collection  of  data  on  the  history 
of  the  Association  and  to  the  establish- 
ment of  a permanent  home  where  a 
medical  library  and  a museum  of  path- 
ology could  be  maintained.” 

But  the  idea  of  a library  as  advocated 
by  these  presidents  did  not  become  a 
reality  until  1922.  That  year,  the  Board 
of  Trustees  made  an  important  an- 
nouncement. In  its  annual  report,  the 
board  said,  “The  Association  will  now 
be  able  to  establish  a bureau  of  infor- 
mation such  as  the  profession  of  the 
State  may  require,  including  a library, 
which  it  is  hoped  to  make  second  to 
none  in  the  South.  Plans  are  under  con- 
sideration whereby  our  Library  may  be 
rapidly  increased  in  size  and  made 
available  to  the  entire  profession  of  the 
State.  It  is  anticipated  that  an  up-to- 
date  library  will  be  installed,  with  a 
trained  librarian  in  charge.” 

Despite  grandiose  plans,  the  Library 
grew  slowly  during  its  early  years.  In 
1927,  the  Association  moved  into  new 
quarters  in  the  Medical  Arts  Building 
in  Fort  Worth,  taking  along  its  young 
Library.  In  1928,  the  value  of  the  Li- 
brary was  $414.25,  and  only  limited 
services  were  offered  to  the  member- 
ship. 

In  the  1930’s,  the  goals  and  opera- 
tions of  the  Library  were  reviewed  by 
the  Board  of  Trustees,  and  in  1932, 
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this  report  was  made  by  the  board; 

“As  was  reported  last  year,  the  idea 
of  building  a large,  comprehensive  and 
historical  library  has  not  been  pressed. 
The  Board  of  Trustees  feel  that  to  pro- 
vide a library  which  will  be  immediately 
available  for  the  urgent  needs  of  our 
members  is  the  better  plan.  We  feel 
that  we  have  succeeded  admirably  in 
this  particular.  We  now  have  available 
much  material  that  can  be  promptly 
furnished  our  members  on  almost  any 
medical  or  surgical  subject.” 

Period  of  growth 

After  the  primary  goal  of  the  Library 
was  changed,  it  began  to  grow  rapidly, 
due  in  part  to  the  efforts  of  Dr.  R.  B. 
Anderson. 

In  1927,  Dr.  Anderson,  a member  of 
the  Association’s  staff,  became  quite 
interested  in  collecting  medical  books 
and  journals.  Soon  thereafter,  he  per- 
sonally took  over  supervision  of  the 
Library,  in  addition  to  his  many  other 
duties,  and  with  the  assistance  of  an- 
other staff  member,  completely  reor- 
ganized the  Library  and  instituted  the 
package  library  service,  whereby  physi- 
cians could  write  for  materials  and 
would  be  sent  the  information  imme- 
diately. 

In  1933,  the  Board  of  Trustees  com- 
mented that  they  were  “increasingly 
impressed  with  the  practical  value”  of 
the  Library’s  service.  In  February,  1933, 
a new  section  entitled  “Library  Notes” 
appeared  in  the  Association’s  journal, 
listing  usage  of  the  Library  and  ac- 
knowledging the  growing  number  of 
gifts. 

The  Library  service  was  again  re- 
ported to  be  “growing  by  leaps  and 
bounds”  in  1934  by  the  Board  of  Trus- 
tees. The  board’s  report  stressed  the 
value  of  this  service,  saying:  “The 
trustees  deem  this  service  of  such 
value  that  they  are  prepared  to  main- 
tain it,  even  to  the  extent  of  calling 
upon  the  reserve  funds  of  the  Associa- 
tion if  that  be  necessary.”  Statistics 


indicated  that  305  packages  were  mail- 
ed from  the  Library  during  1933  and 
that  211  had  been  mailed  during  the 
first  four  months  of  1934.  “It  is  antici- 
pated that  the  packages  mailed  during 
this  year  will  number  500  or  600.  As 
many  as  eight  packages  have  been 
assembled  and  mailed  in  a single  day 
by  our  one  librarian,”  commented  the 
report. 

Need  for  funds  and  space 
In  1934,  the  first  call  for  endowments 
was  made.  “The  pressing  needs  of  our 
library,  in  the  fact  of  its  opportunity  for 
service,  has  brought  the  suggestion 
that  endowments  might  be  made,”  com- 
mented trustees.  “Certainly,  if  the  li- 
brary is  to  be  made  as  useful  as  it  may 
be  made,  there  will  need  to  be  more 
funds  available  than  will  likely  come 
from  the  dues  of  our  members  or  as  a 
profit  from  any  of  our  enterprises.” 

The  following  year,  the  Board  of 
Trustees  reported  that  the  need  for 
more  adequate  quarters  for  the  Library 
was  soon  going  to  become  acute,  and 
in  1936,  the  trustees  announced  the 
purchase  of  property  located  at  1404 
W.  El  Paso  St.  in  Fort  Worth  to  serve 
as  home  for  the  growing  Library  and 
the  growing  Association. 

Dr.  Sam  E.  Thompson  of  Kerrville 
was  the  first  to  come  to  the  aid  of  the 
Library  financially  with  an  endowment 
of  $50,000  which  he  willed  to  the  ser- 
vice in  1936.  For  some  four  years,  the 
trustees  called  in  vain  for  more  endow- 
ments. Then  in  1940,  the  Texas  Me- 
morial Medical  Library  Association  v/as 
established  with  its  goal  to  seek  out 
those  who  might  endow  the  Library. 
Three  funds  were  soon  set  up;  donors 
were  Dr.  S.  E.  Thompson,  Dr.  E.  W. 
Bertner,  and  the  Texas  Pediatric  So- 
ciety. 

During  these  years,  the  Library  grew 
not  only  in  the  size  of  its  holdings,  but 
in  its  stature.  In  1941,  Dr.  Preston  Hunt 
described  the  usefulness  of  the  Library 
with  this  example:  “If  a physician  at 


the  bedside  finds  a patient  suffering 
from  symptoms  which  are  confusing 
and  mystifying,  it  is  a simple  matter 
for  him  to  explain  the  situation  to  the 
librarian  of  the  State  Medical  Associa- 
tion and  receive  by  next  mail  the  latest 
information  in  the  literature  concerning 
the  condition.  A physician  preparing  a 
paper  on  any  subject  can  extend  his 
knowledge  of  what  has  happened  over 
the  world  in  the  same  regard  by  simply 
applying  to  the  Library  for  appropriate 
articles  and  discussions.  There  is  no 
end  to  the  usefulness  of  a real  medical 
library.  The  public  is  helped  in  particu- 
lar by  such  a library.” 

Outgrowing  space  again 
In  1944,  a structural  engineer  informed 
the  trustees  that  no  more  weight  could 
be  added  to  the  first  floor  of  the  Fort 
W'orth  Headquarters  Building,  which 
housed  the  Library.  By  this  time,  the 
Library  had  expanded  to  include  a mo- 
tion picture  lending  section,  and  a total 
of  eight  endowments  had  been  made. 
To  alleviate  the  space  problem,  many 
materials  were  moved  to  the  basement, 
but  the  trustees  warned  that  this  was 
only  a temporary  solution. 

Again  in  1947,  the  trustees  reported 


Medical  journals  of  all  varieties 
line  shelves  of  the  Reading  Room 
where  physicians  may  come  and 
relax  to  review  the  most  current 
medical  literature. 
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that  the  Library  needed  space,  as  did 
the  other  offices  headquartered  in  Fort 
Worth.  “The  present  Library  and  build- 
ing of  the  Association  is  certainly  not 
fireproof,  and  it  certainly  is  neither  a 
Library  nor  an  office  building.  It  is  an 
adaptation.  Many  of  the  books  and  pe- 
riodicals of  the  Library  and  many  of  the 
records  of  the  State  Association  could 
not  be  replaced  at  any  price.”  In  1948, 
a resolution  was  approved  providing 
for  moving  the  offices  and  Library  of 
the  Association  from  Fort  Worth  to  Aus- 
tin. Finally  in  1952,  construction  was 
completed  on  the  current  headquarters, 
and  in  September,  the  building  was 
dedicated. 

From  the  50s  to  60s 

In  1953,  the  first  book  plate  was  made 
for  the  Library  and  placed  in  each  new 
volume  added  to  the  collection.  Plans 
were  made  to  bind  ten  years  of  un- 
bound journals,  for  a total  of  4,605 
volumes,  and  the  film  library  boasted 
a collection  of  178  films.  Dr.  George 
Turner  of  El  Paso  suggested  that  a post 
card  be  designed  for  the  Library  and 
that  a letter  be  sent  to  each  member 
encouraging  him  to  use  the  Library. 
Results  of  his  suggestion  were  far 
greater  than  anyone  expected. 

The  following  year,  another  sugges- 
tion, which  proved  to  be  of  great  sig- 
nificance, was  made.  Dr.  Merton  Min- 
ter,  a former  chairman  of  the  Board 
of  Trustees,  suggested  the  use  of 
“laundry  kit”  mailing  cartons  to  send 
books  and  materials  back  and  forth 
through  the  mails.  The  kits,  which  were 
inspired  by  the  boxes  used  by  college 
students  to  send  home  their  laundry, 
afforded  more  protection  to  the  mate- 
rials. They  are  still  used  today. 

In  1955-1956,  two  rare  books  were 
added  to  the  Library’s  collection,  one 
of  1833  vintage  and  the  other  pub- 
lished in  1529.  Then,  the  Library  ac- 
quired another  valuable  addition  to  its 
collection;  the  entire  reprint  collection 
of  the  American  College  of  Surgeons. 

The  film  and  tape  library  began  re- 
ceiving Audio-Digest  tapes  in  1963  and 
sent  them  free  upon  request  to  mem- 
bers. That  same  year,  a survey  made 
by  the  Denver  Medical  Society  indicated 
that  although  the  TMA  Library  ranked 
22nd  in  size  of  staff  per  association 
members,  the  staff  completed  more 
work  per  staff  member  than  that  of 
any  other  medical  library. 

And,  of  course,  throughout  all  these 
years,  new  books,  journals,  films,  and 
tapes  were  arriving  daily. 
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The  Library  today 

Today,  the  Memorial  Library  ranks 
quite  favorably  in  size  of  holdings, 
staff,  and  budget  with  the  other  state 
medical  association  libraries  located  in 
Hawaii,  Maryland,  and  Rhode  Island. 

With  over  50,000  volumes  on  the 
shelves,  the  Library  continues  to  add 
1,200  to  1,300  titles  per  month.  In 
addition,  a total  of  860  new  books 
were  received  in  1971. 

But  books  and  journals  are  not  the 
only  used  materials  in  the  Library.  In 
recent  years,  the  increase  in  the  use  of 
audiovisual  learning  aids  has  been  tre- 
mendous, but  the  film  and  tape  section 
of  the  Library  has  kept  up  with  the  de- 
mand for  these  new  educational  tools. 

Thus  far  this  year,  the  Library  has 
purchased  12  new  professional  films 
for  physicians’  use,  according  to  Miss 
Pauline  Duffield,  librarian.  Also  in  stock 
are  films  designed  for  lay  audi- 
ences, Audio-Digest  tapes  in  a variety 
of  medical  fields,  tapes  on  internal 
medical,  the  American  College  of  Car- 
diology tapes,  tapes  produced  by  the 
American  Medical  Association,  and 
tapes  on  drugs.  Sets  of  pathological 
slides  are  also  available  for  loan. 

The  staff  endeavors  to  keep  the 
films  and  tapes  as  up  to  date  as  pos- 
sible, explained  Miss  Duffield,  since 
dated  films  and  tapes  are  usually  not 
as  effective  in  presenting  their  message 
as  are  current  productions. 

As  evidence  of  the  growing  popular- 
ity of  this  form  of  learning  aid,  some 
562  physicians  made  use  of  the  film 
and  tape  holdings  of  the  Library  last 
year. 

Books,  journals  used  also 

Requests  for  books  and  journal  articles 

keep  the  Library  staff  busy,  too. 

In  1971,  said  Miss  Duffield,  TMA  li- 
brarians handled  9,555  reference  re- 
quests, answered  1,952  requests  for 
information  via  telephone,  and  pre- 
pared 50  bibliographies. 

Statistics  on  the  circulation  of  ma- 
terial also  indicate  the  amount  of  usage 
of  the  Library.  Circulated  in  1971  were 
15,495  photocopies  of  articles,  10,172 
reprints,  10,965  journals,  1,804  bound 
journals,  and  1,965  books,  for  a total 
of  over  40,000  pieces  of  information 
loaned. 

Most  of  this  data  was  used  by  the 
physicians  of  Texas,  but  a number  of 
out-of-state  MDs,  college  and  university 
teachers,  dentists,  and  students  study- 
ing health-related  subjects  also  borrow- 
ed material. 


The  following  is  a breakdown  of 


usage  by  type  of  borrower: 

Practicing  physicians  2,225 

Physicians  in 

administration  36 

Physicians  in  research  57 

Texas  State  Department  of 

Health  physicians  33 

University  and  college 

teachers  51 

Dentists  7 

Members,  American  College 
of  Surgeons  (out-of-state 
physicians)  76 

Students  approx.  500 


Figures  from  1971  also  indicate  that 
among  physician  users,  more  were  in 
family  practice  than  in  any  other  field. 
Second  most  frequent  users  were  in- 
ternists followed  (in  descending  order 
of  usage)  by  general  surgeons,  resi- 
dents and  interns,  pediatricians,  ob- 
stetricians-gynecologists,  pathologists, 
radiologists,  psychiatrists,  ophthalmolo- 
gists, orthopaedic  surgeons,  urologists, 
dermatologists,  anesthesiologists,  tho- 
racic surgeons,  neurological  surgeons, 
otorhinolaryngologists,  specialists  in 
cardiovascular  diseases,  eye,  ear,  nose, 
and  throat  practitioners,  allergy  special- 
ists, colon  and  rectal  surgeons,  and 
plastic  surgeons. 

With  such  a wide  variety  of  users, 
the  Library  must — and  does — keep  its 
holdings  and  its  services  up  to  date. 

Current  services 

One  way  the  Memorial  Library  keeps  its 
operation  current  is  its  membership  in 
the  Regional  Library  program. 

The  regional  library  network  in  this 
area  combines  the  resources  of  medi- 
cal libraries  in  Texas,  Arkansas,  Louisi- 
ana, Oklahoma,  and  New  Mexico  (TAL- 
ON). The  program’s  goal  is  to  have  as 
much  medical  literature  as  possible 
within  a region,  so  that  member  librar- 
ies will  be  able  to  borrow  from  each 
other  rather  than  going  all  the  way  to 
the  National  Library  of  Medicine  in 
Bethesda,  Md.,  for  materials,  as  was 
done  frequently  in  the  past. 

The  TMA  Library  has  been  designat- 
ed as  one  of  the  five  resource  libraries 
in  the  TALON  region,  which  means  that 
it  can  provide  service  to  any  medical 
library  within  the  region  and  can  bor- 
row from  any  medical  library  in  the 
region.  Miss  Duffield  adds  that  there 
are  some  26  medical  libraries  in  Texas 
alone. 

Another  service  that  will  be  inaugu- 
rated soon  will  be  a computer  terminal 


Reprint  files  and  current  journals 
provide  a wealth  of  information  for 
students  who  use  the  Library 
for  research  into  health-related  fields. 


1922-1931  No  report  of  usage 

LIBRARY  GROWTH  IN  TOTAL  VOLUMES  1931  1971 
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The  funds  from  these  three  endowment 
checks  formed  the  beginning  for 
the  Memorial  Library,  which  today 
boasts  some  55,000  volumes. 
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Cleaning  a film  before  its  next  use 

is  one  of  many  duties  for 

film  and  tape  librarian  Mrs.  Mary  Potvin. 


Packed  on  the  Library’s  shelves  are 
books  on  almost  all  medical  topics. 
The  skeleton,  a permanent  Library 
resident,  was  a gift  from  Medical 
Plastics,  Inc.,  in  Gatesville. 


hooked  in  to  the  on-line  MEDLINE  com- 
puter. The  terminal  will  be  connected 
via  a shared  telephone  line  to  San  An- 
tonio and  thence  to  the  National  Li- 
brary of  Medicine  where  a computer 
has  a list  of  references  available  on 
almost  any  medical  subject.  Library 
staff  members  will  use  the  terminal  to 
type  out  a request  for  references  on  a 
specific  subject;  then,  the  computer  will 
respond  with  five  references  on  the 
subject  and  will  ask  if  additional  ref- 
erences are  needed.  If  so,  the  staff 
member  will  reply  “yes,”  and  the  com- 
puter will  continue  to  list  references. 

Miss  Duffield  explained  that  the 
computer’s  reference  list  goes  back 
only  two  years,  but  she  hopes  that  the 
automated  system  will  cut  the  time  in- 
volved in  preparing  bibliographies  and 
thus  aid  the  TMA  reference  librarians  in 
their  work. 

Of  course,  this  progress  has  also 
brought  problems.  Space  is  again  much 
in  demand,  comments  Miss  Duffield, 
and  "especially  office  space.”  As  a re- 
sult, no  firm  decision  has  been  made 
yet  about  the  location  for  the  new  com- 
puter terminal. 

The  Library  has  donated  several 
truckloads  of  material  to  the  new  Texas 
Tech  University  School  of  Medicine  li- 
brary and  only  recently  gave  away  some 
3,000  to  4,000  titles,  but  the  basement, 
first  floor,  and  mezzanine  of  the  Head- 
quarters Building  are  still  filled  with 
books  and  journals. 

Looking  ahead — and  behind 
Now  a half-century  old,  the  Library  is 
looking  ahead  to  many  more  years  of 
productive  service  to  the  physicians  of 
Texas.  But  this  year,  the  Library  also 
takes  note  of  its  humble  beginnings. 

The  TMA  House  of  Delegates  at  its 
past  meeting  honored  the  Library  with 
the  passage  of  a resolution,  a portion 
of  which  reads; 

“Whereas,  From  that  humble  begin- 
ning, the  Library  has  experienced  a 
remarkable  period  of  growth  and  devel- 


opment; the  Library  now  boasts  55,000 
volumes  and  it  is  receiving  more  than 
1,300  journals  each  month;  and 

“Whereas,  The  Texas  Medical  As- 
sociation has  remained  dedicated 
throughout  the  years  to  operating  a 
reference  library  which  provides  useful 
clinical  information  to  practicing  physi- 
cians; the  Library  staff  will  process 
more  than  10,000  reference  requests 
for  physicians  this  year,  and  it  will  cir- 
culate more  than  40,000  items;  it  also 
will  loan  more  than  2,500  films  and 
2,500  tapes;  and 

“Whereas,  The  Library  staff  has  dis- 
tinguished itself  for  prompt,  efficient 
processing  of  requests  from  physicians 
and  has  sought  to  respond  to  all  re- 
quests within  24  hours,  if  at  all  pos- 
sible; therefore  be  it 

“Resolved,  That  the  House  of  Dele- 
gates proudly  declare  the  coming  year, 
1972-1973,  as  the  50th  Anniversary 
Observance  of  the  Memorial  Library 
and  asks  the  Board  of  Trustees  and  the 
staff  to  plan  appropriate  recognition, 
with  the  objective  of  further  extending 
its  resources  and  services  to  the  11,000 
members  of  the  Texas  Medical  Asso- 
ciation.” 

As  part  of  the  celebration,  each 
package  mailed  out  to  users  in  the 
coming  year  will  include  a special  com- 
memorative bookmark,  and  plans  have 
been  made  to  design  special  stationery 
for  use  this  year  by  the  Library  staff. 

All  members  of  the  Association  are 
encouraged  to  use  the  Library  this  year 
— and  in  the  coming  years — to  help 
celebrate  the  founding  of  one  of  the 
South’s  finest  clinical  medical  libraries. 
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WHAT  ARE  AMPHETAMINES? 

When  drug  abuse  is  meniioned,  most  people  automa- 
tically think  of  the  “hard”  drugs— opium,  morphine  and 
heroin.  Few  people  consider  the  many  non-narcotic 
drugs  which,  when  administered  in  the  proper  doses 
under  a physician’s  care.^iavc  a therapeutic  effect.  How- 
ever, when  abused— taken  without  professional  super- 
vision—these  drugs  can  aggravate  personal  and  social 
problems.  Among  the  most  widely  abused  non-narcotic 
drugs  are  amphetamines,  commonly  called  "pep-pills.” 

Amphetamines  have  chemical  properties  that  stimu- 
late (speed)  the  actions  of  the  central  nervous  system. 
In  many  ways,  the  effects  of  amphetamines  contrast 
with  those  of  another  non-narcotic  drug— barbituraies; 
barbiturates  slow  down  (depress)  the  actions  of  the 
central  nervous  system. 

WHY  DO  DOCTORS  PRESCRIBE 
AMPHETAMINES? 

Amphetamines  are  used  medically  to  (1)  curb  the  appe- 
tite when  weight  reduction  is  necessary;  (2)  relieve  mild 
depression;  and  (3)  keep  patients  awake  in  narcolepsy 
—a  disease  characterized  by  uncontrollable  desire  to 
sleep. 

Although  the  efficacy  of  amphetamines  in  these  cases 
has  not  been  questioned,  controversy  surrounds  their 
ultimate  value  since,  when  taken  over  a long  period  of 
lime,  the  patient  might  develop  dependence  upon  the 
drug— particularly  if  he  violates  his  physician’s 
precautions. 
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WHAT  IS  MARIHUANA? 
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ABUSED? 
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WHAI'  AKL  The  effects  of  lsd? 

Although  much  research  must  still  be  done  regarding 
the  effects  of  LSD.  important  information  has  already 
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WHAT  ARE  BARBITURATES? 

When  administered  under  a doctor’s  direction,  barbi- 
turates have  proven  to  be  effective  therapeutic  drugs 
fora  variety  of  medical  problems.  However,  barbiturate 
abuse— unsupervised  self-medication- presents  a dan- 
ger at  least  as  great  as  narcotic  abuse.  Extreme  mental 
and  emotional  confusion  with  eventual  tragic  conse- 
quences (death  is  not  uncommon)  may  result  from 
abuse  of  barbiturates. 

Barbiturates  are  the  main  depressant  drugs  used  in 
medical  practice  today  to  sedate  or  to  calm  patients 
and/or  to  induce  or  produce  sleep.  Their  effect  is 
opposite  to  that  of  amphetamines;  amphetamines  stim- 
ulate the  central  nervous  system  while  barbiturates  act 
as  depressants— slow  down  the  actions  of  the  central 
nervous  system. 

HOW  ARE  BARBITURATES  ABUSED? 

Some  people  have  used  the  sedative  or  hypnotic  effect 
of  barbiturates  as  a way  to  escape  serious  personal 
problems;  others  take  barbiturates  to  counteract  the 
effect  of  stimulant  drugs  such  as  amphetamines,  estab- 
lishing a cyclical  pattern  of  sedation-stimulation. 

Frequently,  barbiturates  are  used  in  combination 
with  other  drugs,  mainly  alcohol  and/or  opiates,  both 
by  thrill  seekers  and  chronic  drug  abusers.  Such  experi- 
mental combinations  are  extremely  hazardous  since  all 
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Millions  of  Americans  are  abusing  drugs 


Drug  abuse  has  emerged  into  sharp  focus  as  a 
difficult  problem  of  growing  concern  to  the  medical 
profession  and  the  public.  Of  particular  concern  is 
the  fact  that  many  young  people  today  are  experi- 
menting with  marihuana  and  a wide  array  of  other 
drugs.  Although  many  are  highly  sophisticated,  young 
people  are  not  truly  aware  of  the  dangers  posed  by 
abuse  of  drugs. 


Because  of  the  severity  of  the  problem  and  the 
confusion  which  exists,  in  many  quarters,  about 
whether  certain  drugs  are  truly  dangerous,  there  is 
an  urgent  need  for  intensive  public  education. 

The  five  leaflets  shown  above  provide  facts  that 
will  be  eagerly  received  by  the  public.  Order  the 
quantity  you  need  today.  There  is  no  charge. 


ORDER  THESE  PAMPHLETS  TODAY — FREE — FROM  TMA! 


QUANTITY 


TITLE 

MARIHUANA 

LSD 

AMPHETAMINES 
BARBITURATES 
GLUE  SNIFFING 


CLIP  AND  MAIL  TO: 


Name. 


Address. 
City 


PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 


-State. 


.Zip. 
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When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use’ insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical'procedures  where  temporary  return  to  insuliri  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  ana 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Today  you 
have  your  own. 


If  youVc  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  elinical  experienee 
v\’ith  Orinase. 

Maybe  as  mueh  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know’  that  diet 
and  weight  eontrol  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotie  diabetes.  When  these 
measures  prove  satisfaetory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know’  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  low  ers  blood 
sugar  as  effectively  today  as  it  did  w'hen  you 
first  prescribed  it. 

You  also  know'  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 

C> 

requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  w ith,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase’ 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weeKly 
tor  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  tc 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— boiWes  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Jungle  pediatrics 
rewarding  & frustrating 


By  Ben  P.  McCarley,  MD 


Editor’s  notct  Richardson  pediatrician 
Dr.  Ben  P.  McCarley  took  his  family  on 
a not-to-be-forgotten  vacation  last  year. 
Dr.  McCarley,  his  wife,  and  their  four 
children  spent  their  vacation  days  in  a 
Peruvian  jungle  camp  located  east  of 
the  Andes  Mountains  on  a tributary  of 
the  famous  Amazon  River,  where  the 
doctor  worked  among  Indians  in  the 
area,  providing  them  with  much-needed 
medical  care. 

The  unusual  experience  produced 
many  memories  for  the  McCarley  fam- 
ily, and  in  this  article,  the  pediatrician 
shares  some  of  the  knowledge  and  in- 
sight he  gained  while  practicing  in  the 
jungles  of  Peru. 


1.  Shaded  areas  on  the  map  indicate 
places  in  Peru  where  Wycliffe 
linguists  and  allied  health  personnel 
work  with  more  than  35  native  Indian 
tribes.  The  central  base  of  the  organiza- 
tion, Yarinacocha,  is  circled. 


The  rapid  trip  from  Dallas  to  the  Peru- 
vian jungle  had  left  us  still  in  a foggy 
dream.  Abruptly,  our  dream  state 
ended. 

“Dad,  one  of  the  big  kids  was  swim- 
ming in  the  lake,  and  a big  snake 
chased  him  out  of  the  water.”  This 
startling  statement  came  from  our  13- 
year-old  son  the  second  day  we  were  at 
Yarinacocha,  the  jungle  base  of  the 
Wycliffe  Bible  Translators.  I tried  to 
reassure  him  that  there  was  really 
nothing  to  the  story.  The  older  fellows 
were  just  trying  out  the  newcomers.  He 
insisted  that  it  really  happened.  The 
story  unraveled  this  way:  The  snake 
chased  the  boy  out  of  the  water  and, 
in  fact,  followed  him  up  onto  the  bank. 
There,  several  boys  killed  the  snake, 
tied  a rock  to  it,  and  threw  it  back  into 
the  swimming  area.  The  next  morning, 
a girl  wading  in  the  swimming  area 
kicked  the  dead  snake,  which  was  lying 
on  the  bottom.  Upon  picking  it  up,  she 
discovered  only  the  seven-foot-long 
skeleton  of  a snake.  Piranhas  had  pick- 
ed the  bones  clean.  The  skeleton  was 
displayed  on  a nearby  tree  for  several 
days. 

There  was  no  longer  any  doubt  that 
we  were  in  the  Amazon  jungle.  During 
our  six-month  stay  here,  we  found  that 
unusual  experiences  followed  unusual 
experiences. 

Who  and  why 

Our  family  came  to  the  jungles  of  Peru 
under  the  auspices  of  a program  spon- 
sored by  the  Wycliffe  Bible  Translators. 
This  group  has  been  actively  working 
in  the  Peruvian  jungle — and  in  other 
wild,  forgotten  areas  of  the  world — 
for  more  than  a quarter  of  a century 
and  are  cognizant  of  the  interdepen- 
dence of  education,  health,  economics, 
and  religion. 

Their  broad-based  program  provides 
training  for  scores  of  Indians  in  trades 
such  as  carpentry,  cattle  raising,  and 
agriculture.  Workers  also  train  village 


sanitorios — village  doctors.  They  are 
taught  to  treat  simple  illnesses  and  to 
lead  the  community  in  basic  under- 
standing of  a few  public  health  mea- 
sures like  tuberculosis  control,  water 
purification,  sewage  disposal,  and  food 
handling. 

Currently,  there  are  about  7,250  Pe- 
ruvian jungle  Indians  learning  how  to 
read  and  write  who  would  not  be  in 
school  were  it  not  for  Wycliffe’s  work 
there.  This  educational  program  begun 
and  nurtured  by  Wycliffe  Bible  Trans- 
lators is  now  under  the  direction  of  the 
Peruvian  Ministry  of  Education,  and  In- 
dian teachers  are  trained  cooperatively 
by  Peruvians  and  Wycliffe  workers. 

Of  course,  Bible  translation  is  the 
central  purpose  of  Wycliffe  Bible  Trans- 
lators. There  are  more  than  2,000  In- 
dian tribes  around  the  world  that  do 
not  have  any  translations  of  the  Bible 
in  their  own  languages.  Wycliffe’s  goal 
is  to  translate  the  Bible  into  those 
2,000  languages.  To  accomplish  this 
goal,  workers  are  needed  in  almost  ev- 
ery area,  including  medicine. 

Wycliffe’s  medical  work 
A medical  clinic  has  been  maintained 
by  the  Wycliffe  Bible  Translators  in  the 
Peruvian  jungle  for  more  than  20  years. 
The  facility  is  located  at  Yarinacocha 
near  the  jungle  city  of  Pucallpa. 

While  at  Yarinacocha,  I worked  with 
two  other  doctors — Dr.  Jerry  Harrell,  a 
graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston,  and  Dr. 
Frank  Holston,  a graduate  of  the  Medi- 
cal College  of  Georgia  in  Augusta.  Jerry 
had  been  in  an  orthopaedic  residency 
at  Mayo  Clinic  and  Frank  in  general 
practice  in  Jackson,  Ga.,  before  coming 
to  the  jungle.  At  nearby  Hospital  Ama- 
zonico,  an  Albert  Schweitzer  hospital, 
worked  Dr.  Jim  Dalrymple.  Jim  is  a 
board-trained  general  surgeon  from 
Canada.  For  a pediatrician  like  me,  it 
was  a real  relief  to  find  out  that  my 
areas  of  incompetence  were  at  least 
partially  covered. 
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2.  A common  sight  in  the  jungle 
is  the  patient  with  intestinal  parasites, 
like  this  little  girl  with  the 
protuberant  abdomen. 

Most  of  the  medical  work  done 
through  the  Wycliffe  program  can  be 
divided  into  three  categories.  They  are 
short-wave-radio  medical  consultations, 
work  at  the  base  clinic,  and  tribal  trips. 
Over  the  airwaves 

Each  morning  at  8:30  a.m.,  medical 
short-wave  radio  scheds  (or  consulta- 
tions) begin.  Any  Wycliffe  worker  or 
other  missionary  working  among  the 
jungle  Indians  can  call  in  to  ask  for 
medical  help.  This  help  may  be  only  a 
request  for  advice  but  sometimes  it  is 
an  appeal  to  transport  someone  into 
the  base  for  treatment  or  to  replenish 
spent  medical  supplies. 

Most  of  the  missionaries  who  use 
the  short-wave  consultation  system  are 
not  highly  trained  medical  personnel, 
but  they  are  doing  a commendable  job 
in  promoting  health  in  the  villages 
where  they  live. 

A partial  list  of  the  medical  problems 
approached  over  the  short-wave  radio 
would  include  snake  bites,  convulsions, 
childbirth,  broken  bones,  neonatal  tet- 
anus, and  measles. 


4.  Brazilian  pemphigus  confirmed  by 
skin  biopsy  is  shown  in  the  photograph 
below. 


3.  This  child's  cervical  lymph  node 
biopsy  was  positive  for  tubercle 
bacilli.  Her  chest  film  was 
"unbelievably  bad." 

One  use  of  the  short-wave  radio  is 
told  by  Dr.  Ralph  Eichenberger,  who 
for  more  than  10  years  was  the  clinic 
director  at  Yarinacocha.  One  of  the  mis- 
sionaries out  in  a tribal  village  called 
in  to  report  that  a woman  was  dying  in 
childbirth.  Dr.  Eichenberger  relayed  in- 
structions over  the  short  wave  to  the 
missionary,  who  successfully  delivered 
the  baby.  A few  hours  later  on  a follow- 
up sched.  Dr.  Eichenberger  could  hear 
loud  noise  in  the  background.  Hurried- 
ly, the  tribal  worker  assured  him  that 
the  mother  and  baby  were  fine.  The 
noise?  The  Indians  were  celebrating  the 
successful  birth,  saying  that  Dr.  Eichen- 
berger was  the  greatest  witch  doctor  in 
the  worldli 

Another  problem — this  one  involving 
communication — was  solved  via  short- 
wave radio.  An  older  Amarakaire  Indian 
named  Wapani  had  been  flown  into  the 
base  to  have  an  enormous  inguinal 
hernia  repaired.  During  his  postopera- 
tive convalescence  at  the  base,  Wapani 
began  to  complain  about  something  but 
no  one  knew  what  it  was.  Wapani  could 


After  two  years  of  treatment,  the  girl 
improved  considerably  and  is  now 
leading  a relatively  normal  life. 


not  speak  Spanish;  he  could  speak  only 
the  Amarakaire  language,  and  the  only 
Wycliffe  team  member  who  could  speak 
Amarakaire  was  Bob  Tripp,  who  was 
several  hundred  miles  away  living  in 
Wapani’s  village.  A radio  sched  for 
Wapani  to  talk  to  Bob  was  unrewarding. 
Wapani  would  listen  to  his  own  lan- 
guage and  smile  as  he  recognized 
Bob’s  voice,  but  he  would  not  talk  into 
the  speaker.  On  the  third  sched,  Wa- 
pani got  the  idea  and  told  Bob  his 
problem.  Bob  then  translated  it  for  us; 
Wapani  was  homesick. 

One  doctor  usually  handles  the  radio 
scheds.  When  he  has  finished,  he  then 
joins  the  others  who  have  begun  seeing 
clinic  patients. 

Not  like  suburbia 

Patients  seen  in  the  base  medical  clinic 
differ  considerably  from  those  seen  in 
a suburban  pediatric  office.  They  are 
sicker,  do  not  speak  English,  are  more 
patient,  and  are  less  likely  to  return  for 
follow-up  care. 

Instead  of  presenting  with  upper  res- 
piratory infections,  they  present  with 
lower  intestinal  infections.  From  the 
protuberant  abdomen  and  the  pale  nail 
beds  on  the  little  girl  in  photograph  2, 
one  can  assume  that  her  intestinal  par- 
asites include  roundworms,  hookworms, 
and  amebae.  Most  of  the  time,  such 
an  assumption  will  be  correct. 

Her  treatment  will  be  Antepar  for 
roundworms,  thiabendazole  for  hook- 
worms, Entero-Vioform  and  Aralen  for 
amebae*,  vitamins,  and  iron.  Even 


*This  therapy  for  amebiasis  is  no  long- 
er recommended.  Metronidazole  (Flag- 
yl) alone  at  a dose  of  750  mg  three 
times  a day  for  five  to  ten  days  or  in 
combination  with  650  mg  of  diiodohy- 
droxyquin  three  times  a day  for  two 
weeks  is  usually  recommended.  This 
combination  is  generally  effective  in 
treatment  of  intestinal  amebiasis  and 
in  amebic  liver  abscess. 2 
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5.  The  tertiary  stage  of 
pinta,  a non-venereal  disease 
caused  by  Treponema 
carateum,  is  somewhat  fre- 
quently seen  among  the 
Peruvian  Indians.  This  stage  is 
characterized  by  vitiligo, 
as  shown  here. 


6.  Top  photograph  shows  a wound 
inflicted  by  a jaguar  on  a Mayoruna 
Indian.  The  man  was  flown  to  the 
base  for  treatment  several 
days  after  the  attack  by  the  animal. 

Bottom  photograph  shows  the 
final  result  of  treatment  given  the 
maggot-infested  wound  by  Dr. 

Jim  Dalyrymple  of  Hospital  Amazonico. 


though  thiabendazole  is  effective 
against  roundworms,  it  frequently 
causes  emesis.  After  an  Indian  child 
vomits  up  roundworms  through  his 
nose,  he  may  choose  to  pass  by  the 
gringo  clinic  next  time  and  go  back  to 
the  witch  doctor.  So  the  roundworms 
are  treated  first  with  Antepar. 

One  child  similar  to  the  girl  in  photo- 
graph 2 came  into  the  clinic  after  a 
long  walk  from  home.  Her  hemoglobin 
was  2 8.  After  outpatient  treatment  for 
parasites  as  outlined,  she  returned  and 
her  hemoglobin  was  2.9.  A blood  srnear 
revealed  a macrocytic  anemia.  Subse- 
quently, she  was  treated  with  folic  acid, 
vitamin  B.o,  and  Imferon,  and  her  he- 
moglobin rose  to  9.0.  A macrocytic  hy- 
perchronic anemia  from  hookworm  in- 
festation may  occur  in  chronic  infec- 
tions and  is  associated  v/ith  malnutri- 
tion and  hypoproteinemia.3  Unfortun- 
ately, this  patient  will  go  back  to  the 
same  inadequate  diet  and  unsanitary 
environment  for  repeated  infestations 
with  these  parasites. 

Tuberculosis  in  its  most  devastating 
forms  is  frequently  seen.  One  10-year- 
old  girl  came  in  with  chronic  weight 
loss,  fever,  headache,  and  cough.  Her 
most  striking  physical  finding  was  bi- 
lateral papilledema.  Her  sputum  show- 
ed many  acid-fast  bacilli.  Her  spinal 
fluid  was  clear,  but  a culture  or  animal 
inoculation  for  tubercle  bacillus  could 
not  be  done.  After  two  months  of  treat- 
ment with  streptomycin,  isoniazid,  and 
pyridoxine,  her  papilledema  resolved. 
She  was  doing  well  and  continuing  on 
treatment  when  we  left.  Other  unusual 
tuberculosis  patients  included  a man 
with  Pott’s  disease  and  draining  sinus- 
es on  his  back,  another  with  a peri- 
cardial friction  rub,  and  several  with 
chest  films  that  showed  miliary  tuber- 
culosis. 

Some  unusual  diseases  also  were 
seen.  Two  Campa  Indians  whose  diet 
consisted  of  fish  and  yucca  (similar  to 
Irish  potato)  had  beriberi.  Their  cardiac 


problems  improved  quickly  on  thia- 
mine, but  the  peripheral  neuritis  im- 
proved slowly  over  a period  of  several 
months. 

Brazilian  pemphigus  confirmed  by 
skin  biopsy  is  shown  in  illustration  4. 
This  young  woman  had  been  brought 
to  the  base  from  the  Arabela  tribe  in 
north  central  Peru.  Arabela  linguists 
Rol  and  Fume  Rich  wrote  this  about 
her  in  May,  1970: 

“Theresa  came  to  us  as  she  appears 
in  this  picture  two  years  ago.  She  had 
had  Brazilian  pemphigus  then  for  two 
years.  Since  arriving  at  the  base,  she 
has  improved  slowly  on  cortisone  treat- 
ment. She  spent  three  months  with  her 
family  while  we  were  in  the  tribe  and 
returned  to  the  base  again  with  us.  We 
have  been  able  to  lower  her  dosage  a 
little.  Her  resistance  to  infections  is  so 
low  with  this  amount  of  cortisone,  we 
ask  your  prayers  that  it  will  be  possible 
to  reduce  it  more  without  causing  her 
to  blister  and  peel  again.  She  helps  in 
the  house  and  lives  quite  a normal, 
happy  life  ...  If  she  continues  well,  we 
plan  to  leave  her  this  year  with  her  par- 
ents in  the  tribe.  It  will  not  be  easy  for 
her  to  readjust  to  life  there. ”4 

At  last  report,  however,  the  young 
woman  had  married.  She  was  continu- 
ing to  take  her  cortisone,  and  her  pem- 
phigus was  still  in  remission. 

More  frequently  seen  than  beriberi 
and  pemphigus  is  pinta,  shown  in  pho- 
tograph 5.  Pinta  is  a non-venereal  dis- 
ease caused  by  Treponema  carateum. 
Its  tertiary  stage  is  characterized  by 
vitiligo.  During  this  stage,  the  Wasser- 
mann  reaction  is  positive,  and  the  cere- 
brospinal fluid  may  show  changes  sim- 
ilar to  those  seen  in  central  nervous 
system  syphilis.  Cardiovascular  involve- 
ment also  has  been  described. 5 

The  animals  of  the  jungle  were  re- 
sponsible for  some  patients.  One  victim 
of  a pit  viper  (Fer-de-lance)  bite  had 
been  bitten  six  months  prior  to  coming 
to  the  clinic.  His  bite,  which  was  just 
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below  the  knee,  had  been  neglected. 
He  had  numerous  draining  ulcers  with 
connecting  sinuses  over  his  anterior 
lower  leg,  muscular  atrophy,  and  foot 
drop.  A gram-negative  rod  was  grown 
from  the  purulent  drainage,  and  on 
appropriate  antibiotics,  he  improved. 
When  last  seen,  however,  his  foot  drop 
persisted,  and  the  ulcers  had  not  com- 
pletely healed. 

The  Mayoruna  Indian  in  illustration  6 
was  attacked  by  a jaguar.  Several  days 
later,  he  was  flown  into  the  base.  At 
Hospital  Amazonico,  Dr.  Jim  Dalrymple 
cared  for  the  maggot-infested  wound. 
The  bottom  photograph  shows  the 
final  result. 

Some  appreciation  of  the  lives  of 
jungle  Indians  was  gained  in  the  clinic 
but  more  came  from  the  trips  out  into 
their  jungle  villages. 

Into  the  jungle 

Travel  in  the  jungle  is  on  foot,  in  a 
boat,  or  in  an  airplane.  A few  roads  now 
penetrate  the  Peruvian  jungle,  but  they 
do  not  reach  the  remote  Indian  villages 
frequented  by  Wycliffe  missionaries. 

A typical  trip  begins  with  packing  all 
gear  and  carrying  it  to  the  airstrip. 
Then  comes  the  time  to  weigh  in.  In 
order  for  the  small  airplane,  called  a 
heliocourier,  to  take  off  from  the  short 
jungle  airstrips,  passenger  and  supply 
weight  must  not  exceed  660  lbs. — a 
limit  that  is  always  reached  quickly. 
One  finds  himself  reluctantly  unpack- 
ing food  and  air  mattresses  to  be  left 
behind. 

In  time,  most  Norteamericanos  be- 
come accustomed  to  the  native  food, 
but  unfortunately  I never  found  it  pal- 
atable. Our  11-year-old  son  also  found 
the  food  not  to  his  liking,  and  on  one 
trip  said  all  he  thought  about  for  12 
days  was  a hot  roast  beef  sandwich. 

The  heliocourier  used  to  penetrate 
the  jungle  can  land  on  and  take  off 
from  remarkably  short  and  narrow  air- 
strips. For  example,  the  airstrip  at 
Montaro,  a Machiguenga  village,  was 


cut  out  of  the  side  of  a mountain.  On 
one  edge  of  the  airstrip  are  boulders 
about  10  feet  high  and  20  feet  wide. 
The  entire  airstrip  was  once  filled  with 
similar  boulders.  Without  dynamite  or 
power  equipment,  the  Indians  cracked 
some  of  the  boulders  to  make  the  air- 
strip. They  did  it  by  building  fires 
around  the  rocks  for  several  days  and 
then  throwing  cool  water  on  them.  The 
sudden  contraction  cracked  the  rocks, 
and  the  smaller  pieces  were  carried 
away.  Since  the  Indians  could  not  crack 
all  of  the  huge  boulders,  they  built  the 
runway  around  those  remaining.  Land- 
ing and  taking  off  here  is  done  skill- 
fully, to  say  the  least! 

Village  health 

Generally,  the  Indians  in  the  remote 
upriver  villages  were  healthier  than  the 
ones  seen  downriver  at  the  base  clinic. 
Yellow  fever  and  rubeola  epidemics  do 
occur,  though,  and  on  each  trip  that  I 
went  on,  immunizations  against  one  or 
the  other  of  these  two  diseases  were 
given. 

One  of  the  most  interesting  diseases 
seen  was  mucocutaneous  leishmania- 
sis, sometimes  called  espundia.  The 
etiological  agent  is  Leishmania  brazilien- 
sis,  and  the  vector  is  the  sandfly.  Most 
of  the  time,  the  only  manifestation  is 
a chronic  ulcer  at  the  site  of  the  sand- 
fly bite,  but  in  a small  percentage  of 
patients  a metastatic  lesion  occurs  in 
the  nose  or  mouth  usually  at  or  near 
the  mucocutaneous  junction. 6 The  Gu- 
lina Indian  woman  in  photograph  7 
demonstrates  such  nasal  involvement. 

The  30-minute  crash  course  on  how 
to  pull  teeth  given  to  me  by  the  base 
dentist.  Dr.  Don  Adams,  came  in  handy 
during  trips  to  villages.  There  were  car- 
ious teeth  to  pull  as  long  as  the  local 
anesthetic  supply  lasted.  However 
clumsily  done,  the  Indians  always 
seemed  to  appreciate  having  their  re- 
markably bad  teeth  extracted. 

Neonatal  tetanus  in  the  jungle  oc- 
curs with  sufficient  frequency  to  merit 


7.  The  Culina  Indian  woman  shown  here 
demonstrates  the  nasal  involvement 
that  sometimes  accompanies 
leishmaniasis. 


8.  Opening  wide  for  a 
dental  checkup  is  this  Indian 
youngster.  Said  Dr.  McCarley, 
"However  clumsily  done, 
the  Indians  always  seemed 
to  appreciate  having  their 
remarkably  bad  teeth 
extracted.” 
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9.  This  photograph  shows  a typical 
Indian  home — the  place  where 
patients  live. 


mentioning.  A Culina  Indian  tells  this 
story; 

“We  were  to  leave  for  Bible  school 
in  March  [to  be  flown  from  his  village 
to  Yarinacocha]  but  my  wife  was  ex- 
pecting a baby.  A week  before  the 
plane  was  due,  we  had  a son.  After 
almost  a week,  he  suddenly  stopped 
eating  and  died.  We  made  a little  box 
to  bury  him  in,  and  our  innermost 
cried.  Before,  we  would  have  run  away 
because  of  grief,  but  we  know  God  al- 
lowed it.  My  wife  and  I prayed,  and  we 
will  keep  on  following  Him. 

“We  learned  that  our  baby  died  of 
tetanus  because  we  cut  its  cord  with 
unclean  scissors.  Perhaps  this  will  save 
the  lives  of  other  babies  as  my  people 
learn  to  care  better  for  our  children.”" 

Some  Indians  have  learned  to  pre- 
vent neonatal  tetanus  by  searing  the 
umbilical  cord  off  with  a hot  stick  or  by 
cutting  it  with  a dried  sharp  leaf  rather 
than  with  a machete  or  knife. 

As  expected,  the  most  frequently  dis- 
pensed medicines  were  for  intestinal 
parasites  and  anemia. 

A world  apart 

There  were  a good  many  frustrations 
encountered  in  practicing  in  the  jungle. 
Some  of  these  frustrations  have  al- 
ready been  mentioned.  They  include 
the  communications  barrier — not  just 
language,  but  also  gaining  a clear  pic- 
ture of  the  Indian  attitudes  and  culture; 
being  unable  to  depend  on  the  patient 
to  return  for  follow-up  care;  having  to 
send  patients  back  to  their  familiar  en- 
vironment with  all  of  its  health  hazards; 
not  having  the  laboratory  and  hospital 
facilities  one  is  accustomed  to;  not  hav- 
ing unlimited,  readily  available  con- 
sultants; and  not  always  having  the 
medicine  needed. 

On  the  other  hand,  it  is  surprising 
how  much  can  be  done  in  spite  of 
these  limitations.  Because  of  careful 
planning,  it  was  infrequent  that  needed 
medicines  were  not  available.  But  there 
is  no  drug  house  to  call  if  needs  have 


not  been  anticipated  correctly. 

The  vivid  contrast  of  healing  in  the 
jungle  compared  with  practice  in  a 
metropolitan  area  such  as  Dallas-Rich- 
ardson  certainly  emphasized  the  fact 
that  education,  health,  and  economics 
all  rise  and  fall  together. 

And  if  any  of  you  readers  are  inter- 
ested, let  me  encourage  you  by  saying 
that  our  family — consisting  of  four 
school-age  children,  my  wife,  and  me 
— found  that  we  fit  in  quite  well  with 
our  missionary  friends  in  Peru.  It  was 
an  exciting,  unusual  experience. 
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Change  the  AMA! 


Maybe  you’re  one  of  those  doctors  at  odds  with  some  AMA 
policies.  Your  question  is;  how  do  you  change  them? 

First,  consider  who  sets  those  policies.  In  a real  sense,  it  is 
you.  You  elect  the  delegates  to  your  state  association.  They  in 
turn  elect  the  delegates  who  will  represent  your  views  in  the 
AMA  House. 


As  an  active,  involved  member,  you  can  influence  policy 
by  making  your  views  known  to  your  delegates,  both  national 
and  state.  It  is  your  democratic  right  — and  responsibility. 

Write  your  delegates,  call  them,  see  them.  If  they  aren’t 
responsive,  tell  them  they’ll  be  hearing  from  you 
at  election  time. 

You  can  also  go  directly  to  the  top  and  express  your  views 
before  fhe  AMA  House’s  Reference  Committees  at  either  of 
the  two  annual  conventions. 

But  it’s  up  to  you.  If  you  have  strong  convictions  about 
something  that  should  be  changed,  you  can  be  heard. 

Join  us.  We  are  only  what  the  doctors  of  this  country  want 
us  to  be.  Find  out  more  about  the  AMA.  Send  for  the  pamphlet, 
"The  AMA  and  the  American  Doctor:  Sharing  a Common 
Goal.’’  Write:  Dept.  DW,  at  the  address  below. 
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What  it  means 
to  live  and  work  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  lO-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5% fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60and  parabens 
(methyl  and  propyl). 


an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Dnruc  \ Roche  Laboratories 
nuCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  N.J.  07110 


THE 
CHANGING 
FACE  OF 
TEXAS 
MEDICINE 


Education — both  medical  and  postgrad- 
uate— was  a major  item  of  discussion 
in  the  August,  1924,  issue  of  the  Texas 
State  Journal  of  Medicine,  forerunner  of 
Texas  Medicine,  but  it  was  by  no  means 
the  only  timely  topic  of  that  day.  Also 
reviewed  were  items  relating  to  medical 
legislation  and  to  an  issue  that  is  time- 
ly even  today — free  medical  clinics. 

■ A proclamation  of  success  accom- 
panied the  article  outlining  the  happen- 
ings at  the  postgraduate  courses  spon- 
sored by  the  Texas  Medical  Association 
in  cooperation  with  the  medical  schools 
of  Texas.  Deans  and  faculty  members 
who  taught  the  courses  reported  that 
students  were  eager  to  learn  and 
attended  every  clinic  and  lecture  sched- 
uled. 

“Perhaps  our  dream  of  re-educating 
the  medical  profession  will  come  true,” 
hopefully  speculated  journal  editors. 

» "The  question  of  medical  educa- 
tion received  much  thought  at  the  re- 
cent St.  Louis  session  of  the  American 
Medical  Association,”  noted  the  jour- 
nal. "The  report  of  the  Council  on  Med- 
ical Education  and  Hospitals  carried 
some  of  the  most  important  observa- 
tions yet  made  on  the  subject.  Those 
who  had  thought  that  the  council  had 
about  run  out  of  work  along  education- 
al lines  were  caused  to  pause  and  give 
thought  to  the  possibilities  of  the  fu- 
ture. It  is  clear  that  ridding  the  country 
of  the  proprietary  medical  colleges  and 
establishing  high  educational  standards 
was  but  the  beginning  of  the  work.” 

Specifically,  the  council  advanced 
the  idea  that  establishing  new  medical 
schools  would  be  better  than  simply 
expanding  existing  institutions  and 
urged  that  schools  devote  more  time 
to  the  “branches  which  lead  to  or  are 
more  particularly  adjuncts  of  the  spe- 
cialties, than  to  the  production  of  gen- 
eral practitioners.” 

■ A resolution  passed  by  the  AMA 
House  of  Delegates  was  explored  by 
journal  editors  who  commented,  "Alco- 
hol and  narcotic  restrictions  are  evi- 
dently getting  on  the  nerves  of  the 
medical  profession.” 

They  explained  that  the  delegates 
adopted  the  resolution  in  disgust  with 
the  extremely  restrictive  rules  and  regu- 
lations of  the  Harrison  Anti-Narcotic 
Law  and  the  Volstead  Act.  The  resolu- 


tion appealed  to  the  Secretary  of  the 
Treasury  and  to  the  Congress  for  relief 
“from  the  present  unsatisfactory  con- 
ditions” and  recommended  that  "pro- 
visions be  made  for  supplying  bonded 
whiskey,  for  medical  use  only,  at  a 
fixed  price  to  be  established  by  the 
Government.” 

As  for  narcotics,  the  1922  AMA 
House  endorsed  a bill  calling  for  a 
Congressional  investigation  into  the 
problems  of  drug  addiction.  Added  the 
journal;  “A  sub-committee  of  the  AMA 
Council  on  Health  and  Public  Instruc- 
tion has  been  studying  the  problem  for 
several  years  and  is  about  to  perfect  a 
model  state  narcotic  law,  which  it  is 
thought  will  serve  to  inhibit,  if  not  pro- 
hibit, unauthorized  traffic  in  habit- 
forming drugs.” 

■ Another  important  item  affecting 
medicine  dealt  with  the  establishment 
of  the  AMA’s  Bureau  of  Legal  Medicine 
and  Legislation. 

An  article  reprinted  from  the  Journal 
of  the  American  Medical  Association 
noted  that  the  bureau  was  formed  in 
response  to  a request  from  the  AMA’s 
Council  on  Health  and  Public  Instruc- 
tion. 

■ The  Dallas  County  Medical  Society 
took  up  discussion  of  a serious  prob- 
lem confronting  free  medical  clinics.  At 
a June  8,  1922,  meeting  of  the  society, 
the  following  occurred: 

“It  was  the  unanimous  opinion  of  all 
of  the  speakers  that  a great  hardship 
is  being  imposed  upon  the  supporters 
of  these  clinics,  because  of  the  fact 
that  many  people  living  in  and  near 
Dallas  who  are  well  able  to  pay  a rea- 
sonable fee  for  medical  service  are 
applying  for  and  receiving  free  medical 
service  at  one  or  more  of  the  free  medi- 
cal clinics  in  Dallas. 

“In  a free  discussion,  it  was  the 
opinion  of  all  that  the  free  clinics 
should  be  confined  to  the  worthy  poor 
and  that,  for  such,  they  can  do  a great 
deal  of  good,  and  to  this  end,  they  are 
supported  by  the  Dallas  County  Medi- 
cal Society.” 
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MEDICINE  AND  THE  LAW 

APPELLATE  COURT  REFUSES  TO  EXPAND  DISCOVERY  RULE 


In  a recent  opinion  by  the  Texas  Court 
of  Civil  Appeals  in  Eastland,  the  court 
declined  to  hold  that  the  “discovery 
rule”  applied  to  a vasectomy  case 
where  no  foreign  object  was  left  within 
the  body  of  the  patient  and  ruled  that 
the  statute  of  limitations  bars  a suit 
two  years  after  the  date  of  the  alleged 
negligence.  The  case  is,  however,  on 
appeal  to  the  Texas  Supreme  Court. 

In  this  case,  styled  Charles  Hays  et 
ux,  V.  Dr.  R.  W.  Hall,  the  appellate 
court  upheld  the  trial  court’s  decision 
to  dismiss  the  case  against  the  doctor. 
Dr.  Hall,  an  osteopath,  had  performed 
a vasectomy  on  July  28,  1966,  on  Mr. 
Hays,  the  plaintiff.  The  plaintiff  and 
his  wife  had  previously  had  two  chil- 
dren who  were  physically  deformed.  On 
Aug.  30,  1966,  the  doctor  tested  the 
plaintiff  by  prostatic  massage  and  in- 
formed him  that  the  vasectomy  had 
been  a success. 

On  Sept.  27,  1967,  some  13  months 
later,  the  plaintiff’s  wife  was  pregnant 
with  their  third  child.  On  Sept.  28, 
1967,  the  doctor  tested  the  plaintiff 
for  a second  time  and  informed  him 
that  there  were  no  live  sperm  in  his 
semen,  that  he  was  sterile,  and  that  he 
could  not  cause  his  wife  to  become 
pregnant.  Dr.  Hall  again  advised  Mr. 
Hays  that  the  original  vasectomy  had 
been  successful  and  added  that  the 
pregnancy  of  his  wife  was  probably 
caused  by  sperm  cells  having  been 
trapped  in  the  seminal  tract  above  the 
vas  deferens  where  the  vasectomy  in- 
cision was  made.  On  Jan.  11,  1968, 
the  plaintiff’s  third  child  was  born  with 
deformities  comparable  to  those  of  the 
two  previous  children. 

In  July  of  1968,  the  wife  was  in- 
formed of  a fourth  pregnancy,  and  a 
third  test  on  the  husband  was  conduct- 
ed. Again,  the  physician  told  the  plain- 
tiff that  the  vasectomy  had  been  a 
success.  On  Nov.  25,  1968,  the  third 
child,  which  had  been  born  deformed, 
died  in  a hospital.  On  Feb.  9,  1969,  a 
fourth  child,  normal  at  the  date  of  trial, 
was  born,  and  the  suit  was  not  brought 
until  May  16,  1969. 

The  plaintiffs  alleged  that  the  con- 
cealments made  by  the  physician  with 
regard  to  the  success  of  the  operation 
were  fraudulent  and  that,  therefore,  the 


statute  of  limitations  did  not  begin  to 
run  until,  by  the  exercise  of  ordinary 
care,  the  plaintiffs  should  have  discov- 
ered the  existence  of  the  cause  of 
action.  The  court  overruled  this  point, 
holding  that  the  plaintiff  should  have 
known  that  the  operation  was  not  a 
success  when  the  wife  became  preg- 
nant and  that  they  could  not  have  been 
deceived  by  anything  told  to  them 
thereafter.  The  appellate  court  stated: 

“In  view  of  their  knowledge  of  preg- 
nancy, appellants  knew  that  the  opera- 
tion had  been  a failure.  They  could  not 
have  been  deceived  by  a contrary  rep- 
resentation by  appellee,  and  therefore 
the  negative  of  one  of  the  essential 
elements  of  fraud  is  established  as  a 
matter  of  law.  Appellants  knew  of  the 
pregnancy  at  the  time  the  alleged  fraud- 
ulent representations  were  made  and 
reasonable  minds  could  not  differ  as  to 
whether  or  not  they  were  deceived.  The 
court  should  have  and  did  decide  the 
question  contrary  to  appellants  as  a 
matter  of  law.” 

The  appellate  court  specifically  dif- 
ferentiated between  this  case  and  Gad- 
dis V.  Smith,  which  was  heard  by  the 
Texas  Supreme  Court,  where  a foreign 
object  was  left  in  the  patient’s  body.  In 
the  latter  case,  the  Supreme  Court  held 
that  the  statute  of  limitations  did  not 
begin  to  run  until  two  years  after  the 
date  of  the  discovery  of  the  foreign 
object.  The  appellate  court  also  cited 
the  opinion  of  the  Court  of  Civil  Ap- 
peals in  the  1968  case  of  Coffman  i’. 
Hedrick,  wherein  that  court  had  stated: 

“We  hold  that  in  a malpractice  suit, 
other  than  one  involving  the  leaving  of 
a foreign  object  in  the  body,  the  cause 
of  action  arises  as  to  each  act  of  negli- 
gence when  it  is  committed  causing  in- 
jury to  the  person,  however  slight  the 
injury.” 

The  plaintiffs  also  argued  in  the  trial 
court  that  the  case  was  one  of  con- 
tract and  not  one  of  negligence  and 
that  the  plaintiffs  were  entitled  to  re- 
cover damages  based  upon  contract. 
The  Eastland  Court  of  Civil  Appeals 
held: 

“We  cannot  agree  with  this  conten- 
tion. In  all  malpractice  suits,  the  courts 
have  treated  such  cases  as  negligence 
cases  with  the  attendant  problems  of 
negligence  and  proximate  cause  . . . 


In  Bowles  v.  Bourdon,  148  Tex.  1,  219 
SW  2nd  779  (1949),  the  Supreme 
Court  sets  forth  the  malpractice  rule 
in  Texas  to  be  that  a patient  has  no 
cause  of  action  against  his  doctor  for 
malpractice  unless  he  shows  that  the 
diagnosis  or  treatment  complained  of 
was  such  as  to  constitute  negligence 
and  that  such  negligence  was  a proxi- 
mate cause  of  the  patient’s  injuries.” 

Lastly,  the  plaintiffs  had  pled  for 
damages  caused  by  the  birth  and  up- 
bringing of  the  fourth  child,  which  was 
a normal  baby.  The  appellate  court 
stated: 

“To  allow  damages  for  the  birth  and 
upbringing  of  a normal  child  would 
mean  that  the  doctor  would  have  to  pay 
for  the  satisfaction  and  joy  and  affec- 
tion which  normal  parents  would  ordi- 
narily have  in  the  rearing  and  education 
of  a healthy  child.  Such  a holding 
would  not  be  justified  by  the  facts  of 
this  case.” 

Thus,  the  Court  of  Civil  Appeals  has 
refused  to  expand  the  discovery  rule 
beyond  that  set  forth  by  the  Supreme 
Court  and  has  applied  the  stricter  rule 
that  an  action  must  be  brought  within 
two  years  after  the  date  of  the  alleged 
negligence.  Perhaps  just  as  important, 
the  appellate  court  rejected  the  theory 
that  a malpractice  case  may  be  con- 
sidered a contract  case  with  the  meas- 
ure of  damages  which  are  usually  ap- 
plied in  such  cases.  Several  years  ago, 
an  Illinois  court  held  in  a somewhat 
similar  case  that  a physician  had  guar- 
anteed the  success  of  a vasectomy 
and  that  with  such  guarantee,  the  case 
became  a contract  cause  of  action  with 
an  extended  statute  of  limitations  under 
Illinois  law.  The  Texas  Court  of  Civil 
Appeals,  having  rejected  this  theory, 
continues  to  follow  a strict  interpreta- 
tion on  malpractice  cases.  Finally,  the 
appellate  court  specifically  held  that 
damages  are  not  available  for  the  birth 
of  a normal  child  and  that  such  a con- 
tention would  be  against  public  policy. 

With  many  courts  in  other  jurisdic- 
tions expanding  the  statute  of  limita- 
tions and  rules  of  evidence  in  mal- 
practice cases,  it  is  encouraging  that 
the  Eastland  Court  of  Civil  Appeals  held 
to  a stricter  view,  which  will  hopefully 
discourage  some  of  the  more  exotic 
theories  being  proposed  in  malpractice 
cases  filed  today.  Action  by  the  Su- 
preme Court  of  Texas  on  this  im- 
portant case  will  be  closely  followed 
by  physicians  and  lawyers  alike. 

PHILIP  R.  OVERTON,  LLB 
SAM  V.  STONE,  JR.,  LLB 
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PERSONALS 


Named  the  recipient  of  the  Ernst  Op- 
penheimer  Memorial  Award  by  the  En- 
docrine Society  was  Dallas  internist  Dr. 
Jean  D.  Wilson.  Dr.  Wilson,  the  author 
of  more  than  50  scientific  papers  deal- 
ing with  absorption  of  cholesterol  from 
the  diet  and  the  mechanism  of  sex 
steroid  hormone  action,  is  a professor 
of  medicine  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

Immediate  Past  President  of  the  Texas 
Medical  Association,  Dr.  James  H.  Sam- 
mons of  Baytown,  was  elected  vice- 
chairman  of  the  Board  of  Trustees  of 
the  American  Medical  Association  dur- 
ing the  organization’s  recent  meeting 
in  San  Francisco,  Calif. 

Dr.  Joe  T.  Nelson  of  Weatherford  cele- 
brated the  20th  anniversary  of  his  in- 
ternship at  John  Peter  Smith  Hospital 
in  Fort  Worth  by  receiving  the  first 
Distinguished  Alumnus  Award  ever  giv- 
en by  the  hospital.  The  TMA  trustee  is 
a graduate  of  North  Texas  State  Uni- 
versity and  Baylor  College  of  Medicine. 
He  began  his  practice  in  Weatherford 
upon  completion  of  his  internship  at 
John  Peter  Smith  Hospital. 

Recently  installed  as  president  of  the 
Texas  Tuberculosis  and  Respiratory 
Disease  Association  was  the  Vice- 
Speaker  of  the  Texas  Medical  Associa- 
tion’s House  of  Delegates,  Dr.  Travis 
Smith  of  Abilene.  An  internist.  Dr. 
Smith  has  been  on  the  state  TB  asso- 
ciation’s board  of  directors  for  the  past 
23  years. 

Dr.  Otto  H.  Heins  of  Raymondville  has 
added  another  tour  of  duty  in  Vietnam 
to  this  list  of  activities.  Dr.  Heins  left 
June  23  for  his  seventh  tour  in  Viet- 
nam under  the  American  Medical  Asso- 
ciation's Volunteer  Physicians  for  Viet- 
nam program.  The  tour  of  duty  is  to 
last  two  months. 

The  Army’s  highest  honor  for  public 
service,  the  Distinguished  Civilian  Ser- 
vice Award,  has  been  presented  to  Dr. 
Alvin  0.  Severance,  who  is  a consultant 
in  pathology  at  Brooke  General  Hospi- 
tal, Brooke  Army  Medical  Center,  Fort 
Sam  Houston,  San  Antonio.  Dr.  Sever- 
ance is  also  a past  president  of  Bexar 
County  Medical  Society. 


Houston  physician  Dr.  Francine  Jensen 
won  the  Bryant  Award  of  the  Texas 
Public  Health  Association  for  her  work 
in  setting  up  an  emergency  medical 
care  services  program  in  Houston. 

Dr.  Jensen,  who  is  with  the  City 
Health  Department,  directed  and  insti- 
tuted planning  for  ambulance  training 
in  the  Bayou  City.  The  award  she  re- 
ceived is  given  in  honor  of  the  late  Dr. 
B.  T.  Bryant,  pioneer  Smith  County 
health  officer. 

President  of  the  Southern  Surgical  As- 
sociation for  1972  is  Temple  thoracic 
surgeon  Dr.  G.  V.  Brindley,  Jr.  Dr. 
Brindley,  who  is  chairman  of  the  de- 
partment of  thoracic  and  general  sur- 
gery at  Scott  and  White  Hospital  and 
Clinic,  will  serve  a one-year  term. 

Dr.  Duane  L.  Larson,  chief  surgeon  at 
the  Shriners  Burns  Institute  Hospitai  in 
Galveston,  has  been  named  the  recip- 
ient of  the  Governor’s  Annual  Physi- 
cians Award.  The  award  is  given  in  rec- 
ognition of  the  physician  who  contrib- 
utes outstanding  effort  toward  the  pre- 
vention of  a crippling  disease  and  the 
treatment  and  rehabilitation  of  patients 
suffering  from  that  disease.  Dr.  Lar- 
son’s award  noted  his  efforts  in  burn 
prevention. 

The  announcement  of  the  honor 
notes  that  physicians  throughout  the 
world  have  adopted  the  treatment  tech- 
niques perfected  at  the  Galveston  burn 
center. 

The  29th  annual  good  citizenship  award 
of  the  Paui  Carrington  Chapter  of  the 
Sons  of  the  American  Revoiution  went 
to  Dr.  R.  Lee  Clark  of  Houston,  presi- 
dent of  the  Texas  Medical  Center.  The 
award  was  presented  at  the  group’s  an- 
nual George  Washington  birthday  din- 
ner celebration. 

Dr.  Morton  F.  Mason,  director  of  the 
Dallas  County  Criminal  Investigation 
Laboratory  and  professor  of  forensic 
medicine  and  toxicology  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas,  has  been  named  pres- 
ident-elect of  the  American  Academy 
of  Forensic  Sciences. 

Dr.  Mason  is  also  director  of  the 
Clinical  Chemistry  Laboratory  at  Park- 
land Memorial  Hospital  in  Dallas. 


Leading  the  activities  of  the  Alumni 
Association  of  The  University  of  Texas 
Southwestern  Medicai  School  at  Dallas 
through  this  year  are  the  following  offi- 
cers: Dr.  W.  L.  Jack  Edwards  of  Dallas, 
president;  Dr.  John  E.  Eisenlohr  of  Dal- 
las, president-elect;  Dr.  A.  D.  Sears  of 
Dallas,  secretary-treasurer;  Dr.  Anne  R. 
Race  of  Dallas,  trustee;  Dr.  Clarence  A. 
Temple  of  Paris,  trustee-at-large;  Dr. 
Charles  B.  Mullins  of  Dallas,  member- 
at-large;  and  Dr.  Stephen  Eppstein  of 
Fort  Worth,  trustee. 

Baylor  College  of  Medicine’s  president 
Dr.  Michael  E.  DeBakey  is  currently 
serving  as  president  of  the  Society  for 
Contemporary  Ophthaimology.  The 
group  will  meet  Feb.  25-March  3,  1973, 
in  Miami  Beach,  Fla. 

PAMPHLETS 

Curing  the  causes  of  disastrous  nurs- 
ing home  fires  is  the  goal  of  a new 
publication  issued  by  the  National  Fire 
Protection  Association. 

Entitled  Nursing  Home  Fires  and 
Their  Cures,  the  pamphlet  strives  to 
increase  awareness  of  the  hazards  pre- 
sented by  fires  in  nursing  homes  and 
to  show  what  can  be  done  to  stop  the 
danger  of  fire,  inciuded  in  the  40-page 
booklet  are  10  major  articles  and  seven 
shorter  case  histories  of  recent  nursing 
home  fires,  all  reprinted  from  the  NFPA 
Fire  Journal. 

The  pamphlet  features  photographs 
and  diagrams,  as  well  as  the  reports  of 
trained  investigators  which  include  on- 
the-scene  evaluations  of  factors  con- 
tributing to  nursing  home  fires.  Recom- 
mendations for  avoiding  similar  trage- 
dies range  from  methods  of  handling 
patients  in  a fire  emergency  to  appli- 
cation of  fire  protection  methods. 

Nursing  Home  Fires  and  Their  Cures 
will  be  valuable  to  nursing  home  super- 
visors and  staff,  to  architects,  and  to 
fire  marshals,  fire  inspectors,  fire  pre- 
vention officers,  and  others  concerned 
with  fire  prevention  and  control. 

Copies  of  the  pamphlet  are  $2.50 
each,  with  discounts  available  on  or- 
ders of  25  copies  or  more.  Order  the 
publication  by  title  and  number  (NFPA 
No.  SPP-17)  from  the  NFPA  Publica- 
tions Service  Department,  60  Battery- 
march  St.,  Boston,  Mass.  02110. 
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MEDICINE  IN  LITERATURE 


Genetic  Disorders  of  the  Endocrine 
Glands,  David  L.  Rimoin  and  R.  Neil 
Schimke,  383  pp.,  194  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1971, 
$32.50. 

THIS  BOOK  IS  TIMELY  in  view  of  the 
many  advances  in  recent  years  in 
endocrinologic  and  cytogenetic  tech- 
nology which  have  led  to  the  delinea- 
tion of  many  new  genetic  syndromes 
involving  one  or  more  of  the  endocrine 
glands.  Inasmuch  as  it  does  catalog 
the  clinical,  genetic,  and  metabolic 
features  of  the  known  genetic  disorders 
of  the  endocrine  glands,  as  well  as  the 
new,  rare  disorders  associated  with 
endocrine  dysfunction,  this  volume  will 
be  highly  important  and  useful  as  a 
reference  source. 

Genetic  disorders  of  the  anterior  and 
posterior  pituitary  glands,  the  thyroid 
and  parathyroid  glands,  the  pancreas, 
the  adrenal  cortex  and  medulla,  and 
the  gonads  are  presented,  with  empha- 
sis on  thorough  review  of  the  medical 
literature  dealing  with  the  many  rare 
and  poorly  delineated  hereditary  dis- 
orders of  the  endocrine  glands. 

Each  section  of  the  book  presents 
a discussion  of  the  anatomy  and  em- 
bryology of  the  gland  and  its  hormone 
secretions,  followed  by  a listing  and 
discussion  of  the  various  genetic  dis- 
orders that  may  occur  and  that  may 
result  in  both  developmental  abnor- 
malities and  functional  hormone  dis- 
orders. 

Generous  use  of  illustrations,  includ- 
ing photographs,  family  pedigree  dia- 
grams, and  photomicrographs,  adds  to 
the  clarity  of  the  volume  and  increases 
interest  in  the  disorders  described. 

ARVEL  E.  HALEY,  MD 
Dallas 

Biological  Aspects  of  Alcohol,  Mary  K. 
Roach,  William  M.  Mclsaac,  and  Pat- 
rick J.  Creaven,  eds.,  471  pp.,  illus., 
Austin  and  London,  published  for  the 
Faculty  for  Advanced  Studies  of  the 
Texas  Research  Institute  of  Mental 
Sciences  by  the  Univ.  of  Texas 
Press,  1971,  $12.50. 

A MAJOR  CONCERN  of  biomedical  sci- 
entists during  the  past  decade  has 
been  the  metabolic  disorders  asso- 
ciated with  alcoholism.  This  volume 
delves  into  discussion  of  such  matters. 


as  it  contains  18  papers  which  were 
presented  at  the  third  annual  interna- 
tional symposium  held  at  the  Texas 
Research  Institute  of  Mental  Sciences. 

The  contributors  to  this  publication 
make  it  clear  that  they  are  aware  that 
they  are  confronted  with  a problem 
that  seriously  affects  both  the  quality 
and  length  of  life  for  several  million 
Americans. 

Many  of  the  independent  studies 
presented  provide  indications  that  af- 
ter chronic  ethanol  intake,  tolerance 
and  dependence  to  alcohol  is  possibly 
most  likely  due  to  modification  in  cen- 
tral nervous  system  functions,  which  in 
turn  are  affected  by  peripheral  endoc- 
rine and  metabolic  concomitances. 

Furthermore,  studies  have  shown 
that  suppression  of  ethanol  metabo- 
lism has  been  achieved  in  laboratory 
animals  by  administration  of  pyrazole, 
an  inhibitor  of  liver  alcohol  dehydrog- 
enase (ADH)  activity.  Unfortunately, 
pyrazole  also  has  hepatotoxic  effects, 
which  limits  its  use  in  both  animal  ex- 
periments and  human  studies  con- 
cerned with  the  metabolism  of  alcohol. 

The  discussion  of  each  paper  pre- 
sented in  the  volume  is  frank  and  stim- 
ulating, but  the  editors  note  that  a 
better  understanding  of  alcohol’s  bio- 
logical, chemical,  physiological,  and 
pharmacologic  effects  is  needed  to  de- 
termine the  factors  that  underlie  the 
etiology  of  alcohol  dependence. 

KURT  LEKISCH,  MD 
Austin 

IN  THE  TMA  LIBRARY 
Books 

American  Medical  Association  Commit- 
tee on  Rating  of  Mental  and  Physical 
Impairment:  Guides  to  the  Evaluation 
of  Permanent  Impairment,  American 
Medical  Association,  1971. 

Apley,  A.  G.,  ed.:  Recent  Advances  in 
Orthopaedics,  Williams  & Wilkins  Co., 
1969. 

Beard,  C.:  Ptosis,  The  C.  V.  Mosby  Co., 
1969. 

Bellanti,  J.  A.:  Immunology , W.  B.  Saun- 
ders Co.,  1971. 

Breck,  L.  W.:  An  Atlas  of  the  Osteo- 
chondroses, Charles  C Thomas, 
1971. 

Campbell,  A.  A.,  ed.;  The  Family  in 
Transition,  A Round  Table  Conference 
Sponsored  by  the  John  E.  Fogarty  In- 
ternational Center  for  Advanced  Study 


in  the  Health  Sciences,  November  3-6, 
1969,  Fogarty  International  Center 
proceedings  no.  3,  National  Insti- 
tutes of  Health,  1971. 

Guttmacher,  A.;  Birth  Control  & Love, 
The  Complete  Guide  to  Contraception 
and  Fertility,  Bantam  Books,  1969. 
Jaffee,  O.  C.,  ed.:  Cardiac  Development 
with  Special  Reference  to  Congenital 
Heart  Disease,  Proceedings  of  the 
1968  International  Symposium,  Univ. 
of  Dayton  Press,  1970. 

Jawetz,  E.,  Melnick,  J.  L.,  and  Adelberg, 
E.  A.;  Review  of  Medical  Microbiol- 
ogy, ed.  10,  Lange  Medical  Publica- 
tions, 1972. 

Keele,  C.  A.,  and  Neil,  E.:  Samson 
Wright’s  Applied  Physiology,  ed.  12, 
Oxford  Univ.  Press,  1971. 

Szasz,  T.  S.:  The  Myth  of  Mental  Illness: 
Foundations  of  a Theory  of  Personal 
Conduct,  Delta  Books,  Dell  Publish- 
ing Co.,  1961. 

Watson,  W.  L.,  ed.:  Lung  Cancer:  A 
Study  of  Five  Thousand  Memorial 
Hospital  Cases,  The  C.  V.  Mosby  Co., 
1968. 

West,  J.  B.:  Ventilation/ Blood  Flow  and 
Gas  Exchange,  ed.  2,  Blackwell  Sci- 
entific Publications,  1970. 

Whitby,  L.  G.,  and  Lutz,  W.,  eds.:  Prin- 
ciples and  Practice  of  Medical  Com- 
puting, Churchill  Livingstone,  1971. 
Film 

Composite  Surgical  Approach  to  Car- 
cinoma of  the  Cervix,  16mm,  sound, 
color,  34  min..  Dr.  James  Breen,  1970. 
A combined  surgical  approach  to  can- 
cer of  the  cervix,  involving  a simul- 
taneous vaginal  and  abdominal  proce- 
dure, is  demonstrated  in  this  profes- 
sional film.  The  vaginal  procedure  is 
shown  first,  including  a partial  colpec- 
tomy  with  removal  of  half  of  the  va- 
gina and  its  pericolpis  which  is  closed 
over  the  cervical  tumor  followed  by 
closure  of  the  vagina.  The  abdominal 
approach  is  an  extraperitoneal  one 
consisting  of  an  extraperitoneal  lymph- 
adenectomy  with  ligation  of  infundibu- 
lopelvic  ligaments  and  uterine  arteries. 
The  intraperitoneal  aspect  reveals  the 
ease  with  which  a radical  abdominal 
hysterectomy  may  be  accomplished  af- 
ter extraperitoneal  and  vaginal  mobili- 
zation. 

Books  listed  and  reviewed  in  this  section  are 
available  in  the  TMA  Memorial  Library,  1801 
N.  Lamar  Blvd.,  Austin  78701.  Guidelines  for 
book  reviewers  also  are  available  from  the 
Library. 


Volume  68,  August,  1972 


109 


RECENT  DEATHS 


DR.  HOPKINS 


DR.  KELLER 


DR.  JOHNSON 


DR.  M.  A.  HOPKINS 

A woman  physician  from  Dallas  who 
treated  many  of  the  soldiers  wounded 
in  France  during  the  bloody  battle  of 
Chateau-Thierry  in  World  War  I,  Dr. 
May  Agness  Hopkins,  died  May  30, 
1972,  after  almost  60  years  of  practice. 

Dr.  Hopkins,  88,  a native  of  Austin, 
was  always  an  active  person.  While  an 
undergraduate  student  at  The  Univer- 
sity of  Texas  at  Austin,  she  helped 
organize  the  university’s  chapter  of 
Zeta  Tau  Alpha  social  sorority  and 
eventually  serv'ed  12  years  as  national 
president  of  the  organization.  In  1946, 
she  received  the  honorary  title  of  grand 
president  for  her  efforts  on  behalf  of 
the  sorority. 

After  she  was  graduated  with  her 
BS  degree  from  UT  Austin,  she  enrolled 
in  The  University  of  Texas  Medical 
Branch  at  Galveston.  In  1911,  she 
received  her  MD  degree  from  UTMB, 
the  only  woman  in  that  class.  She  has 
also  been  listed  as  the  first  woman 
inducted  into  Alpha  Kappa  Kappa  med- 
ical fraternity  at  UTMB. 

Following  graduation  from  medical 
school.  Dr.  Hopkins  served  as  an  intern 
at  New  England  Hospital  for  Women 
and  Children  in  Boston,  Mass.  After  a 
year  there,  she  went  to  the  Warren 
State  Hospital  in  Pennsylvania  to  serve 
as  a resident  physician.  In  1912,  she 
became  the  first  woman  doctor  in 
Dallas  to  open  a downtown  office  for 
business. 

When  World  War  I began.  Dr.  Hop- 
kins volunteered  for  service  with  the 
Red  Cross  Children’s  Bureau.  She  went 
overseas  and  was  assigned  to  Paris  to 
work  with  the  children  of  France,  but 
an  emergency  arose,  and  she  was 
loaned  to  the  First  American  Army 
where  she  became  involved  in  treating 
soldiers  at  the  front  in  Chateau-Thierry. 
Dr.  Hopkins  was  later  stationed  at 
Marseille,  France,  and  named  chief  of 
the  southern  zone  of  the  American  Red 
Cross.  While  there,  she  established 
childrens’  hospitals,  and  after  peace 
was  declared,  she  remained  in  France 
to  work  with  the  repatriated  children 
of  the  war. 

Dr.  Hopkins  then  returned  to  her 
practice  in  Dallas,  and  in  1922,  she 
began  specializing  in  pediatrics  and 


endocrinology.  She  became  a member 
of  the  Endocrine  Society  when  it  was 
formed  in  1923.  During  her  career,  she 
had  taught  histology  and  embryology 
at  UTMB  and  was  an  associate  profes- 
sor of  pediatrics  at  Baylor  College  of 
Medicine  before  it  was  moved  from 
Dallas.  She  was  also  emeritus  professor 
of  pediatrics  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

She  was  a member  of  the  Ameri- 
can Medical  Association  and  American 
Medical  Women’s  Association,  charter 
member  of  the  Dallas  Southern  Clinical 
Society,  and  honorary  member  .'oth 
the  Dallas  County  Medical  Society  and 
Texas  Medical  Association. 

Dr.  Hopkins'  husband,  Howard  E. 
Reitzel,  died  in  1937.  Surviving  her  are 
two  nieces,  Mrs.  Marjory  May  Russell 
and  Mrs.  Jean  Edmee  Meinberg,  both 
of  St.  Louis,  Mo.;  and  a nephew, 
Edward  J.  Hopkins  of  Atherton,  Calif. 

DR.  N.  H.  KELLER 

Dr.  Nathan  Hale  Keller,  El  Paso  intern- 
ist, died  March  29,  1972,  in  El  Paso. 
He  was  79  and  had  been  a resident  of 
the  city  for  42  years. 

A native  of  Cincinnati,  Ohio,  Dr.  Kel- 
ler received  his  pre-medical  training  at 
the  University  of  Cincinnati.  He  then 
attended  the  University  of  Cincinnati 
College  of  Medicine  and  was  graduated 
from  the  school  with  his  MD  degree  in 
1916.  From  1916  to  1917,  he  served 
as  an  intern  at  Bethesda  Hospital  in 
Cincinnati,  and  the  following  year,  he 
took  postgraduate  work  at  Johns  Hop- 
kins University  School  of  Medicine  in 
Baltimore,  Md. 

At  one  time.  Dr.  Keller  was  an  assist- 
ant professor  of  medicine  at  the  Univer- 
sity of  Cincinnati  College  of  Medicine. 
He  later  served  on  the  staffs  of  Provi- 
dence Memorial  Hospital  and  Hotel 
Dieu  Sisters’  Hospital,  both  located  in 
El  Paso. 

A former  captain  in  the  US  Army  dur- 
ing World  War  I,  Dr.  Keller  served  as 
civilian  consultant  to  William  Beaumont 
General  Hospital  in  El  Paso  from  1931 
to  1945. 

The  internist  was  a member  of  Texas 
Medical  Association,  American  Medical 
Association,  International  Academy  of 
Internal  Medicine,  and  El  Paso  County 


Medical  Society. 

He  is  survived  by  his  wife,  Dorothy 
Feld  Keller;  two  sons,  James  A.  and 
Robert  M.  Keller,  both  of  El  Paso;  a 
daughter,  Mrs.  Barbara  Kent  of  El  Paso; 
and  ten  grandchildren. 

DR.  R.  E.  JOHNSON 

Dr.  Reinhold  Enoch  Johnson,  a special- 
ist in  public  health,  died  June  19, 
1972,  in  Shannon  West  Texas  Memorial 
Hospital  in  San  Angelo.  Cause  of  death 
was  stroke. 

The  71-year-old  native  of  Chicago, 
III.,  was  a graduate  of  the  University  of 
Illinois  in  Urbana,  receiving  his  BS  de- 
gree in  1923.  In  1927,  he  was  graduat- 
ed from  the  University  of  Illinois  Col- 
lege of  Medicine,  located  in  Chicago, 
with  his  MD  degree.  From  1926  to 
1927,  Dr.  Johnson  served  as  an  intern 
at  Santa  Rosa  Medical  Center  in  San 
Antonio. 

After  graduation.  Dr.  Johnson  estab- 
lished a private  general  practice  in  Chi- 
cago. In  October,  1931,  he  went  to  San 
Antonio  where  he  practiced  until  Feb- 
ruary, 1932.  He  then  returned  to  Chi- 
cago to  establish  a private  practice, 
and  from  1939  to  1948,  he  was  clinical 
instructor  of  medicine  at  his  alma 
mater.  In  1948,  he  again  moved  to 
Texas  and  became  involved  in  public 
health,  working  for  the  Texas  State 
Department  of  Health. 

Dr.  Johnson  had  served  as  health  di- 
rector for  Midland,  Ector,  Howard,  An- 
drews, Nolan,  Nueces,  Tom  Green,  Lub- 
bock, and  Terry  Counties.  A diplomate 
of  the  American  Board  of  Preventive 
Medicine  and  a fellow  of  the  American 
College  of  Preventive  Medicine,  he  was 
awarded  a master  of  public  health  de- 
gree from  the  University  of  Michigan 
School  of  Public  Health  in  Ann  Arbor  in 
1956.  He  was  also  an  honorary  mem- 
ber of  Texas  Medical  Association  and  a 
member  of  Midland  County  Medical  So- 
ciety, American  Medical  Association, 
American  Public  Health  Association, 
Texas  Public  Health  Association,  Amer- 
ican Association  of  Public  Health  Phy- 
sicians, and  Texas  Association  of  Pub- 
lic Health  Physicians.  Dr.  Johnson  was 
recently  honored  by  the  State  Health 
Department  with  a certificate  of  merit 
and  a certificate  of  service  for  his  20 
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years  of  work.  After  his  retirement,  he 
also  received  a letter  of  appreciation 
from  Texas  Gov.  Preston  Smith  for  his 
dedication  to  his  work  for  the  State  of 
Texas. 

The  physician  is  survived  by  his  wife, 
Loma  Hastings  Johnson;  a sister,  Mrs. 
Gladys  Weede  of  Sheldon,  Wis.;  and 
two  nephews. 

DR.  W.  C.  WINDHAM 

Dr.  William  Claud  Windham,  91,  long- 
time Center  eye,  ear,  nose,  and  throat 
specialist,  died  on  April  1,  1972,  in  Gal- 
veston County  Memorial  Hospital  in 
Texas  City. 

Dr.  Windham,  who  since  his  retire- 
ment from  active  practice  in  1967  had 
lived  in  Galveston,  was  a native  of 
Shelbyville.  He  attended  Troup  High 
School  and  took  his  medical  training  at 
the  Memphis  (Tenn.)  Hospital  Medical 
College  (which  later  merged  with  the 
University  of  Tennessee  College  of  Med- 
icine), graduating  from  that  institution 
in  1903  with  his  MD  degree. 

Upon  his  graduation.  Dr.  Windham 
returned  to  his  hometown  to  practice 
and  formed  a partnership  with  his 
brother.  Dr.  John  H.  Windham.  Togeth- 
er, they  maintained  their  own  drugstore 
and  later  built  the  first  telephone  sys- 
tem in  the  eastern  part  of  Shelby  Coun- 
ty to  serve  their  patients.  The  two 
brothers  also  had  one  of  the  first  auto- 
mobiles in  the  county. 

After  several  years  of  practice  in 
Shelbyville,  Dr.  Windham  left  to  take 
postgraduate  work  at  Tulane  University 
School  of  Medicine  in  New  Orleans  in 
the  field  of  eye,  ear,  nose,  and  throat 
diseases.  In  1920,  he  returned  to  Texas 
and  established  practice  in  Center.  Here 
he  served  as  an  EENT  specialist  for  47 
years,  always  at  the  same  time  main- 
taining an  active  interest  in  the  affairs 
of  the  community. 

A Mason  for  over  60  years,  faithful 
worker  and  leader  in  the  Methodist 
Church,  a past  president  of  the  Center 
school  board,  and  past  head  of  several 
civic  organizations,  he  was  also  a past 
president  of  Shelby- San  Augustine-Sa- 
bine  County  Medical  Society.  In  addi- 
tion, he  was  an  honorary  member  of 
the  Texas  Medical  Association  and  a 
member  of  the  American  Medical  Asso- 


ciation. 

Surviving  Dr.  Windham  are  three 
daughters,  Mrs.  Billie  Burke  Hurd  and 
Mrs.  Mary  Ann  Campbell,  both  of 
Austin,  and  Mrs.  Lucy  Vernor  Pederson 
of  Texas  City;  three  brothers,  John  H. 
Windham,  MD,  of  Shelbyville,  Lynn  B. 
Windham,  MD,  of  Tyler,  and  L.  D.  Wind- 
ham of  Shelbyville;  two  sisters,  Mrs. 
Hassie  Chandler  of  Bullard  and  Mrs. 
Isabelle  Pounds  of  Tyler;  eight  grand- 
children; and  one  great-grandchild.  Dr. 
Windham  was  especially  proud  that 
four  of  his  eight  grandchildren  are  in 
medical  fields. 

DR.  R.  E.  G.  BALDWIN 

Dr.  Russell  Earl  Gardner  Baldwin,  a 
Tyler  general  practitioner,  died  June 
15,  1972.  He  was  62. 

Born  in  Memphis,  Texas,  Dr.  Bald- 
win attended  Baylor  University  in  Waco 
before  enrolling  in  Baylor  College  of 
Medicine,  which  was  then  located  in 
Dallas.  In  1940,  he  was  awarded  his 
MD  degree  from  Baylor.  From  1940  to 
1941,  he  held  an  internship  at  Charity 
Hospital  of  Louisiana  in  New  Orleans. 
He  then  accepted  a general  residency 
at  Huey  P.  Long  Charity  Hospital  in 
Pineville,  La.  He  served  in  the  latter 
position  from  1941  to  1944. 

After  finishing  his  residency,  Dr. 
Baldwin  joined  the  US  Navy,  serving 
from  1944  to  1946.  He  had  attained 
the  rank  of  lieutenant  by  the  time  of 
his  discharge.  Dr.  Baldwin  then  began 
his  practice  in  Tyler  in  1946. 

He  was  a member  of  Smith  County 
Medical  Society,  Texas  Medical  Asso- 
ciation, and  American  Medical  Associa- 
tion. In  Tyler,  he  was  president  of  the 
Medical  Center  Hospital  staff  in  1959 
and  had  been  on  the  staff  since  the 
opening  of  the  hospital  in  1951.  He 
also  served  on  the  staff  of  Mother 
Frances  Hospital  of  Tyler. 

Surviving  the  physician  are  his  wife, 
Janice  Miller  Baldwin;  a son,  Byron 
Baldwin  of  Charlotte,  N.C.;  a daughter, 
Mrs.  Linda  Chambless  of  Fort  Knox, 
Ky.;  three  brothers,  Alvin  Baldwin,  Jr., 
MD,  of  Dallas;  Byron  Baldwin  of  Mem- 
phis, and  W.  B.  Baldwin  of  Tyler;  two 
sisters,  Mrs.  Mamie  Lou  Rouse  of  Mem- 
phis and  Mrs.  Ruth  Haynes  of  Tyler; 
and  one  granddaughter. 


DR.  T.  F.  BUNKLEY 

Dr.  Thelbert  Forney  Bunkley,  retired 
head  of  both  the  obstetrics  and  pedi- 
atrics departments  of  Scott  and  White 
Memorial  Hospital  in  Temple,  died 
June  24,  1972,  in  Baptist  Memorial’s 
Geriatric  Hospital  in  San  Angelo.  He 
was  81. 

Dr.  Bunkley,  who  was  chief  physician 
for  the  Gulf,  Colorado,  and  Santa  Fe 
Railroad  for  many  years,  practiced  in 
Temple  from  1917  until  his  retirement 
in  1953.  The  physician  was  born  in  the 
small  community  of  Rayner  in  Stone- 
wall County  and  was  raised  in  Sey- 
mour. He  was  city  health  officer  of 
Temple  from  1917  to  1920.  He  joined 
the  staff  of  Scott  and  White  in  1917 
and  in  1936  became  head  of  both  the 
obstetrics  department  and  the  pediat- 
rics department.  Each  year,  Scott  and 
White  Hospital  honors  Dr.  Bunkley  by 
sponsoring  a seminar  on  obstetrics  in 
his  name. 

The  physician  received  an  AB  degree 
from  Baylor  University  in  Waco  in  1911 
and  his  MD  degree  from  The  University 
of  Texas  Medical  Branch  at  Galveston 
in  1916. 

He  was  a past  president  (1943)  of 
the  Texas  Association  of  Obstetricians 
and  Gynecologists  and  was  a member 
of  the  Southern  Medical  Association, 
Bell  County  Medical  Society,  American 
College  of  Obstetricians  and  Gynecolo- 
gists, Central  Association  of  Obstetri- 
cians and  Gynecologists,  and  the  Texas 
Association  of  Railroad  Surgeons. 

Dr.  Bunkley  leaves  a brother,  F.  H. 
Bunkley  of  Seymour  and  several  nieces 
and  nephews.  His  wife,  the  former  Nat- 
alie Simpson  of  Caldwell,  preceded  him 
in  death. 

DR.  B.  W.  TURNER 

A charter  member  of  the  American 
Board  of  Urology,  Dr.  Benjamin  Weems 
Turner,  died  July  5,  1972,  in  Angleton 
at  the  age  of  83. 

The  retired  urologist  was  a native  of 
Bonney,  Texas,  and  had  been  in  prac- 
tice in  Houston  from  1913  until  his  re- 
tirement in  1960.  Dr.  Turner  attended 
Sam  Houston  State  University  in  Hunts- 
ville and  then  enrolled  in  The  Univer- 
sity of  Texas  Medical  Branch  at  Galves- 
ton for  his  medical  training.  He  was 
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graduated  from  UTMB  in  1911. 

From  1911  to  1912,  he  served  a 
general  internship  at  the  Kansas  City 
(Mo.)  General  Hospital  and  Medical 
Center.  He  then  was  a resident  in  urol- 
ogy at  Johns  Hopkins  Hospital  in  Bal- 
timore, Md.  In  1935  Dr.  Turner  was 
certified  by  the  American  Board  of 
Urology. 

In  1913,  Dr.  Turner  established  a 
urological  practice  in  Houston  and  was 
later  joined  by  his  brother.  Dr.  J.  Har- 
olde  Turner.  In  1923,  the  urologist  es- 
tablished the  private  hospital  and  clinic 
known  as  the  Turner  Urological  Insti- 
tute; Dr.  Turner  was  director  of  the  fa- 
cility from  its  opening  until  1953  when 
it  was  closed.  After  the  hospital's  clos- 
ing, Dr.  Turner  continued  to  practice  in 
the  Texas  Medical  Center  until  his  re- 
tirement. 

The  Houston  urologist  was  a member 
of  Harris  County  Medical  Society,  Texas 
Surgical  Society,  American  Medical  As- 
sociation, The  Southwestern  Surgical 
Congress,  International  College  of  Sur- 
geons, American  Urological  Associa- 
tion, Texas  Urological  Association,  Post- 
graduate Medical  Assembly  of  South 
Texas,  and  Southern  Medical  Associa- 
tion. A fellow  of  the  American  College 
of  Surgeons,  the  former  president  of 
the  Houston  Surgical  Society  and  the 
South  Central  Section  of  the  American 
Urological  Association  also  was  elected 
an  honorary  member  of  Texas  Medical 
Association  in  1960. 

In  Houston,  Dr.  Turner  had  been 
consulting  urologist  for  Hermann,  Me- 
morial Baptist,  Jefferson  Davis,  and 
Texas  Children’s  Hospitals.  He  had  also 
been  chief  of  the  urological  service  at 
St.  Luke's  Episcopal  Hospital,  past  di- 
rector of  the  urological  service  at  the 
UT  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  and  on  the  visiting  staff  of 
St.  Joseph’s  Hospital. 

A World  War  I Navy  veteran,  he  is 
survived  by  his  wife,  Margaret  Carnes 
Turner;  two  daughters,  Mrs.  Margaret 
Williams  and  Mrs.  Dorothy  Glauser,  Jr., 
both  of  Houston;  a son,  Benjamin 
Weems  Turner,  Jr.,  of  Houston;  seven 
grandchildren;  and  six  great-grandchil- 
dren. 


DR.  W.  W.  FULLER 

Dr.  William  Wheeler  Fuller,  Dallas  gen- 
eral surgeon,  died  May  9,  1972,  at  the 
age  of  60. 

A native  of  Newark,  N.J.,  Dr.  Fuller 
attended  Southern  Methodist  University 
in  Dallas  and  later  entered  Baylor  Col- 
lege of  Medicine,  which  was  then  lo- 
cated in  Dallas.  He  was  graduated  from 
Baylor  in  1935  with  his  MD  degree, 
after  which  he  served  one  year  as  an 
intern  at  University  Hospital  in  Ann 
Arbor,  Mich.  In  1936,  he  returned  to 
Texas  and  accepted  a two-year  resi- 
dency in  surgery  at  Robert  B.  Green 
Memorial  Hospital  in  San  Antonio.  Dur- 
ing his  last  year  in  medical  school,  Dr. 
Fuller  had  also  served  as  ambulance 
surgeon  at  City  Emergency  Hospital  in 
Dallas. 

The  surgeon  was  a member  of  Amer- 
ican Medical  Association,  Texas  Medi- 
cal Association,  Dallas  County  Medical 
Society,  American  Society  of  Abdomi- 
nal Surgeons,  Aerospace  Medical  Asso- 
ciation, and  Southern  Medical  Associa- 
tion. Dr.  Fuller  was  also  an  alumnus 
of  Phi  Chi  medical  fraternity.  He  had 
practiced  in  Dallas  since  1938. 

Dr.  Fuller  leaves  his  wife,  Betty  West 
Fuller;  a son,  Billy  Fuller;  three  daugh- 
ters, Mary  Sue,  Ann,  and  Francis  Fuller; 
and  his  mother,  Mrs.  Ruby  Fuller,  all 
of  Dallas. 

DR.  J.  D.  STEPHENS 

Retired  general  practitioner  Dr.  Jamie 
D.  Stephens,  81,  died  at  his  home  in 
Smithville  on  June  8,  1972,  of  cancer. 

Dr.  Stephens  had  practiced  in  Smith- 
ville since  1935  and  had  retired  some 
two  years  ago  due  to  illness.  He  had 
also  practiced  in  Weslaco  from  1922  to 
1935.  The  Temple  native  was  a 1916 
graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  Prior  to 
his  medical  school  studies,  he  had  at- 
tended The  University  of  Texas  at  Aus- 
tin. After  receiving  his  MD  degree.  Dr. 
Stephens  accepted  a one-year  intern- 
ship at  St.  Mary’s  Hospital  in  Galves- 
ton. 

Upon  completion  of  his  internship, 
the  general  practitioner  was  called  to 
war.  He  served  as  a first  lieutenant  in 


the  US  Army  Medical  Corps  from  1917 
to  1919  and  was  stationed  in  France. 

A former  secretary  and  president  of 
Bastrop-Lee  County  Medical  Society, 
Dr.  Stephens  was  elected  to  honorary 
membership  in  Texas  Medical  Associa- 
tion in  1968.  He  was  also  a past  presi- 
dent of  the  Smithville  school  board  and 
for  many  years  was  official  surgeon  for 
the  Missouri,  Kansas,  and  Texas  Rail- 
road. 

Survivors  include  two  sons,  Jerry  H. 
Stephens,  MD,  of  Houston  and  Joe  K. 
Stephens  of  Yachats,  Ore.;  a brother, 
Kelly  Stephens  of  Cleburne;  a sister, 
Mrs.  Ruth  Ham  of  Temple;  and  three 
grandchildren.  His  wife,  the  former 
Neva  Ham,  died  in  1959. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


j;; 

' There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HCl  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients  showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneuniococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports^ 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.^ 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HCl  hydrate,  Upjohn 


Reynolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  n4:269, 1964 
. Data  on  file.  Medical  Research  Department,  The  Upjohn  Company 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%.'  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.'  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

QeodriHci 

clindamycin  HCl  hydrate,  Upjohn 


Each  preparoHon  Clindamycin  HCl  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  "'’9 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCl  (clindamycin  HCl  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  ease  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  end 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reoetion  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCl  (clindamycin 
HCl  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  sueh^ 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  hove  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections- 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/doy  (4  to  8 
mg/lb/doy)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mgAg/doy  (8  to  10  mg/lb/ day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  ISO  mg  Capsu/es-Botfles  of  16’s  and  lOO's.  75  mg  Capsules- 
Bottles  of  16's  and  lOO's.  Sensitivity  Disks-2  |lg.  Sensitivity  Powder-Vials. 


For  additional  product  information,  see  your  Upjohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-Sj  JA71-1S6S 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 


The  Scanning  Electron  Microscope  (SEM)  is 
the  only  instrument  which  gives  3-dimensional  views 
on  a microscopic  level.  This  permits  the  surface 
morphology  of  microorganisms  to  be  observed  in 


detailed  perspective.  Changes  in  surface  morphol- 
ogy of  E.  coli  exposed  to  various  antimicrobial 
agents  are  seen  on  the  following  page.  An  SEM  pho- 
tomicrograph of  normal  control  £.  co// appears  aboye. 


Encounter  under  the 
Scanning  Electron  Microscope 
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Different  modes  of  antibacterial  action — 
Similar  changes  in  morphology 


As  part  of  a series  of  experi merits, ^-3  strains  of 
f.  CO//  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  v;ere  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline:  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar ...  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”^ 
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Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  urinary  tract 
infections  (primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  sus- 
ceptible organisms  (usually  £.  coli,  Klebsiella- Aerobacter , Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  frequently,  Proteus 
vulgaris)  and  in  the  absence  of  obstructive  uropathy  or  foreign 
bodies. 

Note:  Since  in  vitro  sulfonamide  sensitivity  tests  are  not  always 
reliable,  carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  The  increasing  frequency  of 
resistant  organisms  is  a limitation  of  usefulness  of  antibacterial  agents, 
including  sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  . , 

Blood  levels  should  be  measured  in  patients  receiving  sulfona- 
mides for  serious  infections,  since  there  may  be  wide  variations  with 
identical  doses;  20  mg/ 100  ml  should  be  the  maximum  total  sul- 
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fonamide  level,  as  adverse  reactions  occur  more  frequently  above 
this  I6vgI. 

Contraindications:  Sulfonamide  hypersensitivity;  infants  less 
than  2 months  of  age  (except  adjunctively  with  pyrimethamine  m 
congenital  toxoplasmosis);  pregnancy  at  term  and  during  nursing 

Warnings:  Safe  use  in  pregnancy  has  not  been  established,  and 
teratogenicity  potential  has  not  been  thoroughly  investigated.  Sul- 
fonamides will  not  eradicate  or  prevent  sequelae  to  group  A strepto- 
C0CC31  infections,  rheumatic  fever,  glomerulonephritis.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias  have  been  reported;  early  clinical  signs 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice  rriay  mdicate 
serious  blood  disorders.  Complete  blood  counts  and  urinalysis  with 
careful  microscopic  examination  are  recornmended  frequent  y dur- 
ing sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 


TEXAS  MEDICINE 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol®  (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 

B.I.D./T.LD.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking 

Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents,  including  sul- 
fonam  ides,  especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form— the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 

In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 

Gantanol* 

(sulfamethoxazole) 
Basic  Therapy 


Precautions:  Use  with  caution  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthma  and  in  glucose- 
6-phosphate  dehydrogenase-deficient  individuals.  In  the  latter,  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis,  aplastic 
anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia;  allergic  reactions: 
erythema  multiforme  (Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myo- 
carditis; gastrointestinal  reactions:  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  re- 
actions: headache,  peripheral  neuritis,  mental  depression,  convul- 
sions, ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with  oli- 
guria and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due  to 
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certain  chemical  similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  infants 
under  2 months  of  age,  except  adjunctively  with  pyrimethamine  in 
congenital  toxoplasmosis.  Usual  dosage  Is  as  follows: 

Aduits  — 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  (2  tabs  or 
teasp.)  b.i.d.  or  t.i.d.  depending  on  severity  of  infection.  Children 
—0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed 
by  0.25  Gm/20  lbs  (Va  tab  or  teasp.)  b.i.d.  Maximum  dose  for  chil- 
dren should  not  exceed  75  mg/ kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension,  0.5 
Gm  sulfamethoxazole/ teaspoonful. 

<\  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  N.J.  07110 
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lexas  Physicians’  Directory 


Allergy 


Clinics 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 


CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamln,  M.D.,  F.A.A.P.,  DIplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A.  _ , » 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931  


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engeiking,  M.O., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.O.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


Dale  W.  Hayter,  M.D., 
Ophthalmology 
O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

DIplomate  American  Board  of  Allergy  and  Immunology 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D. 
Orville  C.  Thomas,  M.D. 
Kenneth  E.  Peirce,  M.D. 


Theodore  J.  Haywood,  M.D. 
Joseph  T.  Queng,  M.D. 
Rufus  E.  Lee,  Jr.,  M.D. 


Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANTS 
William  H.  Nell,  M.D. 

Victor  E.  McCall,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


DRS.  SAMS  AND  MEADOWS 
Allergy  and  Immunology 

Joseph  T.  Sams,  M.D.,  DIplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 
C.  David  Meadows,  M.D. 

900  W.  Randol  Mill  Rd.,  Suite  215,  Ariington,  Texas  76012,  817  277-1161 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 


Telephone  884-3861 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 
H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

T.  L.  Glenn,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 
Salvador  Ortiz,  M.D. 


OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  FJV.C.S. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 

B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


HERMANN  GREGORY,  M.D. 

Clinical  Allergy  and  Immunology 

Certified  American  Boards  of  Pediatrics  and  Allergy 

1310  Ninth  Street,  Wichita  Falls,  Texas  76301 
Phone  817  322-6926 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $10  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section  headings  are  limited  to 
those  specialties  in  which  there  is  an  American  Medical  Association  recognized  spe- 
cialty board  and/or  an  AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Assistant,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  20th  of  the  month  preceding  publication  month. 
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TEXAS  MEDICINE 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.O.,  F^A.C.A.,  F.I.C^.,  Cardiovascular  Diseases 

Ralph  C.  DIsch,  M.D.,  DJt.B.S.,  FJLC.S.,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.O.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabirt,  M.D.,  Consultant  In  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F,/LA.M.A.,  Administrator 


LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J,  A.  Harris,  M.D.,  General  Practice 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  ‘‘Hamm’’  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  Genera)  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 
9th  Avenue  N.  at  5th  Street  N., 
Telephone  713  948-8521 

Texas  City,  Texas  77590 

Obstetrics  & Gynecology 

General  Practice 

G.  W.  Beeler,  M.D. 

J.  H.  Cochrane,  M.D. 

Internal  Medicine 

J.  W.  O Bryant,  M.D. 

W,  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

0.  O.  Smith,  M.D. 

General  Surgery 

Clinic  Manager 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Stan  M.  Sheppard 

Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 

MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan.  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  FJV.C.S. 

J.  E.  Mathews,  M.D. 

INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R Cashion.  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  GagliardI,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiojgraphy- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

W.  W.  Moorman,  M.D.,  F.A.C.P. 

D.  W.  Johnston,  M.D.,  FJV.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361^500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phono  464-6369 
213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112  


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  CANON,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 


R.  T.  Cannon,  M.D.,  F.A.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 


Ernest  Nalle,  Jr.,  M.D., 

DAB  Oto.,  F.A.C.S.,  F.I.C.S. 
John  David  Jones,  M.D. 


West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresvllle,  Texas  78114,  512  393-2527 
-Diplomats  American  Board  of  Family  Practice 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 


IRWIN  KURTZ,  M.D. 

Diplomats  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH.  M.D. 

C.  LEROY  GOODMAN,  M.D. 

Dermatology  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas  76104 


nil 


50  years  of  service — 1922-1972 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 
AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 


1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Gastroenterology 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 


CECIL  0.  PATTERSON.  M.D..  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE.  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


W.  CROCKETT  CHEARS,  JR.,  M.D. 
Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

DRS.  THOMPSON,  PATMAN  & PERSSON 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 


Internal  Medicine 


JOHN  A.  WIGGINS,  JR.,  M.D. 
Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 


STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


ALEJANDRO  DURAN,  JR.,  M.D. 
Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 
1900  North  Oregon,  El  Paso,  Texas  79902 
Telephone  915  532-6257 


Neurological  Surgery 


Morris  Sanders,  M.D. 

Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 


Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suita  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 
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Ophthalmology 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 
712  North  Washington,  Dallas,  Texas,  214  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 
Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 


ALBERT  D’ERRICO,  M.D. 
Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 


Neurology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 


DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D, 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas  


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


ARTHUR  M.  CLEMENTS,  M.D. 

Ophthalmology 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

411  Water  Street,  Waxahachie,  Texas  75165 

Telephone  214  937-7680 


MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 
3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 


BRYSON  AND  STRUVE  ASSOCIATES 
Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P,  O.  Box  6374,  Corpus  Christ!,  Texas  78411 
512  853-7319 


THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 


Nuclear  Medicine 


Orthopedic  Surgery 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr„  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 
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Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St,  Abilene,  Texas  79601 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D, 

Robert  O.  Bateman,  M.D. 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


DIplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

'Special  Attention  to  Surgery  of  the  Hand 
Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


Otolaryngology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


FORT  WORTH  MEDICAL  LABORATORIES 
(PATHOLOGY  ASSOCIATES  OF  TEXAS) 

John  J.  Andu|ar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

DIplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 
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John  H.  Childers,  M.D. 
R.  R.  Rember,  M.D. 

W.  L.  Crofford,  M.D. 


E.  P.  Jenevein,  M.D. 
Garry  F.  Rust,  M.D. 


MEDICAL  LABORATORY  SERVICE  OF  DALUS 


Clinical  Pathology  Surgical  PaMiology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D.  , _ . . 

DIplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 


K.  P.  Wittstruck,  M.D.,  F.C.A.P. 
Walter  Krohn,  M.D.,  F.C.A.P. 


Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 

Mailing  Containers  on  Request  -,-c 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.  S.  WILKENFELD,  M.D. 

DIplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

DIplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 


Houston  Office 

1103  Medical  Towers,  Houston, 


Texas  77025,  523-5575 


Pasadena  Office  ...a 

904V^  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

DIplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 


Physical  Medicine  & Rehabilitation 


800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 
LYNN  SMITH,  SR.,  Administrator 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  "Information  for  Authors.” 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


Watch  out  for  the  other  guyl 

DRIVE  DEFENSIVELY 
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Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hattd  Surgery 

MecMcal  Canter  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 
Spring  Branch  Office: 

9820  Westviaw,  Houston,  Texas  77055,  528-2481 


W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Dlplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 


WILLIAM  E.  BARNES,  M.D. 

Dlplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  1.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
'Qerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

'Dlplomate,  American  Board  of  Psychiatry  and  Neurology 


JOHN  E.  CARTER,  M.D.  STEPHEN  WEISZ,  M.D. 

Plastic  Surgery  Practice  Limited  to 

Neurology  and  Psychiatry 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331  1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Psychiatry 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Bernard  J.  Dolenz,  M.D. 

'Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomates  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.O.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D,,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

MOVING? 

Avoid  missing  or  delayed  mail  w/hen  changing  addresses. 
Send  old  and  new  address  to: 

Business  Office 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.AuB.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


Seat  belts  save  lives  . . . 

. . . if  you  use  them! 
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DRS.  CARLSON  AND  BAREKMAN 

Glann  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  O.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

1221  Medical  Arts  Bldg.,  741-3621 

6011  Harry  Hines  Blud.,  631-7070 

3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy,  X-Ray  and 

Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

PLAINS  ASSOCIATED  CONSULTANTS  IN  RADIOLOGY 

Karl  Dockray,  M.D. 

Robert  Smalley,  M.D. 

Roentgen  Diagnosis,  Radium  Therapy  and  Nuclear  Medicine 

Services  to  Area  Hospitals  and  Clinics 

3519  21st  Street,  Lubbock  79410,  806/792-2141 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Thoracic  Surgery 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

Charles  T.  Meadows,  M.D.  & Associates 

Diplomate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abiiene,  Texas  79601 

Phone:  915  673-5726 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 

This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write;  TMA  Members’ 
Retirement  Trust  1801  North  Lamar  Blvd,  Austin,  Texas  78701. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group, 
100-bed  fully  accredited  hospital.  Salary  open.  P\ill  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D„  3330  South 
Lancaster  Road,  Dallas,  Texaa  76216. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefit  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texaa  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dailas  and  Fort  Worth.  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
Mnd  a photograph.  Please  reply  to  Ad-301,  Texaa  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


IV  ELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
ne^s  an  ob/^n,  orthopedist,  pediatrician,  and  otolaryngologist.  Early 
partnerehlp,  liberal  vacation  and  meeting  time,  life  insurance,  group 
hospitalization,  retirement  benefits,  teaching  opportunities,  new  facilities, 
expels  paid.  Please  contact  Cecil  Rosamond,  Administrator. 
P.  O.  Box  28,  Dallas,  Texas. 


GpiERAL  PRACTITIONER  TO  JOIN  2 GP’s  in  Central  Texas  town 
bemeen  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modem  three^an  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salyy  open,  ^ease  reply  to  Ad-293,  Texaa  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Maintain  free 
practice  of  medicine.  Work  for  patient  on  fee-for-service  btiiia  F^ll 
department  «^tu8  Areraffe  earnings  $46,000  with  guarantee.  Poaitioos 
Wichita  Falls,  San  Antonio.  Houston,  and  Beaumont.  Call 
1-612-732-9247  collect.  Reply  to  Ad-360,  Texaa  Medicinal  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


DESIRE  GP,  SURGEON  OR  EENT.  16,000  population,  rural  area.  In- 

dustry and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
aMociation.  Cleburne,  Texas.  For  additional  information  contact  Ad-$6S, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


AT^ENTTION  PILOT  PHYSICIANS : Combine  emergency  room  work 

with  flying  group,  maintains  Bonanza  for  business  and  pleasure.  Please 
Ad-366,  Texaa  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 


WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  This  is  an  institution  for  the  moderately  mentally 
retard^  of  the  state.  Salaries  are  quite  competitive  with  other  state  and 
federal  institutions.  40  hour  work  week,  ample  vacation  time,  and  other 
fringe  benefits.  Excellent  community  to  live  near  San  Angelo,  Texas. 
Contact  Medical  Director,  San  Angelo  Center.  Carlsbad,  Texas  76934. 


GENERAL  PRACTICE.  FAMILY  PRACTICE  with  three  other  family 
practitioners.  Clinic,  40-bed  hospital,  44-bed  extended  care,  pharmacy. 
No  capital  <mtlay,  no  buy-in,  equal  privileges,  guaranteed  income  until 
esteblished.  Top  opportunity  in  Southwest.  Contact  Gordon  Russell.  Ad- 
™^^>8trBtor,  Hi-Plains  Hospital-Clinic,  203  West  4th,  Hale  Center,  Texas 


INTERNIST  Board  certified  or  eligible  to  Join  two-member  depart- 
in  multis^ialty  clinic  with  busy  consultant  practice,  adjacent  to 
226-bed  h^pital  wita  ICU  and  CCU.  Clinic  is  located  in  rapidly  growing 
area  of  Houston,  Texas.  Starting  guarantee  of  $24,000  with  early  part- 
nership, adequate  time  off.  Regular  attendance  of  meetings  and  courses 
encouraged  and  financed,  other  fringe  benefits.  Please  reply  to  Ad.379. 
Texaa  Medtcxne,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

, AMARILLO,  POTTER-RANDALL  COUNTY:  Six  member  group  seek- 
ing  board  eligible  or  certified  internist  with  sub-specialty  of  allergy, 
cardiology,  hematology  or  gastroenology.  New  group-owned  facilities, 
automated  lab  and  x-ray  department  with  four  consulting  radiologists. 
Guaranteed  salary  and  early  partnership.  No  investment  required,  excep- 
tional area  for  families  with  children.  Contact  M.  B.  J.  Jackson,  Mana- 
ger, P.O.  Box  3460,  Amarillo,  Texas  79106.  AC  806  363-3671. 


FAMILY  PRACTICE  PHYSICIAN  AND  INTERNIST  needed  to  join  a 
full  time  five  man  clinic  association  with  part  time  radiologist  and  clin- 
ical pathologist  in  Clifton.  Texas.  Located  36  miles  NW  of  Waco,  16 
miles  from  Lake  Whitney:  good  fishing,  excellent  hunting,  new,  re- 
cently completed,  modem  golf  course.  Excellent  schools,  churches  and 
powing  progressive  small  town.  Closely  associated  with  new  66-bed 
hospital  facility,  which  is  fully  accredited  by  the  Joint  Commission.  Sug- 
grat  salary  at  firrt  v^th  imrtnership  in  future.  Financial  terms  open. 
Please  contart  V.  D.  Goodall,  M.D.,  Clifton  Medical  and  Surgical  Clinic 
Association,  Clifton,  Texaa  76634.  Telephone  676-8621  or  675-3113. 

RADIOLOGIST  DESIRED  for  rapidly  growing  internist  group  with 
very  good  x-ray  department.  Guaranteed  salary,  incentive  bonus  and 
early  partnership.  Contact  Ad-392,  Texaa  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


STAFF  PHYSICIANS  NEEDED  for  State  Hospital.  Progressive  1,000 
resident  state  institution.  Eligibility  for  Texas  licenses  required.  40-hour 
work  week,  paid  vacation,  sjck  leave,  holidays,  good  retirement  plan,  free 
group  insurance.  Kerrville  is  known  as  a retirement  center.  Prefer  ma- 
ture physician  over  age  60.  Please  contact  Luther  W.  Ross.  M.D.,  Super- 

Hospital,  P.O.  Box  1468,  Kerrville,  Texas 
78028,  or  Phone  612-267-3211. 
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PRIVATE  PRACTICE  AVAILABLE  in  Dallas,  Hillsboro,  Houston,  and 
Baytown.  $2,000-$4,000  minimum  monthly  collections  guarantee.  Minimum 
practice  expense  first  year  Need  GPs,  orthopedists,  and  obstetricians. 
Please  send  C.V.  to  Sanford  Smith,  Director  of  Physician  Planning,  Hos- 
pital Affiliates,  Inc.,  P.O.  Box  9836,  Houston,  Texas  77016. 


GENERAL  PRACTITIONER : Excellent  location  in  the  Lost  Pines  of 
Texas  area.  Growing  community  of  3,600  along  the  beautiful  Colorado 
nver  has  an  excellent  opportunity  for  a good  family  general  practitioner. 
Lxcellent  small  hospital  (26  beds)  and  nursing  home  (62  beds)  complex 
Guarant^d  s^ary,  clinic  environment  and  other  fringe  benefits  will 
make  this  difficult  to  turn  down  if  interested  in  working  in  a progressive 
rural  community.  Write  Ad-386,  Texas  Medicine,  1801  North  Lamar 
Boulevard,  Austin,  Texas  78701. 


PHYSICIANS — 700  bed  acute  general  hospital  with  all  major  services 
desires  internist,  general  surgeon,  orthopedist,  urologist,  pathologist, 
specialist  in  chest  diseases,  and  a generalist.  Affiliated  with  Scott  and 
White  Clinic  for  residents  and  consultants.  Three  separate  ICUs,  well 
equipped  laboratory  and  library,  numerous  educational  programs.  Beauti- 
ful  city  35,000  with  fine  schools,  abundant  recreation,  beautiful  weather, 
and  close  to  several  major  cities.  Salary  range  $25,620  to  $33,260  depend- 
ing on  qualifications.  Federal  fringe  benefits,  including  30  days  vacation 
per  year.  Equal  employment  opportunity  agency.  Apply  Chief  of  Staff, 
VA  Center,  Temple,  Texas  76501. 


STUDENT  HEALTH : GENERAL  PRACTITIONER  needed  beginning 
September  1,  1972,  Southwest  Texas  State  University,  San  Marcos.  11,000 
students,  20  bed  infirmary  and  outpatient  department.  Two  full-time 
physicians,  10  nurses.  5 day  week,  no  week-ends,  off  all  holidays,  fringe 
benefits  and  status  of  full  State  University  professor.  Salary  beginning 
$22,000.  Reply  to  Ad-394,  Texas  Medicine,  1801  North  Lamar  Boulevard, 
Austin,  Texas  78701. 


NEWLY  CONSTRUCTED,  MULTI-SPECIALTY,  8-man  clinic  has  open- 
ing for  general  practitioner  and  internist.  New  120  bed  hospital  adjacent 
to  clinic.  Remuneration  $30,000  to  $36,000  depending  on  board  certifica- 
tion and  experience.  Partnership  opportunity  in  two  years.  Interested 
applicants  send  curriculum  vitae  to  Ad-374,  Texas  Medicine,  1801  North 
Lamar  Boulevard,  Austin,  Texas  78701.  


OB/GYN,  Board  certified  or  eligible,  needed  immediately  to  join  well- 
established  four  man  group  representing  internal  medicine,  general  sur- 
gery,  and  ob/gyn  in  this  progressive  West  Texas  city  of  63.000;  current 
ob/gyn  leaving  to  join  medical  school  faculty.  Group  owns  clinic  across 
from  largest  hospital ; all  expenses  of  practice  plus  $24,000  ; partnership 
soon.  Contact  Henrie  E.  Mast,  M.D.,  2203  West  Illinois,  Midland,  Texas 
79701.  Telephone  916-682-1667. 


• DOCTOR  (GENERAL  PRACTICE)  in  attractive  fast  grow- 

jng  Hill  Country  town  in  Central  Texas.  Goc^  schools,,  good  climate, 
good  churches.  One  doctor  in  town — other  doctor  left  because  of  personal 
reasons.  Excellent  income  possibility  and  office  space  available.  Contact 
P,  O.  Box  99,  Marble  Falls.  Texas  78664. 


INTERNISTS,  with  or  without  subspecialty,  badly  needed  to  join  two 
internists  (cardiology  and  hematology)  in  rapidly  growing  area 
",^'^ston.  Income  guaranteed.  Academic  affiliation  possible.  Send  CV 
to  Medical  Associates,  866  Uvalde,  Houston.  Texas  77016.  Telephone 


WELL  ESTABLISHED,  6 doctor  multispecialty  group  with  autono- 
mous laboratory  and  x-ray  facilities  and  located  across  street  from  680 
bed  general  hospital  seeks  an  eligible  or  certified  general  surgeon  and 
a general  practitioner.  No  capital  outlay  requirement.  L.  B.  Swayze, 
Dallas  Street,  San  Antonio,  Texas  78206.  Telephone 


NEEDED:  FAMILY  PHYSICIAN,  INTERNIST,  OR 
SURGEON  with  interest  in  GP  to  associate  with  aggressive  30  year  old 
family  physician.  Enjoy  relaxed  small  town  atmosphere  only  20  miles 
west  of  Waco  and  90  miles  south  of  Dallas.  Lakes  Whitney  and  Waco 
18-20  miles.  Three  country  clubs  with  excellent  courses  16-20  miles. 
County  rated  best  deer  hunting  in  state.  Modern  new  clinic  with  com- 
plete lab  and  x-ray,  serving  three  area  towns.  New  60  bed  nursing 
home  at  capacity — expansion  soon.  Full  privileges  with  two  300  and  one 
newly  completed  66  bed  hospitals.  22  and  11  miles.  Opportunity  to  teach 
and  advance  training  with  family  practice  residency  program  in  Waco. 
No  investment.  $32,000  guaranteed  net.  Four  week  vacation  and  two 
week  education  leave.  Full  partnership  in  six  months.  All  inquiries 
promptly  answered.  Call  collect  817-932-5203.  Charles  O.  Burns.  M.D.. 
Box  666,  Valley  Mills,  Texas  76689. 


years  of  age,  is  wanted  to  join  a 3-doctor 
OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  partnership. 
Contact  Midland  Women’s  Clinic,  2009  West  Wall,  Midland,  Texas  79701, 

ASSOCIATE  WANTED  to  join  professional  association  in  practice  of 
urology  in  city  of  approximately  100,000  people  in  North  Central  Texas. 
For  further  details,  write  to  Ad-399,  Texaa  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  tne  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GP  ASSOCIATE  WANTED:  3 active  practitioners  (ages  30-43).  Begin 
immediately.  Full  privileges  commission  hospitals.  ?3.000  r'^sidSc^ 
monthly  guarante<^$50,000  first  year  net.  Associate  left  for  residency. 
Located  North  Central  Texas  metropolitan  suburt.  Take  calls 
one  night  weekly  and  one  weekend  monthly.  Telephone  1-81  (-534-6616 
or  reply  to  Ad-400,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 

Texas  787  01. - 

TWO  FAMILY  PRACTICE  PHYSICIANS  NEEDED  to  join  group  of 
four  in  progressive  town  with  solid  economy;  excellent  hunting,  quail, 
dZe  Tnd  dier.  Excellent  fishing,  three  lakes  imm^mte  vicinity  and 
five  more  lakes  in  60  mile  radius.  Well  equipp^  45  b^  oi^n  staff  h^ 
pital  adjacent  to  new  modern  well  ei^ipped  clinic  ^uild mg  with  ^cel 
lent  x-ray  and  laboratory  facilities.  Retft*  days  and  wi^kends.  ^a^r^ 
anteed  minimum  with  option  at  six  and  12  months  t ^ . A p 
permanent  basis.  Contact  Business  Manager  W Morns  Wright,  P.  O. 

Box  1080,  Graham,  Texas  76046.  Phone  817-549-4444. 

~ physicians  wanted — General  practitioner  and  general  surgeon : 
Ca^ten  is  locat^  in  Central  Texas  with  a population  of  _6,o00  and 
Lameron  ® ^ Tlierp  is  available  a fully  equipped  clinic  and  71- 

^"hotXl"  PhysR tn^o  e^tfalTef  $40,000  to  $60,000  per  year. 

^rSonal  i^fo^at^n,  contact  F L.  Gregory  Acting  Administra- 

tor,  Newton  Clinic,  Cameron,  Texas  76520,  S17-697-bb^^ — 


Situations  Wanted 


OPHTHALMOLOGIST,  Board  Certified.  Texas  license,  20  years  private 
and  academic  practice,  desires  solo  or  associate  partnership  any  city  in 
Texas  larger  than  50,000.  Write  308  Crestwood  Court,  North  Mankato. 
liljnnesota  66001.  Telephone  507-345-6467. 

BOARD  ELIGIBLE  37  year  old  Ob/Gyn  five  years  in  practice  wishes 

to  relocate  in  Texas  and  associate  with  another  Ob/Gyn  or  group.  Tulane 
University  medical  graduate.  Internship  Confederate  Memorial  Medical 
Center,  Shreveport,  Louisiana.  Residency  Baltimore  City  Hospitals  and 
Scott  and  White  Memorial  Hospital,  Temple,  Texas.  Please  reply  to  Ad- 
354,  Texas  Medicine.  1801  North  Lamar  Boulevard,  Austin,  Texas  78(01. 

DALLAS  AREA  GENERAL  SURGEON  desires  part-time  position  while 

practice  growing.  Industrial,  insurance,  pre-employment  physicals,  etc. 
Send  type  of  work,  hours,  remuneration  first  reply.  Please  reply  to  Ad- 
396,  Texas  Medicine,  1801  North  Lamar  Boulevard,  Austin,  Texas  78701. 


OPHTHALMOLOGIST — Board  certified,  age  35,  would  like  practice 
location  in  Texas.  Please  reply  to  Ad-397,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


LOCUM  TENENS  DESIRED:  Completed  five  years  of  general  surgical 
residency,  board  eligible  in  general  surgery,  plan  to  continue  training 
July  1973.  Corpus  Christ!  area  preferred.  Hank  Laufenberg.  Jr.,  M.D., 
7014  Southhaven,  Corpus  Christ!, Texas  78412. Telephone  512-991-2670. 


THORACIC  AND  CARDIOVASCULAR  SURGEON:  35,  married,  uni- 
versity trained.  Board  certified  in  general  and  thoracic  surgery  re- 
cently completed  fellowship  in  cardiovascular  surgery  at  Texas  Heart 
Institute  with  vast  experience  in  cardiac  surgery.  Licensed  in  Texas, 
Florida  and  Michigan.  Desires  position  in  thoracic  and  cardiovascular 
surgery  in  large  or  medium  size  city.  No  military  obligation,  ^ease 
reply  to  Ad-398,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  SURGEON,  board  eligible,  FMG,  wishes  to  relocate  in  a 
warmer  climate.  Experience  in  orthopedic  and  GYN  surgery.  Interested 
in  solo  practice  town  of  20-25,000  with  good  hospital.  Good  references 
and  available  immediately.  Please  reply  to  Ad-401,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EX-NAVY  MEDICAL  CORPSMAN  desires  position  as  assistant  to 
physician  in  Austin  area.  26  years  old,  married,  132  hours  at  University 
of  Texas.  Experienced,  reliable,  competent.  A paramedical  asistant  can 
lighten  your  work  load.  Write:  Tom  E.  Whitaker,  504  East  49th,  Austin 
78751.  


PATHOLOGIST,  CERTIFIEID  A.P.  and  C.P.,  Age  early  40,  University 
trained,  many  years  of  experience  in  all  fields  of  lab  medicine,  seeking 
directorship  of  hospital  lab.  Reply  to  Ad-402,  Texas  Medicine,  1801 
North  Lamar  Boulevard,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


GENERAL  PRACTICE  of  John  C.  Guenther,  M.D.  (deceased),  46 
years  established  practice.  Clinic  fully  equipped.  County  seat.  County 
population  17,660.  City  population  4,600.  New  60  bed  hospital  across 
street  from  clinic.  Reply  to  Ad-386,  Texas  Medicine^  1801  North  Lamar 
Blvd..  Austin.  Texas  78701.  

CLEAR  LAKE  HOSPITAL  PROFESSIONAL  BUILDING  in  Webster, 
Texas,  has  a limited  number  of  office  suites  available.  Clear  Lake  Hos- 
pital is  a 160  bed  acute  care  hospital  opened  in  March  of  1972.  Nearby 
is  NASA-MSC  and  the  prosperous  southeast  Houston  area.  Unlimited 
practice  opportunity.  For  information  call  713-332-1111. 

INVEST  IN  PROJECTED  LAKE  SITE  PROPERTY— Hunt  and  fish 
while  your  money  works  for  you.  No  annual  payments.  Tax  break.  $5000 
minimum.  B & B Partnerships.  Please  call  or  write  either  Clint  Burton 
713-481-0780,  11226  Sagewind,  Houston,  Texas  77034,  or  Bill  Burton 
817-BU1-6663,  6608  Briley,  Fort  Worth,  Texas  76118. 

FOR  LEASE:  Brick  building  in  West,  Texas  which  is  fully  furnished 
for  M.D.  Includes  x-ray.  lab,  patient  records  and  examination  equip- 
ment. Call,  collect  817-754-5456. 

AUSTIN,  TEXAS.  Huge  quality  home  and  garage  apartment.  One 
block  from  St.  David’s  Hospital.  May  be  converted  to  offices  or  hold  as 
an  investment!  Ideal  site  for  an  apartment  complex.  Contact  Cliff  Wood, 
Morris  Agency,  4706  N.  Interregional  Hwy.,  Austin  78751.  512-453-6649. 

FOR  SALE : 3 rooms  of  medical  equipment  in  excellent  condition,  ideal 
for  someone  just  opening  an  office.  Includes  electric  Ritter  table, 
pediatric  table  with  scale.  Hamilton  exam  table  with  matching  ^binet. 
Many  assorted  tables,  pans,  instruments,  some  laboratory  equipment. 
100  MA  Profexray  unit  with  darkroom  equipment.  Contact  Robert  A. 
Lloyd,  M.D..  1200  Ridgecrest,  Denton,  Texas  76201  or  phone  AC  817- 
387-8182. 


Your  help  is  needed  to  inform 
Texans  about  the  seriousness 
of  venereal  disease. 


get  the  facts  / seek  early  treatment 


The  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
in  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VD  brought  a drop  in  reported  cases 
after  World  War  11.  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VD  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  also  ranked  very  high 
in  the  incidence  of  gonorrhea. 

WHO'S  GETTING  IT?  Over  half  of  all  new  VD  in- 
fections are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  all  the  venereally  infected  young  adults 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  "free  love."  VO 
Is  not  contracted  from  towels,  dishes,  or  public 
toilets.  It  is  spread  through  intimate  contact,  pri- 
marily sexual  intercourse,  with  someone  who  has  the 
disease. 


Venereal  disease  contin- 
ues to  strengthen  its  posi- 
tion as  the  number  one 
communicable  disease  in 
the  nation  simply  because 
people  are  not  aware  of  the 
seriousness  of  the  VD  prob- 
lem within  their  own  com- 
munities or  of  the  danger- 
ous consequences  of  the 
disease. 

Texas  had  the  highest 
syphilis  rate  in  the  nation 
last  year  and  also  ranked 
very  high  in  the  incidence 
of  gonorrhea. 

As  part  of  an  educational 
program  on  VD,  the  Texas 
Medical  Association  has 
produced  an  informative 
pamphlet  for  free  distribu- 
tion to  the  public.  You  can 
help  by  ordering  this 
pamphlet  and  distributing 
it  in  your  community. 

Particular  attention  needs 
to  be  directed  toward 
young  people.  The  majority 
of  venereal  disease  cases 
in  Texas  are  among  the  15 
to  24  year  old  age  group 
and  our  state  now  is  re- 
porting 10  percent  of  all 
the  venereally  infected 
young  adults  in  the  nation. 

Your  assistance  is  need- 
ed to  help  control  the  se- 
rious spread  of  VD  in 
Texas. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

-FREE- 
FROM  TMA 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION  j 

TEXAS  MEDICAL  ASSOCIATION  I 

1801  NORTH  LAMAR  BLVD.  j 

AUSTIN,  TEXAS  78701  | 

Please  send  me copies  of  the  pamphlet,  j 

“VD  Is  Sex  Pollution."  | 

Name— I 

Address^ 

Clty_ __State Zip 
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322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D..  F.A.C.S. 
D.  R.  Swetland,  M.D..  F.A.C.S. 
Howard  L.  Smith,  M.D..  F.A.C.S. 
Cecil  A.  McRee.  M.D. 

INTERNAL  MEDICINE 
W.  F.  McKinley,  -Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

VASCULAR  SURGERY 
Cecil  A.  McRee,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes.  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


fHarlin,  ©pxaa  706B1 


ALLERGY 

S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  .Tr.,  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 


Telephone:  936-3561 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Baines,  M.D.,  D.A.B.D. 

Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Director  of  Nurses 

Madonna  M.  Piper,  R.N. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith.  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.D.,  F.A.C.S. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  foi-ms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 


conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75221  Telephone  823-4151 


•Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

•Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 

•Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 

♦Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

•J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 

Harry  M.  Spence,  M.D.,  D.A.B. U.,  F.A.C.S.,  Urology 

Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O..  Ophthalmology 

♦Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D.,  D.A.B.O..  Otolaryngology  and 
Otologic  Surgei'y 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D..  Internal  Medicine 
William  W.  Hoffman.  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B. R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S..  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatology 
Landon  W.  Stewart,  M.D.,  Internal  Medicine 
William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 
Richard  B.  Dulany,  M.D.,  Urology,  D.A.B. U. 

William  F.  Walton,  D.D.S.,  General  Dentistry 

George  D.  Blake,  D.D.S.,  General  Dentistry 

Lucinda  A.  Melichar,  M.D.,  General  Medicine 

Gloyce  L.  Stetson,  Jr.,  M.D.,  Internal  Medicine 

David  S.  Sowell,  III,  M.D.,  Cardiology  and  Internal  Medicine 

Larry  Gray,  M.D.,  Pediatries 

Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 

Arthur  L.  Cook,  Associate  Administrator 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’  s mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated;  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/ or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenot.hiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido', 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis-' 
orders,  2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
21/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2V2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc. 

Nutley.  N J,  07110 


Lack  of  exercise,  insufficient  fluid 
intake,  diet  deflcient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly  — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 

Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 

Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care  — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warninji:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  IS  present.  Caution;  Do  not  administer  to  children  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  you  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simply  write  toC.B. FLEET  CO. .INC., 

RO.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid  to 
constipation  relief 

Bc.b.fleetco.,inc. 

Lynchburg,  Va. 24505 
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what’s  so 
Special  about 

Secrail  Prenatal 
Tabs? 


The  effective 
foirnula 

Secran  Prenatal  Tabs  are  scientifically  formulated  to 
provide  most  of  the  recommended*  nutritional  support 
for  the  expectant  mother.  Included  is  the  supplemental 
iron  and  folic  acid  so  important  to  her  well  being. 

It’s  a formula  as  special  as  her  needs! 


^ The  patient 
^ economy 

Although  high  in  nutrition  and  of  highest  quality,  Secran 
Prenatal  Tabs  are  low  in  cost.  In  fact,  your  patient  gets 
an  8-months  supplyt  for  approx  one-half  the  cost  of 
other  prenatal  nutritional  supplements.  This  means 
effective  nutrition  for  just  2V2  0 per  day.* 


tAt  the  recommended  dosage  level  of  1 tablet  daily, 
•based  on  manufacturer's  suggested  retail  price. 


Each  Tablet  Contains: 

RDA  for 
Pregnancy 
NAS/NRC* 

Vitamin  A Acetate 

6000  USP  Units 

6000  units 

Vitamin  Di 

400  USP  Units 

400  units 

Vitamin  E Acetate 

30  I.U. 

30  units 

Ascorbic  Acid  (C) 

60  mg. 

60  mg. 

Niacinamide  (B,) 

15  mg. 

15  mg. 

Riboflavin  (Bi) 

1 .8  mg. 

1.8  mg. 

Thiamin  Mononitrate  (Bi) 

3 mg. 

1.1  mg. 

Pyridoxine  HCI  (B.) 

2.5  mg. 

2.5  mg. 

Cyanocobalamin  (B,,)  . . 

8 meg. 

8 meg. 

Folic  Acid 

0.8  mg. 

0.8  mg. 

Calcium  (as  Calcium  Carbonate) 

400  mg. 

1200  mg. 

' Elemental  Iron  (as  57.5  mg.  Ferrous  Fumarate)  18  mg. 

‘Recommended  Daily  Dietary  Allowances  — for  pregnancy,  Food  and  Nutrition 
Board.  National  Academy  of  Sciences-National  Research  Council. 

1 8 mg. 

With  the  package  of  240  tablets,  she  won’t 
run  out  during  the  term  of  pregnancy  and 
the  immediate  postpartum  period.  Secran 
Prenatal  Tabs  are  the  convenient,  “afford- 
able” way  to  supplement  her  diet. 


Secran  Prenatal  Tabs 

High  in  nutrition -low  in  cost 

cm 

First  Ttxas  Pharmaceuticals,  Inc.  DaiiasTexas  75222 


Indications:  To  provide  vitamin  and  min- 
eral nutritional  supplementation  during 
pregnancy  and  lactation. 

Recommended  dosage:  1 tablet  daily. 
Warnir>gs:  Folic  acid  alone  is  improper 
therapy  in  the  treatment  o(  pernicious 


anemia  and  other  megaloblastic  anemias 
where  vitamin  B„  is  deficient. 
Precautions:  Folic  acid  especially  in 
doses  above  1.0  mg  daily  may  obscure 
pernicious  anemia,  in  that  hematologic 
remission  may  occur  while  neurological 
manifestations  remain  progressive. 


Adverse  Reactions:  Allergic  sensitization 
has  been  reported  following  both  oral 
and  parenteral  administration  cf  folic 
acid 

Caution:  Federal  law  prohibits  dispens- 
ing without  a prescription. 

Supplied:  Bottles  of  240  tablets. 
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56  Peripheral  Tissue 
Distribution,  Brain  Distri- 
bution, Metabolism, 
Placental  Transfer,  and 
Fetal  Distribution  of 
Mescaline-i 'C  jp  Monkeys 

Ron  Taska,  a senior  at 
Baylor  College  of  Medicine, 
is  the  first-place  award 
winner  of  the  seventh  an- 
nual Texas  Medicine 
Award  for  excellence  in 
scientific  writing.  He  will 
be  graduated  with  a master 
of  science  degree  in 
pharmacology  as  well  as 
an  MD  degree  in  June 
1973.  He  has  recently 
been  awarded  a two-year 
research  associateship 
at  the  National  Institute 
of  Mental  Health  which  he 


will  begin  upon  comple- 
tion of  a rotating 
internship. 

68  Response  of  Rabbit 
Myometrium  In  Vitro  to 
Prostaglandin  Monitor- 
ing Spontaneous  and 
Electrical  Field 
Stimulation  Activity 

Dr.  Richard  O.  Rothwell 
is  a 1972  graduate  of 
The  University  of  Texas 
Medical  School  at  San  An- 
tonio and  will  serve  his 
internship  in  the  Bexar 
County  Hospital.  His 
article  placed  second  in 
the  seventh  annual  compe- 
tition for  the  Texas  Medi- 
cine award  for  excellence 
in  scientific  writing. 

75  Early  Management  of 
Acute  Maxillofacial  Injuries 

Dr.  Melvin  Spira  is  a 
plastic  surgeon  and  an 
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associate  professor, 

Baylor  College  of  Medicine. 
His  coauthor,  Dr.  S. 

Baron  Hardy,  is  a pro- 
fessor and  head  of  the 
Division  of  Plastic  Surgery 
there.  Both  men  are 
diplomates  of  the  Ameri- 
can Board  of  Plastic 
Surgery. 

84  Cryosurgery  in  Derma- 
tologic Office  Practice  with 
Special  Reference  to 
Basal  Cell  Carcinoma 

Dr.  William  F.  Spiller  and 
Dr.  Rachel  F.  Spiller 
practice  dermatology  in 
Houston.  Both  are  diplo- 
mates of  the  American 
Board  of  Dermatology  and 
staff  members  of  Baylor 
College  of  Medicine; 

Dr.  Rachel  Spiller  is  a 
clinical  assistant  professor 
and  Dr.  William  Spiller 
is  a clinical  associate 
professor  in  the  Depart- 
ment of  Dermatology. 

99  Will  the  Delivery  of 
Health  Care  Be  Improved 
by  the  Use  of  Chiropractic 
Services? 

Dr.  H.  Thomas  Ballantine, 
Jr.,  is  a diplomate  of  the 
American  Board  of 
Surgery  and  of  the  Ameri- 
can Board  of  Neurologi- 
cal Surgery.  He  is  associ- 
ated with  the  Department 
of  Surgery  (Neurosurgery), 
Harvard  Medical  School, 
Boston.  Dr.  Ballantine 
also  is  a member  of 
the  American  Academy  of 
Neurological  Surgery 
and  American  Association 
of  Neurological  Surgeons, 
and  a fellow  of  the 
American  College  of 
Surgeons. 
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ON  THE  COVER 

The  cover  pays  graphic 
tribute  to  those  whose 
patient  and  painstaking 
research  leads  finally  to 
discoveries  that  benefit 
man.  Articles  by  Mr.  Ron 
Taska  and  Dr.  Richard 
O.  Rothwell,  the  first  and 
second  place  winners 
of  Texas  Medicine’s 
seventh  annual  award  for 
excellence  in  science 
writing,  appear  in  this 
issue  (pp  56,  68). 


NEXT  MONTH 

Scheduled  for  publication 
in  October  are  articles 
on  medical  manpower  and 
the  emergence  of  new 
professions,  delegation  of 
tasks  to  physicians’ 
assistants,  childhood  pep- 
tic ulcer,  endocrine 
abnormalities  in  male 
alcoholic  subjects, 
methadone  maintenance, 
recent  research  findings  in 
marijuana,  and  pediatric 
grand  rounds. 
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inwomis 


with  just  one  non-staining  dose 
of  Antiminth  [pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
[1  tsp.  perSOIbs.). 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
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Dr.  Locker  reports  progress  made 
in  Aetna  Life  and  Casualty  dispute 


Dr.  Braswell  Locker,  president  of  the 
Texas  Medical  Association,  reports  in 
a recent  mailing  sent  to  all  TMA  mem- 
bers, that  "progress  and  understand- 
ing” have  been  achieved  in  the  dispute 
over  the  operational  policies  of  Aetna 
Life  and  Casualty.  In  addition.  Dr. 
Locker  reports  that  TMA  is  able  to 
offer  suggestions  and  recommenda- 
tions to  physicians  who  may  be  con- 
fronted with  such  problems  in  the 
future. 

The  communication  sent  to  TMA 
members  contains  a letter  from  Dr. 
Locker,  a summary  of  the  issues  in- 
volved in  the  Aetna  dispute,  a report 
of  what  has  been  achieved  to  date, 
and  recommendations  to  physicians. 

The  dispute  with  Aetna  arose  over 
the  company’s  policy  of  paying  "pre- 
vailing charges”  without  consulting 
physicians  and  medical  societies.  The 
insurance  company  has  been  deter- 
mining "prevailing  charges”  based 
solely  upon  its  own  claims  experience. 

In  addition,  TMA  officers  as  well  as 
physicians  and  medical  societies  in 
other  states  have  taken  exception  to 
Aetna’s  practice  of  writing  letters  to 
patients  whose  physician’s  fees  have 
exceeded  the  company-determined 
charge.  In  these  letters,  Aetna  has  in- 
formed the  patient  that  the  company 
will  pay  only  the  "prevailing  fee,”  lead- 
ing some  patients  to  question  whether 
the  fee  charged  by  their  physician  is 
"reasonable.”  These  letters  have  been 
one  of  the  primary  concerns  of  the 
TMA  in  dealing  with  Aetna. 

At  the  TMA’s  105th  Annual  Session 
held  in  San  Antonio  in  May,  1972,  the 
Committee  on  Health  Insurance  held  a 
meeting  with  representatives  of  Aetna 
which  prompted  the  committee  mem- 
bers and  the  Board  of  Trustees  to  sub- 
mit a resolution  to  the  House  of  Dele- 
gates, the  Association’s  top  policy- 
making body. 

The  House  approved  a resolution  in- 
structing officers  of  the  TMA  to  notify 
all  members  of  the  Association  of  the 
Aetna  problem  and  to  offer  moral  and 
legal  support  to  any  TMA  member  con- 
fronted with  the  situation.  Aetna’s  ac- 
tion was  considered  "a  serious  viola- 
tion of  the  patient’s  contract  with  his 
physician,  the  patient-physician  rela- 
tionship, and  the  concept  of  ‘usual, 
customary,  and  reasonable’  fees.” 


In  June,  more  protests  against  the 
company’s  policy  were  registered  at 
the  American  Medical  Association’s  an- 
nual convention.  The  delegation  from 
Texas  submitted  a resolution  concern- 
ing the  situation  to  the  AMA  House  of 
Delegates,  and  delegations  from  Ten- 
nessee, Oregon,  Louisiana,  and  Illinois 
also  expressed  concern.  As  a result  of 
these  efforts  the  House  of  Delegates 
adopted  a resolution  calling  for  the 
AMA  Council  on  Medical  Service  to 
meet  with  Aetna  to  resolve  the  conflict. 

In  the  same  resolution,  the  AMA 
House  adopted  a stand  calling  upon 
“third  party  carriers,  management, 
and  labor  to  consult  with  duly  con- 
stituted representatives  of  organized 
medicine  before  determining  ‘usual, 
customary,  and  reasonable’  fees  in 
contracts  which  include  physician’s 
fees.  Third  parties  were  also  urged  by 
the  AMA  to  utilize  peer  review  mechan- 
isms as  a primary  method  of  resolving 
difficulties  prior  to  threats  of  litigation. 

The  resolution  emphasized  that  the 
medical  profession  "will  not  condone 
or  tolerate  action  on  the  part  of  any 
third  party  that  would  encourage  or 
promulgate  litigation  in  the  settlement 
of  any  such  dispute.” 

Since  that  time,  TMA  representatives 
have  met  with  Aetna  three  times  and, 
according  to  the  Association's  report, 
have  devoted  some  attention  to  the 
issue  every  day  for  at  least  three 
months.  As  a consequence  of  these 
efforts,  Aetna  has  agreed  to  alter  its 
operational  policies  in  several  areas. 

First,  the  company  has  agreed  to 
discontinue  the  use  of  several  state- 
ments in  letters  to  policyholders  which 
TMA  has  found  objectionable.  Chief 
among  these  was  Aetna’s  offer,  stated 
in  letters  to  patients,  to  reimburse  the 
policyholder  for  the  cost  of  defense  in 
the  event  that  a physician  brought 
legal  action  against  patients  who  had 
refused  to  pay  the  difference  between 
the  physician’s  fee  and  the  company’s 
allowable  amount.  Aetna  will  discon- 
tinue the  use  of  this  statement  in 
letters  to  policyholders. 

In  addition,  the  company  has  indi- 
cated that  it  will  direct  its  claims  office 
to  consult  with  the  physician  before 
it  writes  to  the  policyholder  in  cases 
where  there  is  a significant  difference 
between  the  physician’s  fee  and  the 
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company’s  “prevailing  charge.”  The 
company  has  also  conferred  directly 
with  TMA  about  objections  to  letters 
to  patients  and  to  doctors  in  which 
laymen  have  questioned  therapy  or 
professional  judgment  of  the  physician. 

Finally,  the  company  has  indicated 
that  it  is  willing  to  support  peer  review 
of  medical  societies.  Aetna  has  indi- 
cated that  it  will  be  guided  in  deter- 
mining benefit  payments  by  the  deci- 
sions of  impartial  medical  review  com- 
mittees. TMA  officers  report  that  the 
company  has  indicated  a willingness 
to  continue  its  discussions  with  the 
Association. 

Nevertheless,  recognizing  that  phy- 
sicians undoubtedly  will  be  faced  with 
similar  pressures  in  the  future  TMA  has 
drawn  up  a list  of  suggestions  and  rec- 
ommendations for  members.  Included 
in  the  list  is  a reminder  to  physicians 
that  they  have  a right  to  enter  into 
prior  agreement  with  patients  regard- 
ing fees,  a recommendation  that  phy- 
sicians bill  directly  for  professional 
services,  a request  that  physicians 
respond  to  legitimate  requests  for 
information  regarding  fees  from  the 
claims  office  of  the  insurance  com- 
pany, and  a recommendation  that  phy- 
sicians and  medical  societies  actively 
support  peer  review  mechanisms. 

Finally,  physicians  are  reminded 
that  TMA  and  county  medical  societies 
stand  ready  to  help  if  a dispute  should 
arise. 

Included  in  the  mailing  sent  to  TMA 
members  is  a sample  form  which  phy- 
sicians may  use  to  record  understand- 
ings with  patients  regarding  fees.  A 
stamp  containing  the  statement  can 
be  ordered  from  TMA  for  $2.50. 

TMA  voices  opposition 
to  Kennedy’s  HMO  plan 

Full  Senate  consideration  of  Sen.  Ed- 
ward Kennedy’s  Health  Maintenance 
Organization  and  Resources  Develop- 
ment Act  of  1972 — S.  3327 — may  be 
expected  any  time,  although  the  leg- 
islation has  not  yet  been  placed  on 
the  schedule  for  debate.  The  bill  has 
been  approved  by  the  Senate  Labor  and 
Public  Welfare  Committee,  chaired  by 
Sen.  Harrison  A.  Williams,  Jr.,  D-N.J., 
and  has  also  undergone  the  scrutiny 
of  the  Senate  Finance  Committee  head- 
ed by  Sen.  Russell  B.  Long,  D-La. 

An  AMA-state  medical  society  lob- 
bying effort  is  presently  being  directed 
at  postponing  deliberation  of  S.  3327 
until  the  93rd  Congress  is  convened. 


Speaking  for  the  Texas  Medical  As- 
sociation, Braswell  Locker,  president  of 
TMA,  recently  sent  a letter  to  Texas 
Sens.  Lloyd  Bentsen  and  John  Tower, 
stating  the  opposition  of  the  Associa- 
tion to  S.  3327.  The  proposed  law 
would  provide  federal  funds  to  the  tune 
of  some  $5  billion  for  the  development, 
establishment,  and  operation  of  health 
maintenance  organizations,  and  other 
health  care  delivery  systems. 

TMA’s  position  is  that  the  concept 
has  not  been  fully  tested,  and  that 
enrollment  in  existing  pre-paid  closed 
panel  organizations  in  the  United 
States  is  limited  to  special,  small  seg- 
ments of  the  population.  The  letter 
stresses  the  great  divergence  of  opin- 
ion which  exists  with  respect  to  all  as- 
pects and  characteristics  of  HMOs  and 
urges  that  the  Senate  exercise  “great 
caution  before  sweeping  legislation 
with  large  financial  commitments  is 
enacted.” 

TMA  has  suggested  that  instead  of 
enacting  new  HMO  legislation,  the  fed- 
eral government  should  first  complete 
the  present  program  of  110  HMO 
grant  projects  in  order  to  further  test 
the  concept’s  viability. 

Proponents  of  S.  3327  argue  that 
the  apparent  success  of  the  nation’s 
three  existing  HMO  models — Kaiser 
Foundation  Health  Plan,  Health  Insur- 
ance Plan  of  Greater  New  York,  and 
Group  Health  of  Puget  Sound — have 
already  proven  that  the  concept  is 
workable  and  worthy  of  further  federal 
expenditures. 

Dr.  Ernest  B.  Howard,  executive  vice- 
president  of  the  AMA,  dismisses  these 
claims.  “The  AMA  is  clearly  correct 
and  those  who  claim  that  pre-paid 
group  practice  is  a proven  method  are 
clearly  wrong,”  he  says.  “You  can  take 
Kaiser-Permanente,  Group  Health  of 
Puget  Sound,  the  Health  Insurance 
Plan  of  New  York,  and  all  the  others 
— only  6,500  physicians  work  full-  or 
part-time  in  such  plans.  And,  out  of 
a population  of  200  million,  only  eight 
million  are  enrolled  in  prepayment 
plans.” 

In  addition,  there  are  some  indica- 
tions that  existing  HMO  models  are  not 
working  as  well  as  their  advocates 
have  claimed.  Recently  the  two  top  ex- 
ecutives of  the  financially  pressed 
Health  Insurance  Plan  of  Greater  New 
York  have  resigned.  HIP  asked  for  a 
36%  rate  increase  when  it  decided  to 
operate  its  own  hospitals  and  employ 
full-time  medical  staffs  along  contract 
practice-HMO  lines.  The  city  of  New 


York  would  grant  only  a 15%  increase 
for  its  employees,  who  make  up  about 
half  of  HIP  subscribers. 

If  S.  3327  is  enacted.  Dr.  Locker’s 
letter  urges  consideration  of  an  amend- 
ment offered  by  Sen.  Peter  H.  Dom- 
inik,  R-Colo.  The  Dominik  Amendment 
would  provide  equality  to  the  medical 
society  foundation  approach,  which  the 
definitions  and  requirements  in  the 
Kennedy  bill  seem  to  jeopardize,  even 
though  it  does  make  provision  for  foun- 
dation-like systems  called  “health  ser- 
vice organizations,”  which  would  be 
restricted  to  rural  areas. 

Alternatives  to  S.  3327  are  presently 
being  offered  in  the  House,  with  one. 
Rep.  William  R.  Roy’s,  D-Kan.,  H.R. 
11728,  scheduled  for  debate  soon. 
Roy’s  bill  also  provides  for  the  estab- 
lishment of  federally-financed  HMOs, 
but  under  a much  more  flexible 
arrangement,  allowing  fee  - for  - service 
physicians  to  continue  practicing  on 
that  basis.  Observers  feel  that  if  S. 
3327  passes  the  Senate,  some  com- 
promise between  it  and  Rep.  Roy’s  bill 
will  be  called  for  by  the  House. 

Meanwhile,  Reps.  Harley  O.  Stag- 
gers, D-Va.,  and  William  L.  Springer, 
R-IIL,  are  sponsoring  an  administra- 
tion-backed bill — H.R.  5615 — which  al- 
lows for  both  profit  and  non-profit- 
making  HMOs.  According  to  American 
Medical  News,  the  Administration 
seems  to  be  content  with  viewing  the 
HMO  as  a limited  option  which  will 
compete  with,  but  not  replace,  exist- 
ing systems  of  practice  and  payment. 

A recently-completed  AMA  survey  of 
94.035  physicians  shows  that  66.6% 
of  all  physicians  prefer  a fee-for-service 
plan  over  any  kind  of  contract,  or  pre- 
paid capitation,  system.  A related  story 
in  this  issue  of  TEXAS  MEDICINE  de- 
tails the  full  results  of  this  survey. 

Texas  physicians  support 
fee-for-service  concept 

The  American  Medical  Association’s 
1972  membership  survey  on  critical 
basic  issues  facing  the  medical  profes- 
sion shows  that  Texas  physicians  are 
strong  advocates  of  the  private  practice 
of  medicine  and  the  fee-for-service  con- 
cept. 

When  given  four  options  of  non-insti- 
tutional,  non-governmental  arrange- 
ments, 78.8  percent  of  responding  Tex- 
as physicians  chose  fee-for-service  with- 
out pre  paid  capitation.  Nationally,  66.6 
percent  of  physicians  favored  fee-for- 
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service.  Other  options  offered  were  con- 
tract practice  in  which  the  physician  is 
reimbursed  on  a fee-for-service  basis; 
contract  practice  in  which  the  physician 
is  reimbursed  according  to  a negotiated 
formula;  and  contract  practice  in  which 
the  physician  is  reimbursed  on  a salary 
basis.  Only  1.2  percent  of  Texas  physi- 
cians chose  the  latter  option. 

The  stand  of  Texas  physicians  was 
also  reflected  in  their  responses  to 
other  questions  on  the  survey.  In  an- 
swer to  a question  on  the  kind  of  policy 
position  physicians  wished  the  AMA  to 
maintain  in  Washington,  66.9  percent 
of  Texas  respondents  chose  the  policy 
of  seeking  to  retain  the  basic  principles 
of  private  practice  (freedom  of  choice, 
fee-for-service,  voluntarism)  in  any  gov- 
ernmental health  plan  that  might  be 
adopted. 

In  answer  to  a question  on  con- 
cepts of  national  health  insurance, 
53  percent  of  Texas  physicians  opted 
for  a plan  in  which  the  individual  pur- 
chases a qualified  health  insurance 
policy  for  himself  and  his  family  while 
the  federal  government  contributes  full 
payment  of  premiums  for  the  poor  and 
partial  payments  for  other  income 
groups  according  to  the  family’s  tax- 
able income.  Eighteen  percent  of  the 
Texas  physicians  preferred  a plan  in 
which  the  federal  government  would 
provide  financial  assistance  to  cover 
catastrophic  costs  of  illness  only.  The 
former  option,  chosen  by  55.7  percent 
of  physicians  nationally,  resembles  the 
Medicredit  Plan,  the  AMA's  proposal  for 
national  health  insurance. 

How  would  Texas  physicians  react  if 
a compulsory  nationalized  health  ser- 
vice were  adopted  by  Congress?  Thirty- 
five  percent  of  the  respondents  in  this 
state  said  they  would  continue  their 
private  practices  with  those  patients 
who  would  pay  private  fees  whether  or 
not  the  patient  pays  an  additional  man- 
datory federal  premium.  Only  19.3  per- 
cent of  Texas  physicians  would  join  the 
federal  program  and  continue  to  prac- 
tice in  it,  while  20.7  percent  either  have 
not  decided  or  did  not  wish  to  state  a 
position. 

In  addition  to  questions  on  federal 
insurance  programs,  the  survey  also 
questioned  physicians  on  the  current 
situation  regarding  professional  liabil- 
ity, whether  or  not  there  is  a serious 
shortage  of  physicians  in  their  area, 
and  whether  or  not  the  AMA  places 
proper  emphasis  on  a variety  of  issues. 
The  survey  shows  that  Texas  physi- 
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cians  believe  that  they  have  had  to 
significantly  alter  their  practices  in  re- 
sponse to  the  current  professional  lia- 
bility situation.  In  Texas,  70.5  percent 
of  the  respondents  said  that  they  order 
extra  diagnostic  procedures;  60.1  per- 
cent order  extra  consultations;  and 
48.1  percent  order  extra  hospitaliza- 
tions because  of  the  present  liability 
situation. 

The  majority  of  Texas  physicians  did 
not  feel  that  a serious  shortage  of  phy- 
sicians and  specialists  existed  in  their 
immediate  location.  A slightly  smaller 
majority  (58.1  percent)  felt  that  there 
was  not  a serious  shortage  of  residency 
positions  in  teaching  hospitals  in  their 
specialties. 

According  to  the  survey,  Texas  phy- 
sicians felt  that  the  AMA  is  placing 
"proper”  emphasis  on  scientific  activi- 
ties, medical  education,  continuing  edu- 
cation, membership  benefits  and  com- 
munication to  the  medical  profession. 
Issues  which  Texas  physicians  feel  are 
being  underemphasized  by  the  AMA  in- 
clude communication  to  the  public, 
practice  management  problems,  and 
socioeconomic  issues. 

TMA  head  reiterates 
stand  on  chiropractic 

The  Texas  Medical  Association  has 
responded  to  a news  story  published 
in  late  July  by  the  San  Antonio  Ex- 
press-News which  reported  that  Tex- 
Pac  had  contributed  some  $16,000  to 
help  defeat  candidates  in  the  May  pri- 
maries who  had  backed  a bill  that 
would  have  broadened  the  recognition 
of  chiropractors  in  Texas. 

In  a news  release  issued  in  August, 
Dr.  Braswell  Locker,  president  of  the 
Texas  Medical  Association,  explained 
the  medical  profession's  opposition  to 
chiropractic,  calling  it  “an  unscientific 
cult  whose  practitioners  lack  the  nec- 
essary training  and  background  to 
diagnose  and  treat  human  disease.” 
Official  policy  of  the  Association  states 
that  chiropractic  constitutes  a hazard 
to  rational  health  care  because  of  the 
substandard  and  unscientific  educa- 
tion of  its  practitioners  and  their  rigid 
adherence  to  an  unscientific  approach 
to  the  cause  of  disease. 

The  TMA  is  not  alone  in  its  opposi- 
tion to  chiropractic.  Organizations  as 
varied  as  the  National  Council  on  Sen- 
ior Citizens  and  the  AFL-CIO  have  gone 
on  record  as  being  opposed  to  its 
practice.  The  senior  citizens'  group 
has  stated  that  chiropractic  treatment, 


"designed  to  eliminate  causes  that  do 
not  exist  while  denying  the  existence 
of  real  causes,  is  at  best  worthless — 
and  at  worst  mortally  dangerous.”  In 
testifying  before  a US  Senate  commit- 
tee, representatives  of  the  AFL-CIO 
also  expressed  their  organization’s 
opposition  to  chiropractic. 

Other  groups  which  have  added 
voices  to  those  of  the  medical  profes- 
sion on  this  issue  include  the  Con- 
sumer Federation  of  America,  Ameri- 
can Public  Health  Association,  Ameri- 
can Hospital  Association,  Association 
of  American  Medical  Colleges,  Ameri- 
can Cancer  Society,  and  the  National 
Association  for  Retarded  Children. 

"Chiropractors  are  the  only  persons 
in  Texas  allowed  to  treat  the  sick  with- 
out graduating  from  schools  accepta- 
ble to  national  accrediting  bodies,” 
said  Dr.  Locker.  “No  college  or  univer- 
sity in  Texas  will  give  any  credit  for 
studies  taken  in  a so-called  chiroprac- 
tic college,”  he  added. 

None  of  the  military  services  offer 
medical  commissions  to  chiropractors 
and  they  are  not  eligible  to  practice 
in  Veterans  Administration  hospitals 
nor  any  hospital  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals.  Dr.  Locker  also  noted  that 
chiropractic  has  publicly  opposed 
school  immunization  programs  and 
community  fluoridation  programs,  both 
endorsed  by  the  United  States  Public 
Health  Service. 

Rise  in  physicians’  fees 
slower  since  price  freeze 

Physicians'  fees  increased  1.37%  dur- 
ing the  first  nine  months  of  the  Eco- 
nomic Stabilization  Program,  while  the 
overall  Consumer  Price  index  rose 
2.05%  during  the  same  period. 

The  Physicians'  Fee  Index  is  a com- 
ponent of  the  All  Services  Index  of  the 
CPI.  The  All  Services  Index  rose  2.16% 
during  the  nine  months  from  Septem- 
ber, 1971,  through  May,  1972,  com- 
pared to  3.03%  during  the  previous 
nine  months  from  December,  1970, 
through  August,  1971. 

During  the  same  period,  the  Semi- 
Private  Hospital  Room  Index,  which  is 
part  of  the  All  Services  Index,  increased 
by  3.84%,  compared  to  6.62%  for  the 
previous  eight  months. 

The  1.37%  rise  in  Physicians’  Fee 
Index  represents  an  increase  of  less 
than  one-third  of  the  4.38%  rate  in- 
crease for  the  nine  months  prior  to  the 
freeze. 
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SWAMPED 

WITH 

MAIL 

ABOUT 

INSURANCE? 


MANY  DOCTORS  HAVE  HEALTH  INSURANCE 
THROUGH  SEVERAL  ASSOCIATIONS 

Reason;  THEY  WANTED  BROADER  COVERAGE  THAN  WAS 
OFFERED  THROUGH  ANY  ONE  PLAN. 

Result:  LOTS  OF  MAIL,  AND  FRUSTRATION 

Solution:  CONSOLIDATE  YOUR  HEALTH  INSURANCE  THROUGH 

THE  TEXAS  MEDICAL  ASSOCIATION’S  MAJOR  MEDICAL 
PLAN 

Why?  THE  T.M.A.  PLAN  HAS  BEEN  INCREASED  TO  INCLUDE 

1.  $100,000  PER  INDIVIDUAL  LIFETIME  MAXIMUM 
BENEFIT. 

2.  $10,000  PER  INDIVIDUAL  LIFETIME  MAXIMUM  BENE- 
FIT FOR  MENTAL  ILLNESS. 

3.  $10,000  MAXIMUM  BENEFIT  PER  ILLNESS  AFTER 
AGE  70. 

4.  THE  DEDUCTIBLE  OF  EITHER  $100,  $300  or  $500 
(YOUR  CHOICE)  IS  APPLICABLE  ONLY  ONCE  A YEAR 
PER  INDIVIDUAL. 

5.  SURGICAL  AND  IN  HOSPITAL  MEDICAL  FEES  CAN 
(YOUR  CHOICE)  BE  COVERED. 

For  Details  and  Enrollment  Material,  Contact 

THE  TEXAS  MEDICAL  ASSOCIATION 

INSURANCE  SERVICE  OFFICE 
1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 
Phone  - 512/476-6551 

Underwritten  By 

Pmdential 
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ThenewBocoiri" 

Medical 

Management 

System... 


helps  solve  these  five  vexing 

office  prohLems 

1. taMng  health  histories 

2.  maintaining  meaningful 
patient  records 

3.  handling  incoming 
telephone  calls 

4.  keeping  appointments 
on  schedule 

5.  providing  useful  supplemental 
patient  instructions 


Each  component  in  the  new  ROCOM  Medical 
Management  System*  deals  with  a specific 
office  problem  to  help  you  provide 
better  patient  care  and  improve  the  use 
of  your  office  time. 

In  designing  these  products,  hundreds 
of  doctors,  nurses  and  receptionists  were 
consulted  about  their  particular  office 
problems.  More  than  two  years  of  development 
under  actual  office  conditions  proved  that 
the  ROCOM  systems  actually  do  help  solve 
difficulties  without  upsetting  existing 
office  routines. 

In  private  or  group  practice,  most 
physicians  will  find  one  or  more  of  these 
products  useful.  The  components  can  be 
employed  alone,  in  various  combinations, 
or  preferably  as  the  complete  ROCOM  Medical 
Management  System,  depending  on  your  own 
office  situation.  To  obtain  additional 
information,  please  send  this  coupon  to 
ROCOM  — the  health  information  and  education 
division  of  Hoffmann  - La  Roche  Inc. 


1.  ROCOM  Health  History  System 

provides  maximum  screening  informa- 
tion about  the  patient  with  a 
minimum  expenditure  of  your  time. 

Prior  to  your  examination,  the 
patient  answers  129  carefully  chosen 
questions  arranged  by  body  system. 

Only  positive  answers  transfer 
through  to  the  summary  sheet.  You 
get  an  immediate  picture  of  the 
patient's  current  complaints  with 
the  knowledge  that  important  screen- 
ing questions  are  covered. 

SOMETHING  NEW. . .ROCOM  HEALTH  HISTORY 
SYSTEM  (Spanish)  --  Questions  are 
in  Spanish,  answers  in  English.  The 
form  does  the  "translating." 

2.  ROCOM  Medical  Record  System 

a simple  but  comprehensive  method 
for  keeping  a complete  record  on 
every  one  of  your  patients.  Permits 
you  to  review  a patient's  medical 
history  in  seconds  and  retrieve 
information  quickly.  Can  be  used 
with  the  "problem-oriented"  method 
of  keeping  patient  records.  Color 
coding  virtually  eliminates  the 
likelihood  of  misplaced  files.  A 
disease  cross-index  card  keeps  track 
of  patients  by  disease  entity. 

Family  Jacket  Holder  keeps  all 
medical  records  of  an  individual 
family  in  one  location.  Well-kept 
records  can  be  one  of  the  great- 
est deterrents  to  malpractice  suits. 

The  ROCOM  Medical  Record  System 
helps  protect  your  good  name. 

3.  ROCOM  Telephone  System 

a complete  system;  one  that  can  be 
understood  quickly  by  your  newest 
office  aide;  one  that  permits  your 
staff  to  answer  specific  patient 
questions  with  confidence;  one  that 
will  make  your  practice  more  pro- 
ductive by  assuring  that  you  are 
interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing 
assures  that  all  incoming  calls  can 
become  part  of  the  patient's  perma- 
nent record. 

4.  ROCOM  Appointment  System 

worked  out  by  you  in  your  own  prac- 
tice with  the  help  and  guidance  of 
ROCOM.  Time  segments  are  individ- 
ualized to  your  own  requirements. 

Can  be  coordinated  with  your  col- 
league's or  nurse's  schedule.  Helps 
keep  a steady  flow  of  traffic  through 
the  waiting  room.  An  unlimited 
variety  of  schedules  available. 

5.  ROCOM  Patient  Health  Guides 

a series  of  25  education  aids  that 
provide  basic  knowledge  to  sup- 
plement your  counselling  and  in- 
structions. Follows  a question  and 
answer  format.  Tested  for  accuracy 
and  effectiveness  in  private  medical 
practices.  This  literature  is  "pa- 
tient-oriented" not  "product- 
oriented."  A convenient  holder  for 
storage  of  the  Guides  is  also 
available . 


^Created  and  developed  by  Patient  Care  Systems,  Inc, 
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ROCOM“  <S> 

Division  of  Hoffmann  - La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen ; 

I am  interested  in  obtaining  additional 
information  about: 

□ Health  History  i — i Patient  Health 

System  I — I Guides 

I I Telephone  System  Q Appointment  System 

□Medical  Record 
System 

Name Specialty 

Street 


City State 

Please  do  not  forget  Zip  Code 


NEWSI 


Calling  Dr.  3695207! 

Although  it’s  never  fun  to  be  inter- 
rupted by  an  emergency  while  spend- 
ing a free  afternoon  at  a football 
game,  sometimes  it  can’t  be  helped. 
Therefore,  it’s  a good  idea  to  be  fa- 
miliar with  paging  systems  at  the  var- 
ious stadiums  around  the  state. 

The  Texas  Stadium  in  Irving,  home  of 
the  Dallas  Cowboys,  will  continue  its 
system  of  sending  a runner  to  notify 
physicians  of  phone  calls  instead  of 
paging  them  over  the  field  public  ad- 
dress system.  The  runner  delivers  a 
written  message  to  the  physician  at 
his  seat  in  the  stadium. 

Larry  Karl,  director  of  public  rela- 
tions for  the  Texas  Stadium  Corpora- 
tion, says  physicians  who  attend  Cow- 
boy games  should  register  with  the 
Stadium  Information  Office,  listing  the 
section,  row,  and  seat  number  of  their 
tickets. 

Physicians  can  register  in  advance 
for  the  entire  season  or  on  a game- 
by-game  basis.  Season  ticket  holders 
may  send  their  location  by  mail  or 
may  call  259-7676.  On  a game-by- 
game basis,  physicians  may  check  in 
at  the  Stadium  Information  Office  at 
portal  35,  lower  concourse,  inside  gate 
10. 

Houston  Oiler  fans  will,  as  in 
past  seasons,  be  assigned  a perma- 
nent number,  which  will  be  flashed  on 
the  scoreboard  of  the  Astrodome  in 
case  of  a call.  The  numbers  are  as- 
signed for  the  entire  season  by  the  As- 
trodome and  the  Houston  Sports  As- 
sociation. At  Southwest  Conference 
games,  the  same  procedure  will  be 
followed. 

Happy  football  season! 

UT  medical  schools  win 
over  $3  million  in  grants 

Grants  and  gifts  totaling  over  $3  mil- 
lion will  enable  researchers  at  three 
of  The  University  of  Texas’  medical 
schools  to  carry  out  comprehensive 
studies  on  some  of  the  most  baffling 
problems  facing  the  medical  profession 
today. 

The  largest  single  grant — $2,877, 
348 — went  to  the  University’s  Gradu- 
ate School  of  Biomedical  Sciences  at 
Houston  to  establish  one  of  seven 
major  American  medical  genetics  re- 
search centers.  The  grant,  funded  by 
the  National  Institute  of  General  Medi- 
cal Sciences,  one  of  HEW’s  National 
Institutes  of  Health,  will  enable  re- 
searchers to  explore  a variety  of  major 


diseases  which  are  genetically  deter- 
mined or  which  have  a strong  genetic 
component. 

The  genetics  center  researchers,  di- 
rected by  Dr.  Margery  W.  Shaw,  pro- 
fessor of  medical  genetics  at  the  UT 
graduate  School  and  M.D.  Anderson 
Hospital  and  Tumor  Institute,  will  also 
study  relationships  between  genetics 
and  cancer  and  between  genetics  and 
the  law.  In  addition,  the  center  will 
serve  both  the  public  and  the  individ- 
ual, through  a clinical  genetics  unit. 
Population  genetics  will  be  another 
subject  which  the  center’s  researchers 
will  explore. 

At  The  University  of  Texas  South- 
western Medical  School  at  Dallas,  a 
grant  of  nearly  $1  million  will  be  used 
over  a five-year  period  to  study  the 
immunity  mechanisms  of  transplants 
and  pregnancy.  An  initial  sum  of 
$219,805  has  been  given  to  Dr.  Rupert 
E.  Billingham,  chairman  of  the  depart- 
ment of  cell  biology,  by  the  National 
Institutes  of  Health’s  Institute  of  Aller- 
gy and  Infectious  Diseases. 

Work  will  be  done  on  the  central 
question  of  graft  rejection  and  possible 
means  of  overcoming  it.  Dr.  Billingham 
and  Dr.  Alan  E.  Beer,  assistant  profes- 
sor of  cell  biology,  and  of  obstetrics 
and  gynecology,  will  investigate  the 
field  of  immunology  in  pregnancy. 
Meanwhile,  Dr.  J.  Wayne  Streilein,  pro- 
fessor of  cell  biology,  will  concentrate 
on  various  aspects  of  certain  types  of 
grafts,  such  as  bone  marrow,  which 
reject  the  host  and  turn  upon  it. 

Dr.  Billingham  says  additional  knowl- 
edge about  transplantation  immunol- 
ogy will  open  the  way  for  better  use  of 
donor  grafts  in  the  case  of  burns,  and 
will  break  the  barrier  which  has  slowed 
heart  and  other  organ  transplantation. 
The  remainder  of  the  grant  will  be  paid 
in  yearly  installments  through  the 
spring  of  1977. 

In  San  Antonio,  a unique  gift  which 
includes  “headrights”  to  oil-rich  Osage 
Indian  reservation  land  in  Oklahoma 
will  help  physicians  at  The  University 
of  Texas  Medical  School  at  San  An- 
tonio to  begin  developing  an  asthma 
research  and  treatment  center. 

The  $300,000  gift  is  from  the  estate 
of  the  late  Eloise  Alexander,  grand- 
daughter of  a member  of  the  Osage 
tribe.  A former  actress  and  model. 
Miss  Alexander  died  of  complications 
of  asthma  in  1969. 

Dr.  William  T.  Kniker  of  the  medi- 
cal school  faculty  says  the  center 
researchers  plan  “to  bring  together 


Dr.  Margery  W.  Shaw,  professor  of  medical 
genetics  at  UT’s  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  will  direct  the 
medical  genetics  research  center  in  Houston. 
The  center  was  funded  by  a $2,877,348 
grant  from  the  National  Institute  of  General 
Medical  Sciences. 

many  biological  and  medical  disci- 
plines, people  possessing  a high  de- 
gree of  competence  to  carry  out  an 
intensive,  well-conceived  study  of  the 
various  factors  that  contribute  to  the 
production  of  severe  asthma.’’  The 
prime  goal  of  the  project,  according  to 
Dr.  Kniker,  is  the  development  of  a 
more  comprehensive  approach  for  eval- 
uating asthma  patients. 

The  effects  of  certain  antibiotics  on 
animals  will  be  the  subject  of  research 
to  be  undertaken  by  scientists  in  the 
department  of  pharmacology  at  The 
University  of  Texas  Southwestern  Med- 
ical School.  The  study  will  be  funded 
by  a $77,883  grant  from  the  Food  and 
Drug  Administration. 

Dr.  H.  Richard  Adams  was  named 
chief  investigator  for  the  project,  part 
of  which  is  specifically  aimed  at  evalu- 
ating neuromuscular  blocking  effects 
and  cardiovascular  depressant  activity 
of  antibiotics  when  administered  dur- 
ing anesthesia. 

Drs.  Michael  R.  Waterman  and  G. 
Larry  Cottam,  assistant  professors  of 
biochemistry  at  The  University  of  Tex- 
as Southwestern  Medical  School  at 
Dallas,  have  been  awarded  a $75,000 
contract  from  the  National  Heart  and 
Lung  Institute  to  conduct  studies  in 
sickle  cell  anemia.  The  research  team 
will  concentrate  on  understanding  the 
chemical  nature  of  the  interaction 
between  deoxygenated  hemoglobin  S 
molecules  and  on  the  study  of  the 
dynamics  of  that  reaction. 

“It  is  only  through  an  understand- 
ing of  this  aggregation  phenomenon 
of  the  hemoglobin  molecules  that  the 
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complete  nature  of  the  disease  can  be 
understood,”  said  Dr.  Waterman. 

Also  going  to  the  Dallas  school, 
which  received  over  $1  million  in  total 
funds,  will  be  $37,225  to  help  the 
School  of  Allied  Health  Professions 
stimulate  interest  in  careers  in  the  field 
of  rehabilitation. 

The  educational  grant,  awarded  by 
the  Social  and  Rehabilitation  Service 
of  HEW,  will  be  implemented  by  the 
health  school  through  its  rehabilitation 
science  department.  Dr.  Donald  A. 
Pool,  chairman  of  the  department, 
says  the  money  will  be  used  “to  help 
provide  the  opportunity  for  minority, 
disadvantaged,  or  handicapped  stu- 
dents to  become  trained  in  the  field 
of  working  with  the  handicapped.” 

The  University  of  Texas  Medical 
School  at  Houston  has  not  been  for- 
gotten either.  The  Eli  Lilly  and  Compa- 
ny Foundation  has  awarded  a $25,000 
grant  to  the  school  to  be  used  in  devel- 
oping a program  in  family  medicine 
and  health  care  delivery. 

The  Houston  medical  school’s  pro- 
gram in  family  practice  will  be  con- 
ducted in  cooperation  with  the  Memo- 
rial Hospital  System  of  Houston.  Dr. 
Jack  A.  Haley,  a member  of  the 
Memorial  Hospital  staff,  will  serve  as 
director  of  the  program.  Through  an 
affiliation  agreement  between  the  two 
institutions,  medical  students  will  be 
able  to  take  advantage  of  the  hospi- 
tal’s facilities,  techniques  and  profes- 
sional staff  in  receiving  clinical  train- 
ing in  the  family  medicine  field. 

JAMA  supplement  lists 
courses  for  physicians 

The  American  Medical  Association  has 
published  its  18th  annual  directory  of 
continuing  education  courses  for  phy- 
sicians. 

The  directory,  published  with  the 
Aug.  14  issue  of  the  Journal  of  the 
AMA,  lists  2,082  courses  offered  by 
578  institutions  in  36  states  and  the 
District  of  Columbia.  Listings  cover  the 
period  from  Sept.  1 to  Aug.  31,  1973. 
Formerly  included  each  August  in  the 
pages  of  JAMA,  the  directory  is  offered 
this  year  as  a separate  88-page  sup- 
plement. 

The  1973  Continuing  Education  Di- 
rectory for  TEXAS  MEDICINE,  listing 
continuing  education  courses  in  this 
state  for  the  coming  year,  will  be  pub- 
lished in  January,  1973.  The  deadline 
for  the  receipt  of  listings  of  courses 
to  be  offered  by  Texas  institutions  is 
Oct.  31. 


WATMA  undertakes 
blood  donor  drive 

The  Woman’s  Auxiliary  to  the  Texas 
Medical  Association  is  undertaking  a 
new  statewide  project — blood  donor 
recruitment.  Plans  for  the  project  will 
be  unveiled  at  WATMA’s  School  of  In- 
struction to  be  held  Sept.  21-22  in 
Austin. 

At  the  fall  meeting,  WATMA  mem- 
bers will  see  the  film,  “Life  From  a 
Stranger,”  produced  by  Blood  Ser- 
vices, the  nation’s  largest  network  of 
community  blood  centers.  Mrs.  John  C. 
Kennedy,  School  of  Instruction  chair- 
man, says  the  film  is  designed  to  moti- 
vate and  inspire  participation  in  com- 
munity blood  programs  and  to  clarify 
some  of  the  more  common  misconcep- 
tions about  blood  and  blood  banks. 

The  film  was  recently  presented  to 
Mrs.  Kennedy  and  Mrs.  Jack  D.  Gerdes, 
WATMA  president,  by  Blood  Services  of 
Houston,  one  of  the  components  of  the 
nationwide  network  which  has  head- 
quarters in  Scottsdale,  Ariz.  The  non- 
profit organization  operates  eight  blood 
banks  in  Texas — Houston,  Laredo,  San 
Antonio,  Texarkana,  Harlingen,  El  Paso, 
San  Angelo  and  Lubbock. 

The  auxiliary  effort,  which  comple- 
ments the  nationwide  drive  for  blood 
donors,  is  also  being  undertaken,  ac- 
cording to  Mrs.  Kennedy,  because  of 
the  fundamental  need  for  blood  donors 
in  every  community  and  because  of  its 
tie-in  with  the  theme  for  the  School  of 
Instruction — “Communicate  . . . Moti- 
vate . . . Participate.” 

After  the  September  meeting,  the 
film  will  be  available  to  auxiliary  mem- 
bers for  use  throughout  the  state. 


Series  of  ads  designed 
to  give  information  on  VD 

The  Texas  State  Department  of  Health 
has  released  a series  of  educational 
advertisements  on  venereal  disease  to 
all  daily  newspapers  in  the  state.  The 
advertisements,  designed  to  inform 
the  general  public  about  syphilis  and 
gonorrhea,  are  scheduled  to  run  each 
week  through  September  and  October, 
although  some  newspapers  began  the 
12-week  series  in  August. 

The  first  installment  consists  of  a 
letter  from  Commissioner  of  Health 
James  E.  Peavy  that  explains  the  ex- 
tent of  the  venereal  disease  problem  in 
Texas  and  the  aim  of  the  series  of 
notices.  Each  succeeding  ad  includes 
an  order  blank  for  a free  informational 
brochure  and  the  notice,  “Under  Texas 
law,  teenagers  may  be  treated  without 
parental  consent.” 

In  addition  to  giving  general  infor- 
mation about  the  diseases,  the  adver- 
tisements are  directed  at  dispelling 
common  myths  about  syphilis  and 
gonorrhea,  informing  the  public  about 
where  to  find  help  if  they  have  VD,  and 
finally,  testing  the  public’s  knowledge 
through  a 19-question  multiple  choice 
test. 

The  final  advertisement  in  the  series 
urges  the  general  public  to  help  by 
urging  support  of  efforts  to  eradicate 
the  diseases,  and  endorsing  VD  educa- 
tion in  the  public  schools.  It  is  recom- 
mended that  parents  learn  the  facts 
about  VD,  that  teachers  include  infor- 
mation on  syphilis  and  gonorrhea  in 
their  curriculum  and  that  community 
organizations  devote  meeting  time  to 
programs  about  venereal  disease. 


H-  Blood  Services  of  Houston,  and  Thomas  G.  Williams,  a 

center*  ® Stranger,"  with  Mrs.  John  C.  Kenned 

sTnni’  WATMA.  The  film  will  be  shown  at  WATMA 

School  of  Instruction  where  the  auxiliary  will  kick  off  its  new  statewide  project— blo< 
donor  recruitment.  uiui 
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The  science 
oftreoling 
gas  pain 

^ ^When  gas  is  enfrapped in  the  G.l.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that  of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction.2#^°2^  9^^  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomachache  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


IS  unaware. 


new 


, PHASlLlre«its 

gqs  painsdenrificaly 

I Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  mg.  of  spGciQlly-QCtivQtQcJ  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.^^P^^^'l  releases  20  mg.  of  speciQlly-QCtivQted 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there^  J^hasil  is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 


References:  1.  Roth,  J.  L.;  Ann.  N.Y.  Acad.  Sci.  150:109,  Feb.  26,  1968.  2.  Reich,  N,  E.,  and 
Fremont.  R.  E.  (eds.):  Chest  Pam,  The  Macmillan  Company,  New  York,  1961,  p.  348. 

Reed  & Carnrick/Kenilworth,  N.J.  07033 
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TEXAS  MEDICINE 


Description:  Each  Pulvule®  contains— 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 240  mg, 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalarain.  . . . 7.5  meg. 

(The  total  vitamin  activity  in  the  Spedat  Uver'Stomach  Concen' 
trate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F„  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 0,5  mg. 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  B,^  with  Intrinsic  factor— When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,,  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  {Diphyllo- 
bothrium  latum)  infection  or  after  a surgically  created  small-bowel  blind  loop;- 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B,j.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,^  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B,j,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,,  contained  in  two  Pulvuies  Trinsicon  provide  VA  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  [ack  intrinsic  factor.  For  ex- 
ample, Fonts  et  al.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  Intrinsic  factor  concentrate  with  vitamin  B,,) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarta  found  multifactor  preparations  taken  orally  to 
be  "just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvuies  Trinsicon  daily. 

Folic  Ac/cf-Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,j  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  eviderrees 
Of  the  close  folic  acid-vitamin  B,j  interrelationship:  (1)  B„  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B,,  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  B,,. 

/ron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/cf— Vitamin  C plays  a role  in  anemia  therapy,  it  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-B,2-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B,,  may  result  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  Intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B,,.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B,,,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration!  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

iDosage*  One  Pulvule  twice  a day.  (Two  Pulvuies  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 


How  Supplied;  Pulvuies  Trinsicon®  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose*  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 


A Comprehensive  Hematinic 


Additional  Information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Celsus's  empiiricat  use  of  iron 


Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 


Rtf  more 


(See  reverse  side  for  prescribirif  information.) 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“theDonnatol ‘Effect 


each  tablet,  capsule  or  each  Donnatal  each 


5 cc.  teaspoonful  of  elixir  ( 23%  alrohol  I 

No. 

2 

Extentah® 

hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582 

mg. 

hyoscine  hydrobromide 

0.006.5 

mg. 

0.(X)65 

mg. 

0.0195 

mg. 

phenobarbital 

(‘/4  gr.)  16,2 

mg. 

( gr.  1 32.4 

mg. 

(V4gr.)48.6 

mg. 

fwarning:  may  be  habit  forming) 

Brief  simunar>'.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  l)ladder  neck  obstruction 
as  in  prostatic  hypt'rtrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advaiK'ed  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Each  capsule  Contains; 
Thiamine  mono- 
nitrate (Vit  B.)  15  mg 

Riboflavin  {Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  Be)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


Allbee 


2 woys  to  provide  o doily 
Iheropevlic  supply  of  VilominC! 
15  boked  pololoes  (skins 
or  one  copsule  of 
Allbee  with  C 


Qnda 


About  20  mg.  Vitamin  C in  one  baked  potato  (2y2"  diameter). 


handy 


SETWSiSft. 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  Forthe 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  1 5 potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail 
able  at  pharmacies  in  the 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 

A.  H.  Robins  Company, 

Richmond,  Va.  23220 


NEWS 


Transplacental  infection 
with  hepatitis  is  possible 

Serum  hepatitis  can  strike  not  only  a 
drug  abuser  shooting  up  with  an  in- 
fected needle  or  the  hapless  recipient 
of  a contaminated  blood  transfusion, 
but  also  babies  born  to  an  infected 
mother. 

An  article  in  the  May  22,  1972,  issue 
of  the  Journal  of  the  American  Medical 
Association  reported  that  the  serious 
liver  disease  can  be  transmitted  to 
babies  before  birth  through  the  placen- 
ta or  during  delivery. 

The  three  California  physicians  who 
authored  the  scientific  article  ana- 
lyzed the  results  of  testing  56  mothers 
who  had  acute  hepatitis  during  preg- 
nancy or  within  six  months  of  delivery 
and  their  infants  for  signs  of  serum 
hepatitis. 

Using  the  hepatitis-associated  anti- 
gen test  to  detect  the  disease,  the  phy- 
sicians found  that  the  transfer  of  hepa- 
titis from  mother  to  infant  was  com- 
mon— ten  babies  of  26  infected  moth- 
ers. The  doctors  believed  the  disease 
was  definitely  transmitted  through  the 
placenta  in  three  cases  and  during 
delivery  in  one. 

None  of  the  affected  children  have 
become  free  of  infection,  according  to 
the  article,  and  at  the  time  of  publica- 
tion (from  three  to  23  months  after 
birth),  all  were  still  infected  although 
they  appeared  healthy. 

It  is  not  known  whether  the  persist- 
ent infection  will  make  the  children  life- 
long carriers  of  the  disease  with  no 
harm  to  themselves  or  if  it  will  produce 
progressive  liver  disease  not  obvious 
until  later  in  life,  or  some  proportion  of 
each  possible  outcome. 

An  editorial  accompanying  the  arti- 
cle expressed  deep  concern  over  the 
newly  discovered  transplacental  trans- 


mission of  the  disease,  saying,  “Trans- 
placental infection  is  not  preventable.” 
The  author  of  the  editorial.  Dr.  James 
W.  Mosley  of  the  John  Wesley  Hospital 
in  Los  Angeles,  Calif.,  warned  of  the 
possibility  that  children  infected  in  this 
way  may  remain  life-long  carriers  of 
hepatitis  but  without  visible  signs  of 
the  disease.  The  likelihood  of  such 
transmission  increases  with  the  rising 
incidence  of  drug  abuse  among  women 
of  childbearing  age,  noted  the  editorial, 
adding  that  the  growing  number  of 
chronic  carriers  among  children  could 
become  a prolonged  threat  to  the 
community. 

Authors  of  the  scientific  article  re- 
porting the  new  finding  were  Dr.  Irvin 
L.  Schweitzer,  Dr.  Adrienne  Wing,  Dr. 
Robert  L.  Spears,  and  Christine  Peak. 
They  are  associated  with  the  Univer- 
sity of  Southern  California  School  of 
Medicine  and  the  hepatitis  and  neo- 
natalogy  units  at  John  Wesley  Hospital 
in  Los  Angeles,  Calif. 

Allied  health  educator  is 
chairman  of  AMA  panel 

Dr.  Harry  J.  Parker,  associate  dean  of 
the  School  of  Allied  Health  Professions 
of  The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas,  has  been 
named  chairman  of  a special  subcom- 
mittee of  health  educators  to  advise 
the  American  Medical  Association  on 
teacher  training  for  the  allied  health 
professions. 

The  five-man  subcommittee,  which  is 
part  of  the  AMA  advisory  committee  on 
allied  health  professions,  meets  in 
April  and  October  of  each  year  to  as- 
sist and  advise  the  AMA’s  Council  on 
Medical  Education  on  matters  relating 
to  preparation  of  instructors  who  edu- 
cate physicians’  assistants,  medical 
technologists,  physical  therapists,  and 
other  allied  health  care  specialists. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 


on  mutual  funds.) 

Original 

Net  asset 

price 

, value 

per  share 

Investment  media 

9-30-68 

7-31-72 

7-31-72' 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$12.32 

$12.32 

Loomis-Sayles  Capital  Development  Fund 

14.20 

13.82 

16.00 

T.  Rowe  Price  Growrth  Stock  Fund 

25.93 

32.15 

35.85 

Loomis-Sayles  Mutual  Fund 

16.82 

15.24 

19.23 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

24.08 

33.80 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

11.29 

11.29 

♦Adjusted  to  include  dividends  and  distributions  since  9-30-68. 


1970  occupational  act 
applies  to  MD’s  offices 

The  Department  of  Labor  has  advised 
physicians  with  one  or  more  employees 
that  they  are  subject  to  the  Williams- 
Steiger  Occupational  Safety  and  Health 
Act  of  1970. 

Under  that  law,  employers  must  dis- 
play a poster  supplied  by  the  Occupa- 
tional Safety  and  Health  Administra- 
tion, which  lists  the  provisions  of  the 
law,  responsibilities  of  employees  and 
employers,  and  penalties  for  not  abid- 
ing by  the  law. 

Department  of  Labor  officials  ex- 
plain that  physicians  must  keep  three 
different  forms:  (1)  OSHA  Form  100 — 
a log  of  occupational  injuries  and  ill- 
nesses of  employees,  (2)  OSHA  Form 

101 —  a supplementary  record  of  injur- 
ies and  illness,  and  (3)  OSHA  Form 

102 —  a summary  of  injuries  and  ill- 
ness. The  latter  form  must  be  posted 
for  employees’  viewing.  Officials  state 
there  is  no  requirement  to  submit  the 
forms  to  the  Department  of  Labor,  but 
they  must  be  available  for  inspection 
by  the  department. 

Posters,  forms,  and  additional  infor- 
mation may  be  obtained  from  the 
OSHA  Regional  Office,  1361  E.  More- 
head  St.,  Charlotte,  N.  C.  28204. 

"A  Physician’s  Guide  to  the  Law” 
was  prepared  by  the  American  Medi- 
cal Association  Council  on  Occupa- 
tional Health  and  published  in  the  Feb. 
14,  1972,  issue  of  the  Journal  of  the 
American  Medical  Association. 

Convention  program  ads 
feature  AIVIA  message 

The  AMA  Newsletter  reports  that  the 
AMA  purchased  full-page  advertise- 
ments in  the  programs  for  both  the 
Democratic  and  Republican  national 
conventions. 

Headed  "A  Prescription  for  Good 
Health  in  America,”  the  advertisements 
describe  the  AMA  legislative  programs. 
The  ads  point  out  that  the  AMA  has 
backed  expanded  government  support 
to  medical  schools,  increased  aid  to 
medical  students,  expanded  nurses 
training,  physicians’  assistants,  the 
clean  air  bill,  and  a national  health  in- 
surance bill  that  “preserves  a physi- 
cian’s freedom  to  practice  as  he  thinks 
best,  provides  for  the  patient’s  free- 
dom to  seek  the  type  of  plan  he  pre- 
fers, and  relies  on  private  rather  than 
government  administration.” 

The  ads  note  that  the  AMA  has 
supported  31  of  35  recent  major  health 
proposals  in  Congress. 
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SEAVIEW 

HOSPITAL 

1316  Third  Street 

Corpus  Christ!,  Texas  — 512-883-0931 

Seaview  Hospital  is  a fully  carpeted  Hos- 
pital with  colorful  private  and  semi-pri- 
vate rooms  dedicated  to  the  diagnosis, 
care  and  treatment  of  the  psychiatric 
patient  in  an  open  environment. 

DIAGNOSTIC  FACILITIES 

Complete  Laboratory  • Radiology 
Electroencephalography  • Electrocardiography 
Psychological  Testing 

THERAPEUTIC  FACILITIES 

Electro  Convulsive  Therapy  • Indoklon  Therapy 
Electro  Sleep  Therapy  • Psychotherapy 
Recreational  Therapy 

MEMBERSHIPS 

Private  Clinics  and  Hospital  Association  of  Texas 
• Texas  Hospital  Association  • American  Hos- 
pital Association  • Federation  of  American  Hos- 
pitals • National  Association  of  Private  Psychi- 
atric Hospitals  approved  for  Medicare  patients. 

PSYCHIATRISTS 

Charles  E.  Bludworth,  M.D. 

Cecil  A.  Childers,  M.D. 

William  B.  Cline,  Jr.,  M.D. 

James  H.  Gardner,  M.D. 

Willis  G.  Goodenow,  M.D. 

Shannon  Gwin,  M.D. 

Maria  Izquierdo,  M.D. 

James  M.  May,  M.D. 

James  M.  Meaney,  M.D. 

James  C.  Walker,  M.D. 

Administrator  Harry  H.  Miller,  FACHA 


Gatitrisin®  (sulfisoxazole)  Roche  ^ 

your  patients  with 

many  important  advantages: 


provides 


high  urinary  levels 

generally  good  tolerance 

high  solubility  at  average  urinary  pH 

rapid  absorption 

rapid  renal  clearance 

high  plasma  concentrations 

economy 


Before  presGribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications;  Acute,  recurrent  or  chronic  urinary  tract  in- 
fections (primarily  cystitis,  pyelitis,  pyelonephritis)  due 
to  susceptible  organisms  (usually  £.  CQli,  Ktebsielia- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and  less  frequently,  Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tests 
are  not  always  reliable.  The  test  must  be  carefully  coordi- 
natedv  with  bacteriologic  and  clinical  response.  When  the 
patient  is  already  taking  sulfonamides,  follow-up  cultures 
should  have  aminobenzoic  acid  added  to  the  culture  media. 
Currently,  the  increasing  frequency  of  resistant  organisms 
is  a limitation  of  the  usefulness  of  antibacterial  agents  in- 
cluding the  sulfonamides,  especially  in  the  treatment  of 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa- 
tients receiving  sulfonamiides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg/ 
100  ml  should  be  maximum  total  sulfonamide  level,  as 
adverse  reactions  occur  more  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfonamides,  in- 
fants less  than  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis),  pregnancy 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has  not 
been  established.  Sulfonamides  will  not  eradicate  group 
A streptococci.  Deaths  associated  with  sulfonamide  ad- 
ministration have  been  reported  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  Complete  blood  counts  and 
urinalyses  with  careful  microscopic  examination  should 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  or 
hepatic  function,  severe  allergy  or  bronchial  asthma  is 
present.  In  glucose-6-phosphate  dehydrogenase-deficient 
'individuals,  hemolysis  (frequently  a dose-related  reac- 
tion) may  occur.  Maintain  adequate  fluid  intake  to  pre- 
vent crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombinemia,  methemo- 
globinemia. A//erg/c  reactions:  Erythema  multiforme  (Ste- 
vens-Johnson  syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbi- 
tal edema,  conjunctiva!  and  scleral  injection,  photosensi- 
tization, arthralgia,  allergic  myocarditis.  Gastrointestinal 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  reac- 
tions: Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia. Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred  with  sulfonamide 
therapy.  Sulfonamides  bear  certain  chemical  similarities 
to  some  goitrogens,  diuretics  and  oral  hypoglycemic 
agents.  Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sulfonamides. 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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UT  allots  $143,000,000 
for  health  career  schools 

The  Board  of  Regents  of  The  Univer- 
sity of  Texas  System  has  appropriated 
more  than  $143  million  of  its  $317 
million  budget  for  the  1972-73  fiscal 
year  to  Texas  medical,  dental,  and 
nursing  schools  and  their  hospitals 
and  research  components.  The  total 
for  all  appropriations  represents  a 13.3 
percent  increase  over  last  year's  total. 

The  UT  Galveston  Medical  Branch 
and  the  associated  Sealy  and  Smith 
Foundation  Hospitals  were  granted  the 
highest  appropriation — $49,329,141 — 
with  the  Sealy  and  Smith  Foundation 
Hospitals  receiving  $5,771,173  of  the 
total. 

For  the  Galveston  Medical  Branch, 
the  Texas  Legislature  appropriated  ad- 
ditional money  during  the  recent  spe- 
cial session  for  Allied  Health  Sciences, 
the  Kidney  Dialysis  Center,  and  the 
Marine  Biomedical  Institute  and  Tek- 
tite  project.  The  total  educational  and 
general  budget  for  the  Medical  Branch 
is  $36,653,980,  an  increase  of  9.3 
percent. 

Houston  component  institutions  of 
the  UT  system  will  have  an  operating 
budget  totaling  $55,940,394  for  the 
coming  fiscal  year.  The  Houston  Medi- 
cal School — which  will  have  students 
on  its  own  campus  this  fall  for  the 


first  time — received  $5,951,623  and 
showed  an  increase  of  40.8  percent  in 
General  Revenue  appropriations.  In- 
struction this  fall  will  be  in  temporary 
quarters,  as  the  Houston  Medical 
School  accepts  its  third  class,  made 
up  of  48  students  who  will  join  22 
third-year  and  32  second-year  students 
on  the  campus. 

The  M.D.  Anderson  Hospital  and 
Tumor  Institute  was  allotted  $36,369, 
877  for  1972-73,  with  significant  in- 
creases being  noted  in  the  institution's 
education,  service,  and  research  func- 
tions. 

The  Graduate  School  of  Biomedical 
Sciences  received  $1,780,429  from  the 
regents,  with  budgets  for  the  Division 
of  Graduate  Studies  and  the  Division 
of  Communicative  Disorders  up  22.2 
percent  and  42.9  percent  respectively. 

The  School  of  Public  Health,  which 
will  begin  its  fourth  year  this  fall,  was 
appropriated  $3,824,219.  The  school 
provides  graduate  education  in  com- 
munity health,  conducts  research  on 
community  health  problems,  and  pro- 
vides consultation  to  government,  vol- 
untary agencies,  and  industry.  The 
school  had  210  graduate  students 
during  the  spring  semester. 

In  North  Texas,  Southwestern  Medi- 
cal School  at  Dallas  will  be  operating 
on  an  appropriation  of  $19,232,055 


Two  doctors  in  the  Texas  National  Guard’s  111th  Medical  Company  examines  x-rays  of  a 
patient  at  Darnall  Army  General  Hospital  at  Ft.  Hood.  Capt.  Don  Howard,  left,  and  Capt. 
Glenn  Terry,  both  residents  at  San  Antonio’s  Bexar  County  Hospital  in  civilian  life,  served 
at  Darnall  with  their  unit  during  its  annual  two-week  training  session  in  July.  The  on-the- 
job  experience  was  unique  for  the  unit,  which  usually  uses  the  training  session  for  class- 
room instruction. 


this  fiscal  year.  Southwestern’s  educa- 
tional and  general  budget  includes  a 
43.6  percent  increase  for  physical 
plant  operation  due  to  the  completion 
of  buildings  in  the  school’s  construc- 
tion program. 

The  UT  San  Antonio  Medical  School 
was  allotted  $14,115,298  which  in- 
cludes increases  in  the  educational 
and  general  budget  and  pay  raises  for 
faculty  and  non-faculty  personnel.  The 
average  12-month  faculty  salary  rose 
to  $23,752,  a $1,190  increase  from 
the  1971-72  average. 

UT’s  system-wide  nursing  schools 
will  have  a 1972-73  budget  of  $3,155, 
318.  An  increase  of  56.5  percent  in 
the  Nursing  School’s  educational  and 
general  budget  reflects  the  rising  en- 
rollment— up  from  401  to  789  stu- 
dents— which  will  accompany  the 
opening  of  new  UT  nursing  programs 
in  Tarrant  County,  Houston,  and  El 
Paso.  In  addition,  graduate  nursing 
enrollment  is  expected  to  be  85  this 
fall  compared  with  60  last  year. 

Officials  expect  about  70  students 
to  enroll  in  the  Tarrant  County  pro- 
gram, where  classes  will  be  held  on 
the  campus  of  UT  Arlington.  In  Hous- 
ton, about  100  students  will  make  up 
the  fall  class. 

Appropriations  for  each  school  are; 
$27,000  for  the  Graduate  Nursing 
School  at  Austin;  $641,097,  Under- 
graduate Nursing  School  at  Austin; 
$359,908,  Undergraduate  Nursing 
School  at  El  Paso;  $271,464,  Under- 
graduate Nursing  School  in  Tarrant 
County;  $453,850,  Clinical  Nursing 
School  at  Galveston;  $630,529,  Clinical 
Nursing  School  at  San  Antonio;  and 
$368,228  for  the  Houston  Clinical  Nurs- 
ing Program. 

Over  $9  million  of  the  total  budget 
will  go  to  the  Houston  Dental  Branch 
and  the  San  Antonio  Dental  School. 
Of  that  sum,  $7,646,018  will  go  to  the 
Houston  Dental  Branch  where  the 
most  substantial  percentage  increase 
in  the  budget  is  for  clinic  operation — 
$499,470,  up  20.7  percent. 

The  San  Antonio  Dental  School, 
which  will  enter  its  third  year  this  fall 
with  62  students,  was  allotted  $1,855, 
071.  The  school’s  operating  budget 
shows  an  almost  60  percent  increase 
for  organized  activities  due  to  develop- 
ment of  facilities  for  laboratory  and 
animal  medicine  and  for  medical  com- 
munications. Faculty  salaries  are  also 
up,  with  the  average  this  year  being 
$25,398. 
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Texarkana  measles  study 
shows  results  of  vaccine 

The  city  of  Texarkana  has  provided  a 
unique  demonstration  of  the  effective- 
ness of  measles  vaccine. 

The  demonstration  came  during  a 
measles  epidemic  in  Texarkana  in  the 
last  half  of  1970.  The  situation  and 
what  resulted  are  analyzed  in  an  article 
by  Philip  J.  Landrigan,  MD,  in  the  Au- 
gust 7 issue  of  the  Journal  of  the  Amer- 
ican Medical  Association.  Dr.  Landrigan 
is  a medical  epidemiologist  in  the  Im- 
munization Branch,  US  Public  Health 
Service  Center  for  Disease  Control  in 
Atlanta. 

Texarkana’s  bistate  status  makes  it 
ideal  for  the  measles  study.  Socially 
and  economically  it  is  a single  city, 
with  residents  sharing  the  same  stores, 
businesses,  churches,  and  recreational 
facilities,  regardless  of  which  side  of 
the  state  line  they  live  on.  But  the  city 
is  split  between  two  health  depart- 
ments, with  significant  differences  in 
the  number  of  children  vaccinated 
against  measles. 

What  happened,  briefly,  was  this: 
when  the  epidemic  struck,  633  cases 
of  measles  were  counted  in  Texarkana 
and  vicinity — 606  of  them  on  the  Texas 
side,  where  vaccination  levels  were  low. 
“In  Arkansas,”  Dr.  Landrigan  reports, 
“where  immunity  levels  were  much 
higher,  there  was  no  epidemic.” 

In  the  journal  article.  Dr.  Landrigan 
notes  that  Miller  County,  making  up  the 
Arkansas  portion  of  the  Texarkana  met- 
ropolitan area,  has  an  estimated  6,016 
children  aged  1 to  9.  The  state  requires 
measles  vaccination  for  all  children  en- 
tering school,  and  mass  vaccination 
programs  had  been  conducted  for 
school  and  preschool  children. 

The  county  health  department  had 
vaccinated  70.5  percent  of  the  children 
aged  1 to  9 in  its  jurisdiction,  and  the 
total  level  of  immunity,  including  im- 
munization from  private  physicians  and 
from  previous  contacts  with  the  dis- 
ease, was  estimated  at  95  percent. 

Bowie  County,  making  up  the  Texas 
portion  of  the  Texarkana  area,  had  no 
state  or  local  requirement  for  vaccina- 
tion of  school  children  and  had  never 
held  an  immunization  campaign.  Only 
18.8  percent  of  the  county’s  estimated 
11,185  children  aged  1 to  9 had  re- 
ceived vaccine  from  the  county  health 
department,  and  the  total  immunity 
level,  naturally  and  from  vaccination, 
was  estimated  at  only  57  percent. 

Without  high  levels  of  protection. 


Bowie  County  recorded  43.8  cases  per 
1,000  preschoolers  aged  1 to  4,  51.7 
cases  per  1,000  school  children  aged 
5 to  9,  or  a rate  for  the  whole  group 
of  48.2  cases  per  1,000.  In  contrast. 
Miller  County’s  case  rate  was  4.2  per 
1,000  for  the  1 to  9 age  group — less 
than  one  tenth  of  the  rate  on  the  Texas 
side.  In  addition,  19  of  the  Arkansas 
cases  were  found  to  have  had  a defi- 
nite exposure  to  measles  patients  from 
the  Texas  side  of  the  city. 

Although  a small  proportion  of  im- 
munized children  came  down  with 
measles,  the  rate  was  only  4.3  per 
1,000 — compared  with  a rate  of  105.9 
per  thousand  among  unvaccinated 
youngsters.  And  at  least  potentially. 
Dr.  Landrigan  said,  measles  should  be 
subject  to  complete  elimination,  be- 
cause no  animal  carriers  are  known, 
and  no  evidence  has  been  found  of 
humans  who  harbor  the  disease  with- 
out coming  down  with  it. 

UT  researchers  studying 
kidney  machine  actions 

A study  to  determine  the  “size”  of 
molecules  being  removed  by  kidney 
machines  is  under  way  at  The  Univer- 
sity of  Texas. 

Dr.  Robert  Popovich,  UT  Austin  as- 
sistant professor  of  chemical  engineer- 
ing and  adjunct  associate  professor  of 
bioengineering  at  the  UT  Medical 
School  at  San  Antonio,  is  heading  the 
study  which  hopefully  may  lead  to 
the  development  of  a better  kidney 
machine. 

Before  joining  the  UT  Austin  faculty 
in  January,  Dr.  Popovich  was  engaged 
in  research  projects  at  the  Kidney  Re- 
search Center  at  the  University  of 
Washington.  Those  studies  led  to  the 
scientist’s  current  research  at  Texas. 

On  the  basis  of  his  earlier  investi- 
gations, Dr.  Popovich  believes  that 
present  kidney  machines  may  have 
been  optimized  for  the  removal  of  the 
wrong  molecules  from  patients’  blood. 

If  the  outcome  of  his  research  indi- 
cates that  larger  molecules  are  more 
important  than  smaller  molecules  as 
uremic  toxins,  it  “may  revolutionize 
both  the  research  and  the  treatment 
across  the  country  of  chronic  uremia,” 
he  commented. 

“The  trend  in  artificial  kidney  ma- 
chine development  has  been  toward 
smaller  sizes  which  are  highly  efficient 
in  removing  the  smaller  poisonous 
molecules,”  Dr.  Popovich  explained. 

“Clinical  evidence  is  mounting  which 


confirms  the  contention  that  intermed- 
iate ‘middle’  molecular  weight  mole- 
cules may  be  more  important  as  ure- 
mic toxins  than  low  molecular  weight 
metabolites,”  he  added. 

The  current  research  project  is  de- 
signed to  evaluate  the  effect  of  molec- 
ular weight  on  the  mass  transfer  char- 
acteristics (or  rate  of  removal)  of  cur- 
rent hemodialyzers. 

Dr.  Popovich  will  evaluate  four  types 
of  kidney  machines  under  normal  clini- 
cal operating  conditions  with  solutions 
carrying  molecules  ranging  in  weight 
from  60  to  60,000  molecular  weights. 

“By  comparing  the  mass  transfer 
rates  of  the  various  machines,  we  hope 
to  draw  some  conclusions  on  the  effect 
of  each  type  of  machine  on  the  ‘mid- 
dle’ molecular  weight  molecules,”  he 
explained. 

“If  we  find  that  the  larger  molecules 
are  more  responsible  [for  uremic  poi- 
soning], then  with  this  added  informa- 
tion we  could  construct  larger  kidney 
machines  designed  to  filter  out  the 
larger  molecules,”  he  said.  An  added 
advantage  of  the  larger  machine  would 
be  its  ability  to  filter  the  blood  in  one- 
third  the  time  now  taken  by  current 
machines. 

Dr.  Popovich’s  study  is  being  funded 
by  a $16,000  “research  initiation 
grant”  by  the  National  Science  Foun- 
dation. 

Prize  offered  for  best 
paper  on  schizophrenia 

The  Taylor  Manor  Hospital  psychiatric 
symposia  series  is  offering  a prize  to 
the  medical  student,  intern,  or  resident 
under  30  years  of  age  who  authors  the 
best  manuscript  on  any  aspect  of 
schizophrenia. 

The  winner  of  the  contest  will  re- 
ceive a cash  award  of  $250  plus  travel 
expenses  to  attend  and  read  his  essay 
before  the  5th  annual  Taylor  Manor 
Hospital  Psychiatric  Symposium,  which 
will  be  held  April  7,  1973,  in  Ellicott 
City,  Md. 

The  theme  of  the  5th  annual  sym- 
posium will  be  “Schizophrenia  Around 
the  World  ' and  will  feature  discussion 
on  the  biochemical  and  physiological 
bases  of  schizophrenia  and  the  various 
treatments  for  the  illness. 

Those  interested  in  entering  the 
competition  should  submit  an  original 
and  one  copy  of  their  double-spaced, 
typed  manuscript  (maximum  of  3,000 
words)  to  Dr.  Frank  J.  Ayd,  Jr.,  sympo- 
sium director,  912  W.  Lake  Ave.,  Balti- 
more, Md.  21210,  by  Feb.  1,  1973. 
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Starlife  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the 

physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 


T.  ROWE  PRICE 
GROWTH  STOCK 
FUHD,  m. 


Est.  1950 


A NO-LOAD  FUHD 

Investing  in  stocks 
selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 

NO  SALES  CHARGE 


T.  Rowe  Price  Growth  Stock  Fund,  Inc. 

Phone  (301)  539-1992 


■ One  Charles  Center,  Dept.  );5 
Baltimore,  Md.  21201 
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^^Your  dinner  was 
perfect  — from  soup 
to  'DicarbosiV r 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


FMHUIIC  ... 
CANCER  Wm 

nMS... 


...is  not  news.  What’s  news 
is  that  our  film  program  for 
professional  medical  audi- 
ences is  the  most  ambitious 
ever  launched  against  a sin- 
gle disease. 

Approximately  30  films 
are  now  available  (free  on 
loan).  The  subjects  include: 
chemotherapy,  radiation 
therapy,  cancer  in  children, 
nursing  care  of  the  cancer 
patient,  rehabilitation,  can- 
cer sites  — skin,  stomach, 
mouth,  colon  and  rectum, 
prostate,  thyroid,  breast, 
lung,  uterus. 

As  pioneers  in  the  usage 
of  medical  films,  we  know 
their  value  as  teaching  tools. 
They  are  a vital  part  of  our 
professional  educational  pro- 
grams. We  hope  you  will 
contact  your  local  ACS  Unit 
about  them. 


American  Cancer  Society  5 1 
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Your 

TEXAS  MEDICAL  ASSOCIATION 


South  Poclffc  Adventure 

QUiofts  you. 


Join  us  for  two  sun-filled  weeks  in  the  South 
Pacific  lands  of  New  Zealand,  Australia  and 
Tahiti. 

The  cost?  Just  $998  complete. 

Our  trip  to  the  lands  “Down  Under”  includes 
World  Airways  jet  flights,  first  class  hotels,  two 
meals  a day  plus  a host  of  many  extras  to  make 
your  adventure  unforgettable! 

NEW  ZEALAND — Auckland’s  lavish,  gardens 
. . . the  volcanic  geysers  of  Rotorua  . . . Waitemata 
Harbor  and  the  Tasman  Sea  . . . the  friendly 
Maoris  and  their  fascinating  villages. 

AUSTRALIA  — Sophisticated  Sydney  . . . the 
magnificent  new  opera  house  . . . the  harbor 
bridge  , . . koala  bears,  kangaroos  . . . rugged 
mountains  and  superb  surfing  beaches. 

TAHITI— Exotic  Papeete  . . . lush  tropical  par- 
adise . . . gentle,  life-loving  Tahitians  . . . white 
sand  beaches  and  crystal  waters. 


Space  on  our  South  Pacific  Adventure  is  strictly 
limited.  To  confirm  your  reservation,  return 
the  coupon  today. 


^SEND  TO: 


Texas  Medical  Association 
South  Pacific  Adventure 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


Enclosed  is  my  check  for  $ 

($100  per  person  as  deposit) 

NAME 

ADDRESS 

CITY 

STATE 


! 
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snow  white 


Sporostacin  Cream 


(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


After  you  write  your  prescription  for  two  tubes 
of  soothing,  fungicidal  Sporostacin  Cream,  tell 
your  patient  not  to  be  fooled  by  the  quick  relief 
of  symptoms  it  affords.  Make  sure  she  knows 
how  to  use  it  as  directed -for  the  full  14-day 
course  of  therapy.Then,on  follow-up,  you’ll 
usually  find  that  non-staining,  easy-to-use 
Sporostacin  Cream  has  finished  off  vulvovaginal 
candidiasis  in  the  nicest  possible  way. 

two  tabes^.two  weeks 


period  of  14  days.  Course  of  therapy  may  be  repeated  if  necessary. 


Ortho  Pharmaceutical  Corporation*Raritan,  New  Jersey  08869 
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TEXAS  MEDICAL  ASSOCIATION 
CONFERENCE  ON  PRACTICE  MANAGEMENT 

“Efficiency  and  Effectiveness  in  the  Doctor’s  Office”  is  the 
theme  of  the  Texas  Medical  Association’s  Conference  on  Practice 
Management,  scheduled  for  Saturday,  Sept.  23,  at  the  Joe  C. 
Thompson  Conference  Center  in  Austin.  Guest  speakers  and 
their  topics  are:  Somers  H.  White,  president,  Somers  H.  White 
Co.,  a management  and  financial  consulting  firm  in  Phoenix, 
“The  More  Effective  Physician — Motivator  of  Employees,  Pa- 
tients, and  Self”  and  “Be  a Financial  Genius  in  One  Easy  Les- 
son”; Seymour  Petrovsky,  Pension  Funds  of  Arizona,  Phoenix, 
“Opportunities  for  the  Physician  through  Pension  and  Profit- 
Sharing  Plans”;  Dr.  James  W.  Haviland,  member  of  the  Federal 
Price  Commission’s  Health  Services  Industry  Committee,  Seat- 
tle, “Wage-Price  Guidelines- — Their  Impact  on  the  Practice  of 
Medicine”;  and  Leona  Thompson,  certified  medical  assistant, 
San  Diego,  “Effective  Personnel — A Key  to  Every  Physician’s 
Office.”  AMA  President  Dr.  C.  A.  Hoffman  will  also  address 
the  Conference;  his  topic  is  “The  Scope  and  Magnitude  of  the 
Professional  Liability  Problem.”  Participating  in  an  informal 
panel  session  on  “The  Physician’s  Fee  Profile;  Determination  of 
Reimbursement  Under  Medicare,  Medicaid  and  Champus,”  will 
be  TMA  members  Dr.  Charles  Max  Cole,  Dallas;  Dr.  Doyle  W. 
Ferguson,  Dallas;  Dr.  Wm.  Fred  Lucas,  Dallas;  and  Dr.  Joseph 
T.  Painter,  Houston.  Several  TMA  boards,  councils,  and  commit- 
tees are  scheduled  to  meet  during  the  Conference  weekend,  and 
special  entertainment  features  are  planned  for  physicians  and 
their  wives. 

Contact:  C.  Lincoln  Willi.ston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  executive  secretary. 


TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS 

With  the  cooperation  of  The  University  of  Texas  Medical 
Branch  at  Galveston,  the  Texas  Academy  of  Family  Physicians 
will  present  its  23rd  Annual  Scientific  Assembly  Oct.  16-18  at 
the  Medical  Branch.  Among  features  of  the  program  are  whole 
group  sessions  on  “Management  of  Burns”  and  “Diagnosis  and 
Management  of  Renal  Failure”;  a special  course  on  Human 
Sexuality;  a lecture  on  “Diseases  of  the  Breast— The  Modern 
Critique”;  and  a panel  discussion  on  Education  in  the  Health 
Professions.  More  than  200  small  group  sessions  are  scheduled 
in  the  specialties  of  anesthesiology,  dermatology,  general  and 
thoracic  surgery,  internal  medicine,  neurology,  neurosurgery, 
obstetrics  and  gynecology,  ophthalmology,  oral  surgery,  ortho- 
pedic surgery,  otolaryngology,  pediatrics,  plastic  surgery,  psy- 
chiatry, radiology,  and  urology.  Academy  members  may  also 
participate  in  consultation  and  ward  rounds  with  individual 
UTMB  faculty  members. 

Contact:  Donald  C.  Jackson,  1905  N.  Lamar  Blvd.,  Austin  78705, 
executive  secretary. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


TEXAS  PEDIATRIC  SOCIETY’S  Golden 
Anniversary  Meeting,  combined  with  meet- 
ings of  the  Texas  Chapter,  American 
Academy  of  Pediatrics;  Texas  Society  of 
Pediatric  Surgeons:  and  Learning  Disabil- 
ity Conference,  is  scheduled  for  Sept.  28- 
30  at  Dallas’  Marriott  Motor  Hotel.  Out- 
of-state  guest  speakers  will  be  Dr.  John 
Freeman,  associate  professor  of  pediatrics 
and  neurology,  Johns  Hopkins  Hospital, 
Baltimore;  Dr.  Richard  Schain,  associate 
professor  and  head  of  neurology.  School  of 
Medicine,  University  of  California,  Los 
Angeles:  Dr.  Edward  Rabe,  professor  of 
pediatrics  (neurology).  New  England  Med- 
ical Center  Hospitals,  Boston;  Dr.  Hugh 
B.  Lynn,  associate  professor  of  surgery. 
University  of  Minnesota,  and  consultant, 
section  of  pediatric  surgery,  Mayo  Clinic, 
Rochester,  Minn.;  and  Dr.  Arnold  Gold, 
Neurological  Institute,  Columbia-Presby- 
terian  Medical  Center,  New  York.  Presen- 
tations by  guest  faculty  will  include  “Ba- 
sic Mechanisms  in  Seizures,”  “Hypotonia 
in  Infants  and  Children,”  “Short  Segment 
Hirschsprung’s  Disease,”  "Subdural  Effu- 
sions and  Hematomas  in  Infancy,”  "Prac- 
tical Management  of  Meningomyeloceles,” 
“Pediatric  Neurologic  Diagnosis  by  In- 
spection,” and  “Headaches  in  Children.” 
Contact:  Dr.  Pat  A.  Cato.  1801  N.  Lamar 
Blvd.,  Austin  78701,  secretary. 


TEXAS  SURGICAL  SOCIETY’S  fall  semi- 
annual meeting  is  planned  for  Oct.  8-10  at 
the  St.  Anthony  Hotel  in  San  Antonio.  Dr. 
William  R.  Waddell,  professor  of  surgery 
at  the  University  of  Colorado  School  of 
Medicine,  Denver,  will  be  guest  speaker. 
“Nerve  Growth  Factor  from  Human  Lipo- 
sarcoma”  and  “Chemotherapy  for  Ad- 
vanced Cancer”  are  topics  of  Dr.  Wad- 
dell’s presentations.  Other  scientific  pa- 
pers to  be  presented  are  “Ossified  Sub- 
dural Hematoma,”  “Soft  Tissue  Sarcomas,” 
"Cardiac  Pacemakers,”  “Blast  Injuries  of 
the  Lung.”  “Scar  Formation  in  the  Burn- 
ed Patient,”  “Common  Duct  Stones,” 
“Chemotherapy  for  Advanced  Cancer,”  and 
“Pancreaticoduodenal  Trauma.”  Contact: 
Dr.  Robb  H.  Rutledge,  901  S.  Lake,  Ft. 
Worth  76104,  secretary. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses  on  p.  39. 
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AMERICAN  COLLEGE  OF  SURGEONS. 
SOUTH  TEXAS  CHAPTER,  will  meet  at 
the  St.  Anthony  Hotel  in  San  Antonio. 
Sept.  21-23.  In  achlition  to  scientific  ami 
business  sessions,  medical  school  urand 
rounds  and  a multi-disciplinary  trauma 
symposium  are  pl.anned.  Guest  speaker.s 
are  Ur.  Vallee  L.  Willman.  professor  an<l 
chairman,  department  of  sur^’ery,  St.  Lou- 
is University  School  of  Medicine,  St.  Lou- 
is. Mo.;  and  Dr.  Ward  O.  Griffen.  Jr., 
professor  and  chairman,  department  of 
surtjery.  University  of  Kentucky  Collette  of 
Medicine,  Lexintcton.  Ky.  Contact;  Dr.  Jay 
Fish,  UT  Metlical  Branch,  Galveston 
TT.'i.lO.  secretary. 

AMERICAN  ELECTROENCEPHALO- 
GRAPHIC  SOCIETY  and  the  American 
Society  of  Electroenceiihalottraiihic  Tech- 
nologists will  hold  their  11172  annual  meet- 
injt.s  at  the  Shamrock  Hilton  Hotel  in  Hous- 
ton. Oct.  12-14.  The  i)ro!;ram  will  feature 
two  symiiosia  on  ei>ilepsy  : one  dealinst  with 
"Recent  Advances  in  Diattnosis  and  Treat- 
ment” and  the  other  concerninK  "Recent 
Advances  in  Membrane  and  Cellular  Mech- 
anisms.” A joint  session  on  the  traininK  of 
the  EEC.  technologist  is  planned,  in  addi- 
tion to  eveninif  workshops,  scientific  and 
commercial  exhibits,  and  a tour  of  NA.^tA 
facilities.  Contact;  M.'irjraret  II.  Heni-y. 
3(13111  Maple  Grove  Rd..  Willoughby  Hills. 
Ohio  4401(4,  executive  secretary. 

AMERICAN  HEART  ASSOCIATION.  TEX- 
A.S  AFFILIATE,  INC.,  will  pre.sent  its  sci- 
entific sessions  Sept.  20-21  in  Houston. 
The  sessions  are  scheduled  at  the  Astro- 
world  Hotel  Convention  Center  and  at 
Baylor  Collette  of  Medicine,  and  will  cover 
myocardial  infarction:  an  overview  of  cor- 
onary heart  disease,  1072:  and  reappraisal 
of  recent  therapeutic  advances  in  cardiol- 
ogy. Session  topics  include  body  imatte. 
family  e.xperience — case  study,  family  ther- 
ai)y.  and  patient  teachintt.  Contact:  Dale 
R.  Strinitfellow,  PO  Box  9928,  Austin 
787fiG,  director  of  projtram. 

AMERICAN  MEDICAL  WRITERS  ASSO- 
CIATION will  hold  its  32nd  annual  meet- 
ing Sept.  20-24  in  Dallas.  "Biomedical 
Communication,  1985”  is  the  theme  of  the 
meeting.  Visual  communication  in  medi- 
cine, the  role  of  the  pharmaceutical  agency 
in  biomedical  communications,  communica- 
tion— how  not  to  do  it,  youth  drug  ward, 
and  recommendations  for  a national  bio- 
communic.ations  network  will  be  discussed. 


Contact:  Charlt'S  B.  Sl.ack,  (.900  Grovt* 
Rd.,  Thorofarc.  NJ  0R343,  executive  offi- 
cer. 

ASSOCIATION  OF  AMERICAN  PHYSI- 
CIANS AND  SURGEONS.  INC.,  has 
themed  its  29th  annual  meeting,  "After  the 
Election  . . . What?"  Which  way  will 

American  medicine  go  after  the  election  is 
the  nuestion  to  be  considered  when  the  As- 
sociation convenes  at  the  Sherat<)n-Fort 
Woi'th  Hotel  in  Fort  Worth  for  its  Oct. 
12-14  meeting.  Features  of  the  program  are 
a session  on  Issues  and  Answers:  Medicine, 
liming  which  a panel  of  experts  will  dis- 
cuss the  Kaiser-Permanente  Health  Plan 
and  HMOs.  Another  panel  session  will 
cover  the  1972  election,  prospects  for  con- 
servatism in  the  major  p:irties.  and  iiost- 
election  prospects  for  medicine.  Contact: 
Frank  K.  Woolley.  2111  Enco  Dr..  Oak 
Brook,  111.  fi0.72I.  executive  director. 

TEXAS  STATE  DEPARTMENT  OF 
HEALTH  has  scheduled  a Seminar  on  Ve- 
nereal Disease.  Sept.  20-21,  in  Dallas.  The 
seminar  will  be  of  interest  to  :ill  health 
professionals,  and  ti  special  symposium  is 
planned  for  physicians.  Contact:  Curtis 
Dickson.  Texas  State  Department  of 
Health.  1100  W.  49th  St.,  Austin  787.70. 


CURRENT  REGIONAL  MEETINGS 

OKLAHOMA  CITY  CLINICAL  SOCIETY 
annnunce.s  its  Fall  Clinical  Conference  to 
be  held  at  the  Skirvin  Hotel,  Oklahoma 
City,  Oct.  2:i-2.7.  Presentations  by  guest 
faculty  will  include  "Cardiac  Revasculari- 
zation,” "Diabetes  -the  Old,  the  Young, 
the  Pregnant.”  and  "Drugs  Use.  Abuse, 
Misuse."  Contact:  Alma  O'Donnell.  001 
Northwest  Expressway,  Oklahoma  City 
73118,  executive  secretary. 

SOUTHERN  PSYCHIATRIC  ASSOCIA- 
TION'S Oct.  1-3  annual  meeting  will  be 
held  at  the  Royal  Sonesta  Hotel  in  New 
Orleans.  Topics  to  be  covereil  are  threats 
to  the  existence  of  American  psychiatry, 
leisure  and  value  patterns  in  middle  and 
old  age.  individual  and  grouii  treatments  ef 
marital  and  sexual  distress,  a psychological 
study  of  suicide  among  physicians,  man- 
agemeTit  of  a high  school  crisis,  matura- 
tional  factors  in  the  transition  toward  :i 
career  commitment,  and  empathy  training 
as  an  initial  step  in  the  learning  of  psycho- 


therapy. Contact:  Annette  .S.  Boutwell,  PO 
Box  10387.  Raleigh,  NC  27C0,5.  executive 
officer. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  has  scheduled  its  1972  con- 
vention and  scientific  assembly  at  the  New 
York  Coliseum,  New  York  City,  Sept.  25- 
28.  Scheduled  during  the  scientific  pro- 
gram are  presentations  on  "Lunar  Man 
and  Teri'estrial  Ecology,”  "Counseling  the 
Adolescent,”  "He.adache,”  "Family  Coun- 
seling,” "Marital  Counseling,"  "Prenatal 
Care:  1972,”  "The  Doctor  in  Court,”  and 
a panel  discussion  on  "The  New  Morality.” 
Guest  speakers  are  Dr.  Alan  C.  Harter. 
Chief,  Medical  Service  Affairs.  Kennedy 
Space  Center.  Fla.:  Dr.  Beverley  Mead. 
Professor  and  Chairman,  Psychiatry  and 
Neurology.  Creighton  University  School  of 
Meilicine,  Omaha:  Dr.  Perry  S.  Mac  Neal. 
Associate  Professor  of  Clinical  Medicine. 
Jefferson  Medical  College  of  Thomas  Jef- 
ferson University,  Philadelphia;  Dr.  Rob- 
ert Taubman.  Associate  Profes.sor  of  Psy- 
chiatry, University  of  Oregon  Medical 
School.  Portland:  Dr.  Kermit  E.  Krantz. 
Chairman.  Department  of  Oh-Gyn,  Uni- 
versity of  Kansas  Meilical  Center.  Kansas 
City,  Ks.:  and  Dr.  D.avid  Reuben,  author 
of  the  book.  Kvert/thivu  You  Ahvavx  Want- 
ed to  Know  About  Sex  But  H'erc  Afraid 
to  Ask.  Also  scheduled  are  thirty  clinical 
seminars  on  a variety  of  topics.  Contact: 
Ro.ger  Tusken,  Volker  Blvd.  at  Brookside. 
Kansas  City.  Mo.  G4112,  executive  director. 

AMERICAN  ACADEMY  OF  PEDIATRICS 
will  stage  its  41st  annual  meeting  at  the 
New  York  Hilton  Hotel  in  New  York  City. 
Oct.  14-19.  Scientific  imiiers  to  be  jiresent- 
ed  during  general  sessions  will  cover  im- 
munizations. school  iirohicms.  what  the 
liediatrician  should  know  about  athei  o- 
selere.sis  and  its  prevention,  and  new  de- 
vcloiiments  in  pediatrics.  Scheduled  are 
section  meetings  on  allerg.v,  anesthesiolog.v, 
cardiology,  child  development,  community 
jiediatrlcs,  diseases  of  the  chest,  military 
pediatrics,  )icdiatric  pharmacology,  surgery, 
and  urology.  Other  features  of  the  meeting 
are  round  table  discussions  on  renal  dis- 
ease, seizures,  diabetes,  and  health  prob- 
lems in  families  of  migrant  workers:  and 
seminars  on  the  newborn  and  premature, 
infectious  diseases  and  antimicrobials,  nu- 
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TEXA.f  MEDICINE 


Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HCl 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCl 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCl 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 
Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable, 
if  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 

dosage,  please  see  full  prescribing 

information. 


GEIGY  Pharmaceuticals  g 

Division  of 

CIBA-GEIGY  Corporation  5 

Ardsley,  New  York  10502 


Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you Ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy; 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  - even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


brand  of 


(as  hydrochloride) 


a new  outlook  in 

dnonic 
pain 

^ of  moderate  to  severe  intensity 


Contraindications : Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure-may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difflculty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS)  ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  signiflcant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.CYmica.l  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 


50  mg.  Tablets 


Tahvin' 


brand  of  • 

pentazocine 


(as  hydrochloride) 


the  long-range  analgesic 


trition,  genetics  and  genetic  counseling, 
and  psychiatry  and  child  health  in  rural 
America.  Contact:  Dr.  Robert  G.  Frazier, 
1801  Hinman  Ave.,  Evanston,  111.  60204, 
executive  director. 

AMERICAN  ASSOCIATION  FOR  LABOR- 
ATORY ANIMAL  SCIENCE,  meeting  in 
St.  Louis,  Oct.  15-20,  will  study  disease 
recognition,  prevention,  and  control  in  a 
wide  variety  of  studies  in  biomedical  sci- 
ence. Emphasis  also  will  be  placed  on  high 
quality  care  for  laboratory  animals.  Sub- 
jects to  be  covered  in  pathology  sessions 
range  from  cancer  to  quarantine.  Contact: 
Joseph  J.  Garvey,  PO  Box  10,  Joliet,  111. 
60484,  executive  secretary. 

AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  INC.,  will  meet  Oct.  17-21 
in  Phoenix.  “Flight  to  the  Future”  is  the 
theme  of  the  1972  convention,  which  will 
feature  a lecture  on  “Acupuncture  and 
Body  Energy”  by  Dr.  William  A.  McGarey, 
Phoenix  general  practitioner.  Also  sched- 
uled are  special  interest  sessions  on  derma- 
tology, rheumatology,  anesthesiology,  neu- 
rology, cardiology,  pulmonary-respiratory, 
and  endocrinology  and  metabolic  diseases. 
“The  Medical  Assistant  and  the  Law,” 
“The  Medical  Assistant  in  the  Community,” 
and  “The  Clinical  Assistant  in  Physical 
Therapy”  will  be  discussed  during  the  edu- 
cation session.  Contact:  Dene  R.  Murray, 
One  East  Wacker  Dr.,  Chicago  60601,  ex- 
ecutive director. 

i^ERICAN  CANCER  SOCIETY  and  Na- 
tional Cancer  Institute  announce  the  Sev- 
enth National  Cancer  Conference,  to  be 
held  at  the  Biltmore  Hotel  in  Los  Angeles, 
Sept.  27-29.  The  program  will  include  dis- 
cussions on  genetics  and  the  cancer  cell, 
chemotherapy,  head  and  neck  cancer,  fe- 
male pelvic  cancer,  breast  cancer,  leuke- 
mia, lymphomas,  viral  and  chemical  car- 
cinogenesis, surgery,  radiotherapy,  gastro- 
intestinal cancer,  tumors  of  the  endocrine 
glands,  skin  cancer,  childhood  cancer,  epi- 
demiology, lung  cancer,  genitourinary  can- 
cer, cancer  of  the  central  nervous  system, 
bone  and  soft-tissue  sarcomas,  and  reha- 
bilitation of  the  cancer  patient.  Contact: 
Dr.  Sidney  L.  Arje,  219  E.  42nd  St.,  New 
York  10017, 

AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS’ 38th  annual  scientific  assembly 


in  Denver,  Oct.  23-26,  will  feature  worlc- 
shops,  sjfmposia,  guest  lectures,  fireside 
conferences,  tutorial  sessions,  and  presen- 
tation of  86  scientific  papers.  Also  sched- 
uled are  clinic  visits  to  hospitals  and 
teaching  centers  in  Denver.  Symposia  top- 
ics are  diagnosis  of  early  airway  disease, 
reversible  obstructive  disease  (asthma),  and 
cardiopulmonary  response  to  high  altitude. 
Scientific  papers  will  cover  arrhythmias 
and  pharmacologic  topics,  thoracic  and 
cardiovascular  surgery,  cardiovascular  func- 
tion and  dysfunction,  diagnostic  techniques 
and  physiologic  monitoring,  obstructive 
lung  disease,  and  pulmonary  topics.  Con- 
tact: Dr.  Alfred  Soffer,  112  E.  Chestnut, 
Chicago  60611,  executive  director. 

AMERICAN  COLLEGE  OF  SURGEONS, 
meeting  in  San  Francisco  Oct.  2-6,  has 
planned  a program  to  include  16  postgrad- 
uate courses ; more  than  250  research-in- 
progress  reports ; 50  panel  discussions  and 
symposia  in  general  surgery  and  the  surgi- 
cal specialties ; seven  operative  telecasts 
from  San  Francisco  General  Hospital ; spe- 
cial sessions  in  cancer,  trauma,  surgical 
education,  operating  room  environment,  and 
international  relations ; “What’s  New  in 
Surgery”  resume  ; a Correlative  Clinic,  with 
case  studies  showing  the  value  of  close  co- 
operation between  general  surgery,  the  var- 
ious surgical  specialties  and  other  disci- 
plines: some  450  scientific  and  industrial 
exhibits ; and  approximately  100  films  and 
cine  clinics.  Headquarters  for  the  58th  an- 
nual Clinical  Congress  will  be  the  Fairmont 
Hotel.  Contact:  C.  Rollins  Hanlon,  55  E. 
Erie  St.,  Chicago  60611,  director. 

AMERICAN  FRACTURE  ASSOCIATION 
will  meet  in  San  Francisco,  Oct.  7-9.  Dur- 
ing the  scientific  program,  a memorial  lec- 
ture on  “Injuries  of  Forearm  and  Hand” 
^vill  be  delivered.  Other  scientific  presen- 
tations will  be  “Muscle  Pedical  Graft 
Treatment  of  Transcervical  Fractures  of 
tbe  Femur,”  "Diagnosis  and  Treatment  of 
Tibial  Plateau  Fractures,”  “Antibiotic 
Therapy  for  Open  Fractures,”  “Soft  Tissue 
Injuries  of  the  Shoulder,”  “Fractures  and 
Subsequent  Lesions  of  the  Hip,”  “Phalan- 
geal Fractures  in  Children,”  and  “Athletic 
Injuries.”  Also  scheduled  during  the  meet- 
ing is  an  X-Ray  Forum,  an  open  discus- 
sion period  to  be  held  each  morning.  Con- 
tact: Dr.  H.  W.  Wellmerling,  600  Liv- 
ingston Bldg.,  Bloomington,  111.  61701,  ex- 
ecutive secretary. 


AMERICAN  MEDICAL  ASSOCIATION 
will  sponsor  an  Air  Pollution  Medical  Re- 
search Conference  Oct.  2-3  at  Chicago’s 
Drake  Hotel.  Scientific  papers  will  report 
on  current  medical  research  into  the  im- 
pact of  pollutants  in  the  air  on  human 
health.  The  conference  will  include  sessions 
on  familial  and  inherited  response  to  air 
pollution,  air  pollution  and  human  illness, 
health  effects  research,  and  epidemiology. 
A lecture  on  Relationship  of  Respiratory 
Symptoms  in  Twins  to  Residence-Associ- 
ated Air  Pollution  and  Other  Factors”  will 
be  delivered  by  Dr.  Rune  Cederlof  (PhD), 
Karolinska  Institute,  Stockholm.  Other 
speakers  and  their  topics  will  be  Dr.  Nor- 
ton Nelson  (PhD),  New  York  University 
Medical  Center.  New  York  City,  “Changing 
Patterns  of  Air  Pollution,  Implications  for 
Health  Research  : and  F.  B.  Benson,  Na- 
tional Environmental  Research  Center,  Re- 
search Triangle  Park,  NC,  “Surveillance 
of  Air  Quality:  A Basic  Requirement  for 
Health  Effects  Studies.”  Contact:  Depart- 
ment of  Environmental,  Public,  and  Occu- 
pational Health,  AMA,  535  N.  Dearborn 
St.,  Chicago.  111.  60610. 


AMERICAN  RHINOLOGIC  SOCIETY’S 
18th  annual  meeting  is  scheduled  for  Sept. 
22  at  the  New  Orleans/Marriott.  Problems 
of  breathing  in  space,  underwater,  and  in 
earth  atmosphere;  the  nose  and  the  envi- 
ronment: and  progress  in  nasal  surgery 
and  other  topics  will  be  covered  during 
the  meeting.  Contact:  Dr.  George  H. 
Drumheller,  530  Hawthorne  Place,  Chi- 
cago 60657,  secretary. 


ASSOCIATION  OF  LIFE  INSURANCE 
MEDICAL  DIRECTORS  OF  AMERICA  has 
planned  its  81st  annual  meeting  for  Oct. 
16-18  at  the  Royal  Sonesta  Hotel  in  New 
Orleans.  Actuarial  aspects  of  underwriting 
the  substandard  health  insurance  risk, 
health  care  delivery  and  the  payment  sys- 
tem, and  national  health  legislation  will  be 
discussed.  Scientific  presentations  will  in- 
clude “Clinical  Spirometry  in  Chronic  Air- 
way Obstruction,”  “A  Critical  Review  of 
Lipoprotein  Electrophoresis  and  Phenotyp- 
ing,”  and  “Prostaglandins : Their  Patho- 
physiological Roles  and  Therapeutic  Appli- 
cations.” Contact:  Dr.  Arthur  E.  Brown, 
PO  Box  333,  Boston,  Mass.  02117,  secre- 
tary. 
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MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  SEPTEMBER 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sept.  26-29,  1972.  Dr.  C. 
M.  Kos,  16  Second  St.,  SW,  Rochester,  Minn.  66901,  Exec. 
Sec. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4,  1972.  John  W.  Andes,  616  Busse 
Highway,  Park  Ridge,  111,  60068,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Ama- 
rillo, Sept.  23,  1972.  Carlie  Umphres,  PO  Box  3276,  Ama- 
rillo 79106,  Exec.  Sec. 


ALSO  IN  OCTOBER 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Canada,  Oct.  15-21,  1972.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  Exec.  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco, 
Oct,  29-Nov.  2,  1972,  Dr.  C,  Gordon  Watson,  211  E.  Chi- 
cago Ave,,  Chicago  60611,  Exec,  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans, 
Oct.  9-13,  1972.  Robert  M.  Crum,  620  North  Michigan 
Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  HUMANE  ASSOCIATION,  Colorado 
Springs,  Oct.  8-12,  1972.  Rutherford  T.  Phillips,  PO  Box 
1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans,  Oct.  16-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec,  Dir. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Washington, 
DC,  Oct.  3-6,  1972.  Dr.  Ted  F.  Leigh,  Emory  University 
Clinic,  Atlanta  30322,  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
San  Francisco,  Oct.  13-21,  1972.  Dr.  George  F.  Steven- 
son. 2100  W.  Harrison  St.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Las  Vegas,  Oct.  19-23,  1972. 
Dallas  F.  Whaley,  29  E.  Madison,  Suite  812,  Chicago 
60602,  Exec.  Dir. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Ft.  Worth,  October, 
1972,  W.  E.  Russell.  4429  N.  Central  Expressway,  Dallas 
76205,  Exec.  Dir. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES.  Austin.  Oct,  13-14,  1972.  Betty  J. 
Anderson,  1012  State  Office  Bldg.,  Austin  78701,  Exec. 
Sec. 


NOVEMBER 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, San  Francisco,  Nov.  8-10,  1972.  Arthur  E. 
Auer,  241  E.  Saginaw,  East  Lansing,  Mich.  48823, 
Exec.  Dir. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov.  16- 
20,  1972.  Dr.  James  M.  Hundley,  44  East  23rd  St.,  New 
York  10010,  Exec.  Dir. 


AMERICAN  MEDICAL  ASSOCIATION,  clinical  conven- 
tion, Cincinnati,  Nov.  26-29,  1972.  AMA,  636  N.  Dear- 
born St.,  Chicago  60610. 

AMERICAN  MEDICAL  WOMENS  ASSOCIATION,  Co- 
lumbus, Nov.  11-14,  1972.  Gertrude  F.  Conroy,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Atlan- 
tic City,  Nov.  12-17,  1972.  Dr.  James  R.  Kimmey,  1740 
Broadway,  New  York  10019,  Exec.  Dr. 

AMERICAN  SOCIETY  OF  CLINICAL  HYPNOSIS,  San 
Diego,  Nov.  1-5,  1972.  F.  D.  Nowlin,  800  Washington 
Ave.,  SE,  Minneapolis  66414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  New  Orleans. 
Nov.  1-4,  1972.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr., 
Philadelphia  19119,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Miami,  Nov.  2-6,  1972.  Dr.  John  A.  D.  Cooper,  One  Du- 
pont Circle,  Washington,  DC  20036,  Pres. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  San  Di- 
ego, Nov.  12-16,  1972.  Karl  Nystrom,  1616  N.  Lake  Shore 
Dr.,  Chicago  60610,  Adm.  Dir. 

INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIA- 
TION OF  NORTH  AMERICA,  Washington,  DC,  Nov. 
13-16,  1972.  Dr.  Alton  Ochsner,  PO  Box  6446,  Madison, 
Wise.  53705,  Prog.  Chrmn. 

■ KIDNEY  FOUNDATION  OF  HOUSTON  AND  THE 
GREATER  GULF  COAST,  Symposium  on  Management 
of  Renal  Disease — 1972,  Houston,  Nov.  10-11.  1972.  Dr.  G. 
Eknoyan,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston  77025. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Guad- 
alajara, Nov.  8-12,  1972.  Virginia  E.  Bryant,  333  W. 
Thomas  Rd.,  No.  207,  Phoenix,  36013. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA. 
Chicago,  Nov,  26-Dec.  1,  1972.  Adele  Swenson,  713  E, 
Genesee  St.,  Syracuse,  NY  13210,  Exec.  Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov.  13-16,  1972.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  36206,  Exec.  Dir. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Nov.  30-Dec.  2,  1972.  Dr.  Dennis  J.  Factor.  1317  N. 
Washington.  Dallas  76204,  Chrmn.,  Regis.  & Pub.  Rela. 
Comm. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dal- 
las. Nov.  30.  1972.  Dr.  Tom  W.  Duke,  PO  Box  3460, 
Amarillo  79106,  Sec.-Treas. 

TEXAS  DERMATOLOGICAL  SOCIETY,  New  Orleans, 
Nov.  11-14,  1972.  Dr.  Eugene  P.  Schoch,  Jr.,  3A  Medi- 
cal Arts  Sq.,  Austin  78706,  Sec. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  2-7,  1972.  Dorothy  P.  Compton,  2260 
NW  Flanders  St.,  Portland,  Ore.  97210,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PHYCHOANALYSIS,  New 
York  City,  Dec.  8-10,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 
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AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Las  Vegas,  Dec.  3-6,  1972.  Winfield  Singletary, 
3664  9th  St.,  Riverside,  Calif.  92601,  Exec.  Sec. 

■ ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES.  San  Antonio.  Dec.  10-14,  1972.  RADM 
Walter  Welham,  MC  USN  Ret.,  8502  Connecticut  Ave., 
Chevy  Chase,  Md.  20016,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  4-6,  1972.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC  27706,  Sec. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  Dal- 
las. Dec.  2,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Austin.  Dec.  11-13,  1972.  Dr.  M.  H.  Crabb.  1612  Summit 
Ave.,  Suite  303,  Ft.  Worth  76102,  Sec. 


1973 

JANUARY 

■ TEXAS  MEDIC.\L  ASSOCIATION,  Austin,  Jan.  19- 
21,  1973.  C.  Lincoln  Willisfon,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Galveston. 
Jan.  26-27,  1973.  Dr.  James  C.  Stinson,  Scott  and  White 
Clinic,  Temple  76501,  Sec.-Treas. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  Washington, 
DC,  Feb.  10-14,  1973.  James  O.  Kelley,  225  E.  Michigan 
St.,  Milwaukee  63202,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas,  Feb.  1-6,  1973.  Dr.  C.  V.  Heck, 
430  N.  Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  Washington,  DC,  Feb.  24-27,  1973. 
Dr,  A,  J,  French,  Dept,  of  Pathology,  University  of 
Michigan  Medical  School,  Ann  Arbor  48104,  Sec. 

AMERICAN  COLLEGE  OF  CARDIOLOGY.  San  Fran- 
cisco, Feb.  14-18,  1973.  William  D.  Nelligan,  9660  Rock- 
ville Pike,  Bethesda,  Md.  20014,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  EMERGEINCY  PHYSI- 
CIANS, Las  Vegas,  February  1973.  Arthur  E.  Auer,  241 
E.  Saginaw  St.,  East  Lansing,  Mich.  48823,  Exec.  Dir. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY.  San  Antonio. 
Feb.  16,  1973.  S.  E.  Cockrell,  Jr.,  202  W.  French  PI., 
San  Antonio  78212,  Exec.  Officer. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Feb.  16-16,  1973. 
S.  E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Miami  Beach,  Feb.  25-March  3,  1973.  Dr.  John  G.  Bel- 
lows, 30  N.  Michigan  Ave.,  Chicago  60602,  Exec.  Sec. 


■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas, 
Feb.  18.  1973.  Robert  E.  Monroe,  1117  W.  42nd  St.,  Aus- 
tin  78756,  Exec.  Sec.-Treas. 


MARCH 


AMERICAN  CANCER  SOCIETY,  First  National  Con- 
ference on  Urologic  Cancer,  Washington,  DC,  March 
29-31,  1973.  Dr.  Sidney  L.  Arje,  219  E.  42nd  St.,  New 
York  10017. 


AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS 
Hawaii.  March  16-25,  1973.  Dr.  Blaise  F.  Alfano,  676 
Mam  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 


UK  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS,  New  Orleans.  March  22- 
23,  1973.  Elaine  Galasso,  1718  Gallagher  Rd.,  Norristown 
Pa.  19401,  Exec,  Sec. 


■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  12-14,  1973.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76201,  Exec.  Officer. 


NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
New  Orleans,  March  19-22,  1973.  Frances  W.  Shumaker,’ 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 


SOCIETY  OF  NUCLEAR  MEDICINE,  SOUTHWEST- 
ERN CHAPTER,  New  Orleans,  March  16-18,  1973.  Dr. 
Thomas  P.  Haynie,  6723  Bertner,  Houston  77026,  Sec. 


■ AbbuuiAllUN  OF  OBSTETRICIANS  AND 

GYNECOLOGISTS,  Austin,  March  16-17,  1973.  Dr.  Den- 
nis M.  Voulgaris,  2100  N.  Fulton  St.,  Wharton  77488 
Sec. 


■ TEXAS  RADIOLOGICAL  SOCIETY,  Ft.  Worth 
March  2-3,  1973.  Dr.  Frederick  J.  Bonte,  5323  Harry 
Hines  Blvd.,  Dallas  76235,  Prog.  Chrmn. 


APRIL 


Aiviji/KiuAiN  auaujiimIl  of  facial  plastic  AND 
RECONSTRUCTIVE  SURGERY,  St.  Louis.  April  3-5, 
1973.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St.  Dur- 
ham, NC  27701,  Sec. 


AMERICAN  ACADEMY  OF  NEUROLOGY.  Boston, 
April  23-28,  1973.  Stanley  A.  Nelson,  4005  W.  65th  St., 
Minneapolis  56436,  Exec.  Sec. 


AMERICAN  ASSOCIATION  OF  ANATOMISTS  New 
York  City,  April  9-12,  1973.  Dr.  John  E.  Pauly,  Univer- 
sity of  Arkansas  School  of  Medicine,  Little  Rock  72201, 
Sec. 


■ AMERICAN  ASSOCIATION  OF  PLANNED  PAR- 
ENTHOOD PHYSICIANS,  Houston,  April  11-14,  1973. 
Richard  A.  Ferguson,  3601  Fannin  St.,  Houston’ 77004, 
Exec.  Dir. 

■ AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Dallas,  April  30-May  2,  1973.  William  T.  Ma- 
loney. 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Atlanta, 
April  7-12,  1973.  Dr.  John  D.  Gillaspie,  2141  14th  St., 
Boulder,  Colo.  80302,  Exec.  Sec. 
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Contact  your  local  agent,  or 
Russell  Grace  Insurance 
2304  West  7th  Street  • Ft.  Worth,  Texas  76107 
(817)  332-9269  or 


SECURITY  SINCE  1912 


GASUAITV INOEMNIJY  EXUHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier 
that  won’t  fade 
when  troubi 
conies. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with  inno- 
vations and  new  developments  in  this  clouded,  sensitive  area  of  liability 
protection.  And  the  one  that  doesn’t  talk  malpractice  coverage  just  to 
get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Texas  doctors  need  is  Casualty  Indemnity  Exchange,  the  car- 
ierthat  in  1968  pioneered  the  modern  approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY  in  the  market. 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


NEUROLOGY:  The  University  of  Texas 
Medical  School  at  San  Antonio  an- 
nounces its  course,  “Neurology  for  the 
Practicing  Physician,”  scheduled  for 
eight  consecutive  Wednesdays,  Oct.  4- 
Nov.  22.  The  fundamentals  of  the  neu- 
rologic examination  and  methodology 
in  neurologic  diagnosis  and  differential 
diagnosis  will  be  reviewed.  Neurologic 
problems  commonly  encountered  by 
either  the  family  physician  or  internist 
will  be  emphasized,  and  newer  ap- 
proaches to  laboratory  procedures  and 
treatment  in  nervous  system  disorders 
will  be  discussed. 

The  course  is  acceptable  for  16  pre- 
scribed hours  by  AAFP  and  is  credit- 
able for  16  hours  in  Category  1 for  the 
AMA  Physician's  Recognition  Award. 
Contact:  Office  of  Clinical  Affairs,  UT 
Medical  School  at  San  Antonio,  7703 
Floyd  Curl  Dr.,  San  Antonio  78229. 


ELECTROCARDIOGRAPHY:  A basic 

course  in  EKG  interpretation  for  the 
practicing  physician  is  scheduled  for 
Oct.  4-Dec.  13  (consecutive  Wednes- 
days except  Nov.  15),  at  UT  Medical 
School  at  San  Antonio.  The  fundamen- 
tal electrophysiology  leading  to  com- 
mon electrocardiographic  patterns  in 
normal  and  abnormal  states  will  be 
presented.  Clinical  situations  will  be 
correlated  with  abnormal  patterns.  This 
course  is  especially  recommended  for 
family  physicians  and  internists  who 
have  had  little  or  no  background  in 
electrocardiography.  Enrollment  fee  is 
$75.  The  program  is  acceptable  for  20 
prescribed  hours  by  AAFP  and  is  credit- 
able for  20  hours  in  Category  1 for  the 
AMA  Physician’s  Recognition  Award. 
Contact:  Office  of  Clinical  Affairs,  UT 
Medical  School  at  San  Antonio,  7703 
Floyd  Curl  Dr.,  San  Antonio  78229. 

OBSTETRICS  AND  GYNECOLOGY:  A 

course  providing  an  intense  review  of 
the  diseases  of  the  vulva  and  vagina 
will  be  presented  by  the  Division  of 
Continuing  Education,  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 


ton, in  collaboration  with  the  Depart- 
ment of  Obstetrics  and  Gynecology  at 
Baylor  College  of  Medicine.  The  course 
will  be  held  Oct.  25-27  in  Houston  and 
will  include  a brief  review  of  the  basic 
pathology  and  management  of  a se- 
lected group  of  diseases  of  the  vulva 
and  vagina,  and  in-depth  discussions 
of  important  diseases  such  as  leuko- 
plakia, herpes  genitalis,  and  viruses  in 
cancer. 

Registration  fee  is  $85.  For  more 
information  write  The  Office  of  the 
Dean,  Division  of  Continuing  Education, 
UT  Graduate  School  of  Biomedical  Sci- 
ences at  Houston,  PO  Box  20367, 
Houston  77025. 


NUTRITION  AND  GASTROENTEROL- 
OGY: Baylor  College  of  Medicine,  De- 
partment of  Pediatrics  and  Section  of 
Nutrition  and  Gastroenterology,  an- 
nounce that  a pediatric  postgraduate 
symposium  on  “Pediatric  Nutrition  and 
Gastroenterology”  will  be  held  Oct.  26- 
28  in  Houston.  Information  may  be  ob- 
tained from  Dr.  George  D.  Ferry,  6624 
Fannin  St.,  Houston  77025. 

NEOPLASIA  OF  HEAD  AND  NECK:  This 
is  the  subject  of  UT  M.  D.  Anderson 
Hospital  and  Tumor  Institute’s  17th 
Annual  Clinical  Conference  scheduled 
for  Nov.  2-3  at  the  Shamrock  Hilton 
Hotel  in  Houston.  Cosponsoring  the 
Conference  are  the  Division  of  Continu- 
ing Education,  UT  Graduate  School  of 
Biomedical  Sciences  at  Houston,  and 
American  Cancer  Society,  Inc.  Topics 
to  be  presented  are  “A  Review  of  Can- 
cer Treatment  for  Neoplasms  of  the 
Head  and  Neck,”  “Angiography  in  Neo- 
plasms of  the  Head  and  Neck,”  “Role 
of  the  Oral  Surgeon  in  the  Diagnosis  of 
Head  and  Neck  Cancer,”  and  “The 
Changing  Treatment  of  Rhabdomyosar- 
coma in  Children.”  Panel  sessions  will 
be  devoted  to  larynx,  oral  cavity,  and 
oropharynx  and  hypopharynx. 

The  Fifth  Annual  Special  Pathology 
Program,  “Tumors  of  the  Head  and 
Neck:  Clinical  Pathologic  Discussion  of 


Cases  Illustrating  Interaction  of  Diag- 
nosis and  Choice  of  Therapy,”  is  sched- 
uled for  Nov.  4.  The  Department  of 
Anatomical  Pathology  at  UT  M.  D.  An- 
derson and  the  Texas  Society  of  Path- 
ologists will  sponsor  the  program, 
which  will  stress  case  histories  of  pa- 
tients with  odontogenic  lesions  and  tu- 
mors of  the  salivary  glands,  nasal  cav- 
ity, soft  tissues,  and  jaw. 

The  Conference  is  acceptable  for  12 
prescribed  hours  by  the  AAFP;  there  is 
no  tuition  charge.  Inquiries  may  be  di- 
rected to  Mrs.  Jane  Brandenberger,  In- 
formation Coordinator,  UT  M.  D.  An- 
derson Hospital  and  Tumor  Institute, 
Texas  Medical  Center,  Houston  77025. 

NEUROMUSCULAR  DISEASES:  Nov.  6 8 
are  the  dates  for  a course  in  Neuro- 
muscular Diseases,  sponsored  by  the 
Veterans  Administration  Hospital  with 
the  cooperation  of  Baylor  College  of 
Medicine  and  the  National  Institutes  of 
Health.  The  course  will  take  place  in 
Houston  at  the  Shamrock  Hilton  Hotel. 
There  is  no  registration  fee  and  the 
course  is  open  to  all  physicians.  For 
more  information,  write  to  Dr.  William 
P.  Blocker,  Jr.,  Chief,  PM&S  Service, 
VA  Hospital,  2002  Holcombe  Blvd., 
Houston  77031. 


RENAL  DISEASE:  “Management  of  Re- 
nal Disease — 1972”  is  the  title  of  a 
symposium  being  sponsored  by  the 
Kidney  Foundation  of  Houston  and  the 
Greater  Gulf  Coast  at  the  Astroworld 
Hotel  in  Houston,  Nov.  10-11.  Sessions 
will  be  devoted  to  diuretics,  hyperten- 
sion, and  kidney  function  tests.  Baylor 
College  of  Medicine  faculty  will  parti- 
cipate in  the  symposium,  in  addition  to 
Dr.  Roscoe  R.  Robinson,  professor  of 
medicine  and  director,  division  of  neph- 
rology, Duke  University  Medical  Center, 
Durham,  NC. 

Registration  fee  for  physicians  is 
$15.  The  course  is  acceptable  for  9 pre- 
scribed hours  by  the  AAFP.  Contact:  Dr. 
G.  Eknoyan,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston  77025. 
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It  gets  you  in. 
And  out.  Faster. 

When  you’re  admitted  to  a 
hospital,  there’s  a certain  amount  of 
information  they  must  have.  Like,  who 
your  doctor  is,  who  your  insurance  is  with, 
how  much  coverage  you  have,  the  policy 
number,  group  number,  your  name, 
address,  etc.,  etc.,  etc. 

At  Blue  Cross/Blue  Shield 
we’ve  found  a way  to  help  hospitals  get 
this  information  faster.  It’s  our  ID  card.  It 
has  the  vital  information  a hospital  needs 
to  know  about  you  and  your  insurance. 

Our  ID  card  helps  hospitals, 
doctors,  nurses,  so  they  can  help  you 
sooner. 

People  helping  people.  That’s 
Blue  Cross/Blue  Shield. 


BLUE  CROSS 

CROUP  HOSPITAL  SERVICE.  INC. 


BLUE  SHIELD" 

(fi)  CROUP  LIFE  « HEALTH  INSURANCE  COMPANY 


Main  at  North  Central  Expressway,  Dallas,  Texas  75222 


* American  Hospital  Association 
®'  National  Association  ot  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

JAMES  T.  KILDUFF,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D,,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.AjC.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  THE 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 

AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 386-8681  1217  West  Cannon 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


336-8627 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

G«neral  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  Li.  Travis,  M.D. 

J.  S.  0’Heu«,  M.D. 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

R.  K.  Willms,  M.D. 

J.  T.  Scogln,  M.D. 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

Orthopedic  Surgery: 

Mary  A.  Bone»  M.D. 

J«  A.  Armstrong,  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

Radiology  and  Radioactive  Isotopes: 

Urology: 

Pathology: 

Harbert  Daveni>ort,  Jr.»  M.D. 

L.  W.  Ralston,  M.D. 

H.  F.  Rives.  M.D. 

Anesthesiology: 

J.  G.  Casey 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 
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TEXAS  MEDICINE 


THYROID-FUNCTION  TESTS 
ARE  USEFUL  IN 
MONITORING  SYNTHROID’ 

(sodium  levottyroxine)  THEI^Y 


■ No  calculations  are  needed,  test  interpretation  is  simple 

■ P.B.I.,  T4  by  Column,  Murphy-Pattee,  Free  Thyroxine  are  all 
useful  in  monitoring  patients  on  T4  because  they  all  measure  T4 

■ SYNTHROID  patients  are  thereby  easy  to  monitor  because  their 
test  results  will  fall  within  predictable,  elevated  test  ranges 

■ Of  course,  clinical  assessment  is  the  best  criterion  of  the 
thyroid  status  of  the  drug-treated  patient 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 

0.7-2.5 

nanograms  % 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-11  meg  % 

Synthroid' 

(sodium  levothyroxine) 


Qlipose 
die  Smoodi 
^8$ 


...to  tffyroid  replacemetit  ttierapy' 


See  reverse  side  for  Prescribing  Information. 


(sodium  levothyroxine) 


brand  of  Sodium  Levothyroxine,  U.S.P.  • Synthroid  Tablets  — for  oral  administration  • Synthroid  for  Injection  -for  parenteral  administration 


SYNTHROID  Tablets  and  SYNTHROID  for  Injection  contain  synthetic  crystal- 
line sodium  levothyroxine.  L-thyroxine  is  the  metabolically  active  isomer  secreted 
by  the  thyroid  gland  and  is  approximately  twice  as  active  as  the  racemic  (DL-) 
form.  For  purposes  of  comparison,  0.1  mg.  of  SYNTHROID  (sodium  levothyroxine) 
elicits  a clinical  respo.ise  approximately  equal  to  that  produced  by  one  grain  (65 
mg.)  of  desiccated  Thyroid,  U.S.P.  SYNTHROID  (sodium  levothyroxine)  simulates 
endogenous  thyroxine  in  its  gradual,  sustained  effect— an  irnportant  consideration 
from  the  standpoint  of  maintenance— and  in  its  high  specificity  for  serum-thyrox- 
ine-binding protein.  In  contrast  to  desiccated  thyroid  and  thyroglobulin,  each 
dose  of  SYNTHROID  (sodium  levothyroxine)  is  uniform  in  hormone  content,  thus 
avoiding  fluctuation  in  biologic  potency  and  consequent  treatment  problems. 
SYNTHROID  (sodium  levothyroxine)  permits  maximal  toleration  because  of  its 
complete  freedom  from  potentially  allergenic  protein  substances. 


Sodium  Levothyroxine 


Pharmacology:  SYNTHROID  (sodium  levothyroxine)  acts,  as  does  endogenous 
thyroxine,  to  stimulate  metabolism,  growth,  development  and  differentiation  of 
tissues.  It  increases  the  rate  of  energy  exchange,  and  increases  the  maturation 
rate  of  the  epiphyses.  Sodium  levothyroxine  is  absorbed  rapidly  from  the  gastro- 
intestinal tract  after  oral  administration;  following  absorption,  the  compound 
becomes  bound  to  the  serum  alpha  globulin  fraction.  Accurate  determination  of 
either  the  PBI  (protein-bound-iodine)  or  other  appropriate  tests  may  serve  as  a 
useful  index  of  therapeutic  response  to  SYNTHROID  (sodium  levothyroxine) 
therapy  because  of  its  affinity  for  serum  proteins.  The  mean  half-time  of  levo- 
thyroxine turnover  is  reported  to  be  6.5  days  as  measured  by  disappearance  of 
radio-iodine  (I'^i)  labeled  levothyroxine  from  the  serum  in  euthyroid  subjects. 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  excessive  radiation,  or  anti-thy- 
roid drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  pregnancy, 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple 
(non-toxic)  goiter,  and  reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  is  Indicated  for  intravenous  use 
in  myxedematous  coma  and  other  thyroid  dysfunctions  where  rapid  replacement 
of  the  hormone  is  required.  The  injection  is  also  indicated  for  intramuscular  use 
in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing  con- 
ditions or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  of  SYNTHROID 
(sodium  levothyroxine)  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting,  and  continued  weight  loss.  While  these  effects  may  begin 
after  four  to  five  days,  they  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  therefore  be  kept  under  close  observation  for 
signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear,  the  medication 
should  be  discontinued  for  two  to  six  days  and  then  resumed  at  a lower  level. 
Signs  of  optimal  thyroid  function  will  establish  the  proper  maintenance  dose. 

The  severity  of  diabetes  may  be  reduced  by  hypothyroidism,  and  the  require- 
ment for  insulin  is  often  lowered. Therefore,  patients  with  diabetes  mellitus  should 
be  observed  closely  for  possible  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements. 

If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  such  as  Addison's 
disease  (chronic  adrenocortical  insufficiency),  Simmond’s  disease  (panhypopi- 
tuitarism), or  Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (sodium  levothyroxine)  administration. 
The  patient's  progress  during  thyroid  treatment  must  be  observed  carefully  and 
regularly  for  evidence  of  the  development  of  any  of  these  conditions. 

Caution  must  be  exercised  in  the  administration  of  this  drug  to  patients  with 
cardiovascular  disease;  development  of  chest  pains  or  other  aggravation  of  the 
cardiovascular  disease  requires  a reduction  of  dosage. 

Contraindications:  SYNTHROID  (sodium  levothyroxine)  therapy  is  contraindi- 
cated in  thyrotoxicosis  and  acute  myocardial  infarction. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyroxine)  therapy  are  slow 
in  being  manifested.  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  in- 
creases in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed  by  a more  grad- 
ual adjustment  upward  will  result  in  a more  accurate  indication  of  the  patient's 
dosage  requirements  without  the  appearance  of  side  effects. 

Dosage  and  administration:  The  importance  of  careful  diagnosis  of  hypothyroid- 
ism must  always  be  considered,  despite  the  fact  that  symptomatically  the  condi- 
tion is  one  of  the  most  clear-cut  of  endocrine  disorders.  Diagnosis  should  include 
laboratory  testing  of  basal  metabolic  rate,  serum  PBI,  and  other  tests  for  thyroid 
function  to  support  clinical  signs  of  thyroid  hypofunction. 

Treatment  of  hypothyroidism  requires  replacement  of  thyroid  hormone  in  daily 
amounts  adequate  for  maintaining  normal  metabolism.  Reliable  laboratory  mea- 
surements and  good  clinical  judgment  will  determine  the  daily  dose  required  to 
achieve  the  goal  of  therapy.  The  correct  concentration  of  thyroxine  is  essential 
for  the  health  of  all  tissues;  overdosage  may  lead  to  thyrotoxicosis  medicamen- 
tosa, while  underdosage  permits  the  continuation  of  the  hormonal  deficiency. 


Treatment  can  be  guided  by  the  serum  PBI  level  (the  normal  range  in  males  is  r 
4.5  to  7.5  mcg%;  in  females,  5.5  to  8.5  mog%)  produced  after  a few  weeks  by  -s 

the  daily  dose  of  thyroxine  administered.  A PBI  level  below  5 mcg%  may  indicate  j 

the  need  for  a larger  dose  of  thyroxine.  PBI  levels  are  not  absolute  indicators  of  j 

the  thyroid  state,  however.  In  patients  made  euthyroid  with  SYNTHROID  (sodium  ^ 

levothyroxine).  it  is  not  unusual  to  find  PBI  levels  of  8 to  10  mcg%.  Levothyroxine 
has  a high  binding  capacity  for  serum  proteins  in  contrast  to  other  thyroid  medi- 
caments which  may  contain  varying  amounts  of  L-triiodothyronine  which  has  a 
low  binding  capacity. 

In  adult  myxedema  (when  the  PBI  is  often  as  low  as  2.5  mcg%  or  less),  the 
starting  dose  of  SYNTHROID  (sodium  levothyroxine)  should  be  0.025  mg.  daily,  ) 
increased  to  0.05  mg.  after  two  weeks  and  to  0,1  mg.  at  the  end  of  a second  two 
weeks.  A serum  PBI,  EGG,  and  clinical  examination  should  be  made  after  30  days 
on  this  dosage  regimen.  In  the  event  of  an  over-all  rapid  recovery,  the  0.1  mg. 
daily  dose  should  be  continued,  and  the  clinical  status  reviewed  after  an  addi- 
tional 30  days  (total  treatment  period  of  approximately  90  days).  The  daily  dose 
may  then  be  increased  to  0.2  mg.  After  an  additional  two  months  on  this  regimen, 
clinical  and  PBI  evaluations  should  be  repeated.  If  either  appears  to  be  below 
normal,  the  daily  dose  should  be  increased  to  0.3  mg.  Permanent  maintenance 
doses  vary  with  the  individual  patient,  ranging  from  0.1  to  1.0  mg.  daily. 

The  same  starting  dose  of  SYNTHROID  (sodium  levothyroxine)  as  administered 
for  adult  myxedema  may  be  employed  for  cretinism  or  severe  hypothyroidism  in 
children,  but  all  intervals  of  change  should  be  made  every  two  weeks.  In  the 
growing  child,  final  dosage  requirements  may  be  greater  than  in  the  adult.  In 
cases  v/here  cretinism  is  discovered  after  the  first  six  weeks  of  life,  overdosage 
of  SYNTHROID  (sodium  levothyroxine)  therapy  is  much  preferred  to  under-treat- 
ment, in  order  to  accelerate  growth  rate.  As  with  the  adult  patient,  serum  PBI 
may  be  measured  during  SYNTHROID  (sodium  levothyroxine)  administration. 

In  hypothyroidism  without  myxedema  (where  the  PBI  usually  ranges  from  2.5 
to  4.5  mcg°A),  the  starting  dose  of  SYNTHROID  (sodium  levothyroxine)  may  be 
0.1  mg.  daily  and  may  be  increased  by  0.1  mg.  every  30  days.  Clinical  evaluation 
should  be  made  monthly  and  PBI  measurements  about  every  90  days.  Final  main- 
tenance dosage  will  usually  range  from  0,2  to  0.4  mg.  daily,  although  higher 
maintenance  dosages  are  sometimes  necessary. 

In  myxedematous  stupor  or  coma,  with  no  evidence  of  severe  heart  disease, 

200  to  400  meg.  of  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be 
administered  intravenously  utilizing  a solution  containing  100  meg.  per  ml. 
Detectable  effects  are  usually  observed  by  the  sixth  hour  after  injection  and  are 
fully  appreciated  during  the  following  day.  A repeat  injection  of  100  to  200  meg. 
may  be  given  on  the  second  day  if  significant  improvement  has  not  occurred. 
The  intravenous  use  of  sodium  levothyroxine  in  myxedematous  coma  is  advan- 
tageous because  it  produces  a predictable  increase  in  the  concentration  of 
protein-bound  iodine,  eliminates  the  need  for  multiple  doses  until  oral  therapy 
is  reinstated,  circumvents  the  uncertainty  of  oral  or  intramuscular  absorption, 
and  avoids  the  risk  of  pulmonary  aspiration.  SYNTHROID  (sodium  levothyroxine) 
for  injection  is  given  by  the  intramuscular  route  when  the  oral  route  is  impracti- 
cal and  a rapid  onset  of  effect  is  not  desired. 

It  should  be  noted  that  in  some  patients  whose  PBI  is  4.0  mog%  or  less, 
endogenous  secretion  is  reduced  when  exogenous  thyroid  hormone  is  adminis- 
tered, In  these  patients,  the  PBI  does  not  increase  as  would  be  expected  after 
a few  weeks  of  medication.  This  may  indicate  the  need  for  a longer  period  of 
observation  to  ascertain  the  required  dosage.  In  such  patients,  several  months 
may  be  needed  to  determine  the  correct  maintenance  dosage. 

How  supplied:  SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as 
scored,  color-coded  compressed  tablets  in  seven  concentrations:  0.025  mg. 
(orange),  0.05  mg.  (white),  0,1  mg.  (yellow),  0.15  mg.  (violet),  0.2  mg.  (pink), 

0.3  mg,  (green),  and  0.5  mg.  (blue). 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml.  vials 
containing  500  meg.  of  lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.F.; 
a 5 ml.  vial  containing  Sodium  Chloride  Injection,  U.S.P.,  is  provided  as  diluent. 

Directions  for  reconstitution:  Reconstitute  the  lyophilized  sodium  levothyroxine 
by  aseptically  adding  5 ml.  of  the  Sodium  Chloride  Injection,  U.S.P.,  to  the  vial. 
Shake  vial  to  insure  complete  mixing. 

Use  immediately  after  reconstitution.  Discard  any  unused  portion. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is. . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
0 and  prejudice.” 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art” 
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Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 
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The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  v/ith  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  be 
determined. 

The  Bureau  of  Drugs  has 
suggested  the  package  in- 
sert as  a possible  means  of 
communicating  information 
on  relative  efficacy  of  drugs 
to  the  physician.  I find  this 
objectionable,  since  I do 
not  believe  the  physician 
should  have  to  rely  on  this 
source  for  final  scientific 
truth.  There  is  also  a prac- 
tical objection:  Since  few 
physicians  actually  dis- 
pense drugs,  they  seldom 
see  the  package  insert.  In 
any  event,  I would  main- 
tain that  the  physician 
should  know  what  drug  he 
wants  and  why  without  de- 
pending on  the  government 
or  the  manufacturer  to  tell 
him. 

Undoubtedly,  physicians 
are  swamped  by  excessive 
numbers  of  drugs  in  some 
therapeutic  categories.  And 
I am  well  aware  that  many 
drugs  within  such  cate- 
gories could  be  eliminated 
without  any  loss,  or  per- 
haps even  some  profit,  to 
the  practice  of  medicine. 
But,  in  my  opinion,  neither 
the  FDA  nor  any  other 
single  group  has  the  exper- 
tise and  the  wisdom  neces- 
sary to  determine  the  one 
“drug  of  choice”  in  all 
areas  of  medical  practice. 


Advertisement 


One  of  a series 


Maker  of  Medicine 


Kenneth  G.  Kohlstaedt,M.D 
Vice  President, 


In  my  opinion,  it  is  not 
the  function  of  any  govern- 
ment or  private  regulatory 
agency  to  designate  a “drug 
of  choice.”  This  determina- 
tion should  be  made  by  the 
physician  after  he  has  re- 
ceived full  information  on 
the  properties  of  a drug, 
and  then  it  will  be  based  on 
his  experience  with  this 
drug  and  his  knowledge  of 
the  individual  patient  who 
is  seeking  treatment. 

If  an  evaluation  of  com- 
parative efficacy  were  to  be 
made,  particularly  by  gov- 
ernment, at  the  time  a new 
drug  is  being  approved  for 
marketing,  it  would  be  a 
great  disservice  to  medi- 
cine and  thus  to  the  patient 
—the  consumer.  For  exam- 
ple, when  a new  therapeu- 
tic agent  is  introduced,  on 
the  basis  of  limited  knowl- 
edge, it  may  be  considered 
to  be  more  potent,  more 
effective,  or  safer  than 
products  already  on  the 
market.  Conceivably,  at 
this  time  the  new  drug 
could  be  labeled  “the  drug 
of  choice.”  But  as  addi- 
tional clinical  experience  is 
accumulated,  new  evidence 
may  become  available. 
Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi;  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Associatio 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  2000 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Il^he^Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Editorials 


THE  AMA;  A POSITIVE  POINT  OF 

During  a periodic  stab  at  clearing 
my  desk  and  environs  of  journals, 
threats  from  the  hospital  record 
room,  notes  from  myself,  paper 
weights,  and  other  impedimenta 
of  a physician's  office 
life,  a letter  from  an  old  friend 
and  classmate  caught  my  eye. 

Along  with  the  usual  chitchat,  he 
wrote,  “I  have  been  on  the  verge 
of  dropping  out  of  AMA  several 
years  now  and  have  only  stayed  in 
because  of  my  feelings  that  it  is 
better  to  stay  in  a potentially 
worthwhile  organization  and  try  to 
correct  it.  However,  there  seems 
an  almost  insurmountable  barrier 
between  the  grass  roots  and 
AMA  national  policy  level,  regard- 
less of  assurances  of  democratic 
process.  I would  surely  appre- 
ciate your  comments  as  to  why  the 
AMA  appears  to  be  failing  the 
practicing  physician.” 

These  remarks  prompted  a 
review  of  my  own  position  concern- 
ing the  American  Medical  Asso- 
ciation and  after  a good  deal  of 
thought  about  my  professional  life 
and  the  influence  of  the  AMA  on 
it,  I decided  that  I am  in  resounding 
disagreement  with  my  friend 
because  I have  found  no  “insur- 
mountable barrier  between  the 
grass  roots  and  the  AMA  national 
policy  level.”  The  democratic 
process  works  if  one  but  takes  the 
time  to  contact  his  representatives 


VIEW 

in  the  TMA  delegation  or  to 
attend  the  AMA  meetings  himself 
and  use  the  privilege  of  the  floor 
(which  is  open  to  all  members) 
of  the  reference  committees.  Many 
Texas  physicians  have  utilized 
both  approaches  on  several  occa- 
sions and,  in  fact,  have  had  resolu- 
tions carried  from  county  society 
levels  through  to  where  they 
are  now  AMA  policy.  This  is  the  way 
AMA  policy  develops;  from  the 
county  society  to  the  state  associa- 
tion and  then  to  the  AMA  House 
of  Delegates.  Organizations  such  as 
the  AMA  appear  to  be  monolithic 
only  if  one  looks  at  them  in  that 
way  and  adopts  an  attitude  of 
fatalistic  subjugation. 

As  far  as  I am  concerned,  the 
AMA  is  not  failing  the  practic- 
ing physician,  but  it  appears  to  me 
to  be  moreso  the  other  way  around. 
By  that  I mean  our  colleagues  do 
not  avail  themselves  of  the  op- 
portunities to  write  the  AMA  head- 
quarters or  to  attend  excellent 
scientific  meetings  and  at  the  same 
time  appear  before  the  afore- 
mentioned reference  committees 
and — most  importantly — they  do 
not  request  or  use  the  myriad 
services  which  AMA  headquar- 
ters and  staff  offer  for  the  benefits 
of  the  membership.  These  are 
many  and  varied,  ranging  all  the 
way  from  the  esoterically  scientific 
to  the  practically  political,  and 
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1 have  yet  to  be  denied  a request  or  be  unsatis- 
fied in  the  fulfillment  of  one. 

A summary  of  the  activities  of  the  AMA’s 
membership  benefits  was  contained  in  the  re- 
port of  the  Executive  Vice-President,  Ernest  B. 
Howard,  MD,  to  the  House  of  Delegates  in 
San  Francisco  in  June.  This  report  has  been 
widely  circulated  by  publication  in  the  Ameri- 
can Medical  News  of  July  10,  1972.  That 
publication,  as  well  as  our  own  Texas  Medicine, 
has  brought  out  amply  the  activities  of  the 
policy  making  body  in  San  Francisco,  but  I 
would  like  to  point  out  some  things  which  show 
that  an  “almost  insurmountable  barrier” 
does  not  exist.  The  first  is  the  recent  opinion 
survey  of  the  AMA  membership;  another  is 
the  establishment  of  the  Council  on  Long 
Range  Planning  and  its  frequent  open  hearings 
across  the  nation;  a third  is  the  reorganiza- 
tion of  the  scientific  sections  with  proportional 
representation  from  the  various  specialty 
societies  (which,  in  effect,  gives  most  AMA 
members  two  avenues  to  influence  policy:  the 
first  through  the  state  delegations  and  the 
other  through  the  specialty  societies).  The  rep- 
resentation from  the  intern  and  resident 
group  is  another  area  of  positive  action  as  is 
the  soon  to  be  approved  seating  of  a delegate 
from  among  the  ranks  of  the  medical  stu- 
dents. These  and  many  other  actions  convince 
me  that  the  AMA  does  represent  the  indi- 
vidual physician  and  is  responsive  to  his  views 
when  they  are  properly  presented.  There 
are  those  who  would  differ,  but  to  them  I would 
say,  “Try  it,  you’ll  like  it!” 

Russell  B.  Roth,  MD,  President-Elect  of  the 
AMA,  has  said  all  of  this  in  a brief,  accurate 
statement  which  every  physician  needs  to  keep 


in  mind:  “The  greatest  threat  to  American 
medicine  today  is  not  outside  our  profession, 
but  within  it.  If  there  are  things  which  are 
not  clearly  right  in  the  policies  of  our  major 
medical  organization,  the  work  of  those  who 
disagree  can  set  them  right.  The  need  is  for  co- 
operative, constructive  strengthening  of  the 
position  of  a great  profession.  With  that 
strength  we  need  not  fear  external  assaults.” 
Sam  A.  Nixon,  MD,  Floresville. 
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MEDICAL/ SCIENTinC  SUPPLIES 
Representing  the  finest  in  surgical  i 
KNY-SCHEERER 
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THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes.  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 
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STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
—ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Established  Over  40  Years 

Please  visit  our  Booths  #700-702  at  AAOO  Meeting, 


Factory  Direct  Sales 
Delias,  Sept.  24-28,  1972 
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TEXAS  MEDICINE 


Aetna  and  TMA  reach  agreement 


As  you  know  (if  you’ve  read  your 
mail ) , the  officers  of  the  Texas  Medi- 
cal Association  have  been  greatly 
concerned  about  the  philosophy  which 
Aetna  Life  and  Casualty  and  some 
other  insurance  companies  have  em- 
ployed in  their  contract  negotia- 
tions with  management  and  labor. 
Aetna  has  agreed  to  pay  “prevailing” 
charges,  based  upon  its  own  claims 
experience,  but  has  not  been  confer- 
ring with  the  physician  concerning 
his  charges  nor  referring  question- 
able cases  to  county  medical  society 
review  committees. 

We  have  met  with  Aetna  repre- 
sentatives in  three  special  meetings 
and  once  with  HIPJAC,  and  they 
have  agreed  to  the  changes  we  recom- 
mended. Aetna  has  indicated  that 
it  will  contact  the  physician  before 
communicating  with  the  policy  holder 
where  there  is  a significant  differ- 
ence between  the  fee  and  the  amount 
which  Aetna  will  recognize  as  pre- 
vailing. 

Because  I anticipate  more  pressure 
on  physicians  in  the  future,  I would 
like  to  make  a few  recommendations: 

( 1 ) I remind  you  that  you  have 
the  right  to  enter  into  prior  agree- 
ment with  your  patients  regarding 
fees,  and  you  are  encouraged  to  dis- 
cuss fees  with  your  patients  before 
rendering  services. 

(2)  The  TMA  encourages  you  to 
bill  your  patients  directly.  You  have 
heard  this  many  times,  but  let  me 
emphasize  the  advantages  of  direct 
billing  over  accepting  assignments: 
(a)  there  is  much  less  paper  work 
involved;  (b)  you  are  relieved  of  the 
responsibility  of  determining 
whether  an  individual  is  eligible  and 
whether  co-insurance  applies;  and 


(c)  direct  billing  promotes  better 
doctor-patient  rel^ionships. 

(3)  Medical  societies  and  physi- 
cians alike  should  actively  support 
the  use  of  peer  review  mechanisms 
when  questions  or  disputes  arise 
between  physicians  and  patients  or 
third  parties,  and  you  should  not  hesi- 
tate to  refer  issues  to  your  review 
committee  when  direct  communica- 
tions with  patients  or  third  parties 
fail. 

(4)  I wish  to  remind  you  also  that 
the  officers  and  staff  of  the  Texas 
Medical  Association,  as  well  as  your 
county  medical  society,  are  ready 
to  be  of  assistance  to  you  at  all  times. 

TMA  will  not  condone  or  tolerate 
any  action  by  third  parties  which 
will  adversely  affect  doctor  patient 
relationships. 


Braswell  Locker,  MD,  President, 
Texas  Medical  Association. 
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m angina  pectoris 


This  man  feels  ] 
onborrowe 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


A djutictlve  Librium  (chlordiazepoxide  HCl)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study, Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 

In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Librium' 

(chlordiazepoxide  HCl) 

lO-mg;  25 -mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  5 mg,  10  mg  or  2S  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing?  mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.;  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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Peripheral  tissue  distribution, 
brain  distribution,  metabolism, 
placental  transfer,  & fetal  distribution 
of  mescaline  -^^c  in  monkeys 


Pregnant  Saimiri  sciureus  monkeys  were  injected 
intravenously  with  5 mg /kg  body  weight  of  mes- 
caline-^'>C-HCl  and  sacrificed  after  10  minutes, 
V2,  1,  2,  3,  6,  or  16  hours.  The  maternal  brain, 
maternal  peripheral,  and  fetal  distribution  of  ra- 
dioactivity was  studied  in  these  animals  using 
autoradiography  and  liquid  scintillation  spectrom- 
etry. The  percentage  of  unchanged  compound  and 
of  specific  metabolites  was  determined  in  the  ma- 
ternal liver  using  thin-layer  chromatography. 

Among  the  maternal  peripheral  tissues,  rela- 
tively high  concentrations  of  radioactivity  were 
found,  prior  to  two  hours,  in  the  bone  marrow, 
salivary  glands  and  adrenal  and  after  two  hours 
in  the  bile,  kidney,  liver  and  lung.  The  maternal 
fat,  triceps  and  myocardium  always  contained 
relatively  low  concentrations  of  radioactivity. 

Mescaline  crossed  both  the  blood-brain  and 
placental  barriers  in  the  monkey.  The  passage  of 
mescaline  across  these  two  barriers  was  limited, 
however,  by  the  high  ionization  (99.3%)  of  mes- 
caline at  physiological  pH  and  by  the  low  lipid 
solubility  of  the  unionized  form  of  mescaline. 

The  relative  distribution  of  radioactivity  in  the 
maternal  monkey  brain  showed  little  variation 
with  time.  The  gray  matter  always  contained  a 
higher  concentration  of  radioactivity  than  the 
white  matter.  Relatively  high  concentrations  of 
radioactivity  accumulated  in  the  medial  and  lat- 
eral geniculate  bodies. 

Among  the  fetal  tissues,  relatively  high  con- 
centrations of  radioactivity  were  found  at  ten 
minutes  in  the  liver  and  lung,  at  V2  and  1 hour 
in  the  gastrointestinal  tract  and  liver,  and  at  2, 
3,  6,  and  16  hours  in  the  gastrointestinal  tract 
and  kidney.  The  fetal  blood,  brain,  CSF,  and 
spinal  cord  always  contained  relatively  low  con- 
centrations of  radioactivity. 

Through  the  first  six  hours  less  than  25%  of 
the  radioactivity  found  in  the  maternal  liver  con- 
sisted of  mescaline  metabolites.  N-acetylmesca- 


line  was  the  major  metabolite  identified.  Other 
metabolites  identified  were  3,4,5-trimethoxyphe- 
nylacetic  acid  and  3 ,4 ,5-trimethoxyphenylethanol. 

A SERIES  OF  STUDIES  conducted  with  mesca- 
line, a psychotomimetic  agent,  are  presented. 
These  studies  attempt  to  answer  the  following 
questions  concerning  the  fate  of  mescaline  in 
the  monkey:  How  readily  does  mescaline  cross 
the  blood-brain  and  placental  barriers?  Can  par- 
tition coefficient  and  pKa  data  explain  the  de- 
gree to  which  mescaline  crosses  these  two  bar- 
riers? How  is  mescaline  distributed  in  the  pe- 
ripheral tissues,  the  brain,  and  the  fetus?  Does 
this  distribution  change  with  time?  What  are 
the  metabolites  of  mescaline? 

Neff  and  associates^®  studied  the  distribu- 
tion of  radioactivity  in  the  cat  brain  following 
the  intravenous  injection  of  25  mg/kg  of  mes- 
caline-^^C-HCl.  After  sacrificing  animals  at  V2f 
1,  2,  and  6 hours,  they  reported  that  a peak 
concentration  of  radioactivity  was  reached  in 
the  cat  brain  between  1/2  and  2 hours,  and 
that  the  cortical  gray  matter  always  contained 
a higher  concentration  of  radioactivity  than  the 
cortical  white  matter, 

Denber®  injected  rats  intravenously  with  mes- 
caline-“C-HCI  and  reported  that  a peak  con- 
centration of  radioactivity  was  reached  in  the 
rat  brain  within  V2  hour. 

No  mescaline  distribution  studies  have  been 
reported  in  monkeys. 

Gerber®  has  reported  that  mescaline  induces 
congenital  malformations  in  hamsters.  How- 
ever, no  studies  have  been  reported  concern- 
ing the  fetal  distribution  of  mescaline  in  any 
species. 

Although  mescaline  has  been  known  as  a 
hallucinogen  for  a long  time,  its  mechanism  of 
action  has  remained  unclear.  It  has  been  sug- 
gested by  Fischer,®  Harley-Mason  and  others, 
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and  Friedhoff  and  Goldstein^  that  a metabolite 
and  not  the  intact  mescaline  is  responsible  for 
the  psychotomimetic  effect  produced  by  mes- 
caline ingestion. 

Neff  and  associates^®  reported  3,4,5-tri- 
methoxyphenylacetic  acid  to  be  the  only  mes- 
caline metabolite  in  the  cat  brain,  plasma,  ce- 
rebrospinal fluid  (CSF)  and  urine.  They  re- 
ported that  this  metabolite  comprised  about 
20%  of  the  total  cat  brain  radioactivity  both 
1/2  and  1 hour  following  the  intravenous  in- 
jection of  mescaline-i^C.  3,4,5-Trimethoxyphe- 
nylacetic  acid  has  also  been  reported  as  a 
mescaline  metabolite  in  man,®-^’®’^^  rats, 
rabbits®^  and  dogs.®® 

Both  Slotta  and  Muller®®  and  Charalampous 
and  others®  have  reported  that  3,4,5-trimeth- 
oxyphenylacetic  acid  does  not  induce  the  cen- 
tral effects  characteristic  of  mescaline  ingestion 
in  man. 

Other  mescaline  metabolites  that  have  been 
identified  are  3,4-dihydroxy-5-methoxyphenyl- 
acetic  acid  in  humans;^®  N-acetylmescaline  in 
humans^  and  rats;!®  N-acetyl-3,4-dimethoxy-5- 
hydroxyphenylethylamine  in  humans^  and  ratsi^® 
3,4,5-trimethoxyphenylethanol  in  ratsi^^  3,5- 
dimethoxy-4-hydroxyphenylethylamine  in  rats;^® 
and  3,4-di’hydroxyphenacetylglutamine  in  hu- 
mans.^® 

No  mescaline  metabolism  studies  have  been 
reported  in  monkeys. 

Materials  and  Methods:  ^^C-labeled  mescaline: 
Mescaline-^^C-HCI  labeled  in  position  8 (Fig  1) 
with  a specific  activity  of  16.46  millicuries/mil- 
limole  was  used  in  all  experiments  except  the 
partition  coefficient  experiments.  The  mesca- 
line-i^C-HCI  used  in  the  partition  coefficient 
experiments  had  a specific  activity  of  21.9 
millicuries/millimole. 

Animals:  Seven  Saimiri  sciureus  monkeys 
were  used.  They  weighed  between  640  and  894 
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7.  Structural  formulas  of  mescaline  and  metabolites. 


2.  Rf  values  of  mescaline  and  metabolites. 


Compound 

Rf  I“  ‘' 

Rf  II 

Rf  III 

Rf  IV 

Mescaline 

0.03 

0.00 

0.61 

0.86 

3,4,5-T  rimethoxyphenyl- 

acetic  acid 

0.26 

0.26 

0.89 

0.58 

3,4,5-Trimethoxyphenyl- 

ethanol 

0.73 

0.70 

0.90 

0.93 

N-acetylmescaline 

0.55 

0.20 

0.86 

0.93 

“Chromatograms  were  developed  by  ascending  technique  using  Brink- 
man  Instruments,  Inc.,  Silica  Gel  F-254,  Siliplate-F-22,  20  x 20 
cm,  thin-layer  chromatographic  glass  plates  containing  fluorescent 
indicator. 

‘’Solvent  systems:  I,  2.5%  methanol  in  chloroform  (developed  twice); 
II,  ethyl  acetate;  III,  1-butanol,  acetic  acid,  water  (4,1;1);  IV, 
isopropanol,  ammonium  hydroxide  (4:1). 
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gm  and  were  in  the  last  trimester  of  preg- 
nancy. All  animals  were  held  without  food  for 
at  least  12  hours  before  injection.  They  were 
given  water  ad  libitum. 

Injection  and  Sacrifice  of  Animals:  The  ani- 
mals were  injected  without  anesthesia  via  the 
great  saphenous  vein  with  a mixture  of  labeled 
and  unlabeled  mescaline-HCI  dissolved  in  1 ml 
of  saline.  The  labeled  mescaline  was  appropri- 
ately mixed  with  cold  mescaline  so  that  the 
dose  injected  was  0.15  millicuries/kg  of  labeled 
mescaline  and  5 mg/kg  of  total  mescaline.  The 
animals  were  anesthetized  with  ether  just  prior 
to  sacrificing  and  CSF  samples  were  taken.  The 
animals  were  sacrificed  by  decapitation  10  min- 
utes, 1/2.  1.  2,  3,  6,  or  16  hours  following  in- 
jection. Blood  samples  were  collected  in  hepa- 
rinized containers.  The  fetuses  were  removed  by 
cesarean  section  and  amniotic  fluid,  fetal  CSF, 
and  fetal  blood  samples  were  taken.  The  fetus- 
es were  frozen  immediately.  Bile  samples  were 
taken  from  the  maternal  monkeys.  The  mater- 
nal brains  and  peripheral  tissues  were  removed 
and  frozen. 

Autoradiography:  The  general  principles  and 
techniques  of  autoradiography  followed  in  this 
work  were  adapted  from  Ullberg^^  and  Idan- 
paan-Heikkila  and  others.^^.ie  jhe  frozen  fe- 
tuses and  maternal  brains  were  blocked  in  car- 
boxymethylcellulose  solution  by  freezing  in  ace- 
tone cooled  in  about  —70°  C with  solid  carbon 
dioxide.  The  blocks  were  mounted  on  a Jung 
model  K microtome  and  sagittal  sections,  30  to 
60/x  thick,  were  taken  in  a freezer  at  —10°  C. 
The  sectioned  specimens  were  placed  on  Scotch 
tape,  dried  for  24  hours  at  —10°  C,  and  mount- 
ed on  x-ray  film.  The  specimens  were  exposed 
on  x-ray  film  for  6 to  12  weeks.  After  exposure, 
the  film  was  developed  at  room  temperature 
and  processed  with  Eastman  Kodak  x-ray  devel- 
oping and  hardening  solutions.  Positive  prints 


were  then  made  from  the  x-ray  negatives. 

Liquid  Scintillation  Spectrometry:  From  the 
remaining  nonsectioned  halves  of  the  carboxy- 
methylcellulose-blocked  fetuses  and  maternal 
brains,  frozen  anatomical  areas  were  dissected 
at  —10°  C.  Each  of  these  dissected  areas,  plus 
each  of  the  maternal  peripheral  tissues,  was 
homogenized  in  30  parts  of  methanol.  A 0.1 
ml  aliquot  of  each  homogenate  was  placed  in 
a counting  vial  and  3 ml  of  methanol  and  15 
ml  of  dilute  liquifluor  (Spectrafluor  concentra- 
ted liquid  scintillator,  diluted  with  toluene)  were 
added.  Each  sample  was  then  assayed  for 

by  liquid  scintillation  spectrometry  using 
an  external  standard.  Values  were  recorded  as 
microcuries  per  gram  of  tissue. 

Aliquots  (0.1  ml)  of  fetal  CSF  and  amniotic 
fluid  were  placed  in  counting  vials  and  assayed 
for  radioactivity  after  the  addition  of  3 ml  of 
methanol  and  15  ml  of  dilute  liquifluor. 

Aliquots  (0.1  ml)  of  fetal  and  maternal 
blood  were  placed  in  counting  vials,  lysed  with 
0.2  ml  of  distilled  water,  decolorized  with  1 ml 
of  30%  hydrogen  peroxide  in  nine  parts  of 
methanol,  and  heated  in  open  counting  vials 
at  45°  C for  30  minutes.  After  the  addition  of 
1 ml  of  IN  NaOH  the  samples  were  heated 
in  closed  counting  vials  at  70°  C for  two  hours. 
The  samples  were  then  neutralized  with  0.2  ml 
of  2-ethylhexanoic  acid.  Fifteen  milliliters  of  a 
20%  solution  of  Beckman  Solubilizer  (BB5-3) 
in  liquifluor  were  added  and  the  samples  were 
assayed  for  radioactivity. 

Thin-layer  Chromatography:  Maternal  liver 
homogenates  were  extracted  three  times  with 
five  volumes  of  methanol  and  evaporated  to  a 
volume  of  1.0  ml  for  studies  to  separate  the 
unchanged  mescaline  from  its  metabolites  by 
thin-layer  chromatography.  As  carriers,  25  pg 
of  mescaline  (unlabeled)  and  25  pg  (unlabeled) 
of  each  of  the  three  studied  metabolites  were 
added  to  the  extracts.  The  extracts  were 
chromatographed  by  ascending  technique  us- 
ing Silica  Gel  F-254,  Siliplate-F-22,  20  x 20 
cm,  thin-layer  chromatographic  plates  contain- 
ing fluorescent  indicator. 

Reference  standards  were  unlabeled  mesca- 
line-HCl,  3,4,5-trimethoxyphenylacetic  acid,  N- 
acetylmescaline,  and  3,4,5-trimethoxyphenyl- 
ethanol  (Fig  1). 

Four  different  solvent  systems  were  used: 
I,  2.5%  methanol  in  chloroform  (developed 
twice):  II,  ethyl  acetate;  III,  1-butanol,  acetic 
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acid,  water  (4:1:1);  and  IV,  isopropanol  and 
ammonium  hydroxide  (4:1)  (Fig  2). 

Standards  (25  microliters  of  1 mg/ml  solu- 
tions) and  liver  extracts  (25  microliters)  were 
spotted  separately  on  each  chromatogram. 
When  the  solvent  front  had  progressed  15  cm, 
the  chromatogram  was  removed  from  the  tank 
and  allowed  to  air  dry.  The  extent  of  migration 
of  the  standards  was  determined  under  ultra- 
violet light  by  viewing  dark  spots  in  a fluores- 
cing field  and  RF  values  were  calculated.  Sec- 
tions of  silica  (2  cm  in  width)  were  subsequent- 
ly scraped  at  0.5  cm  intervals  along  the  migra- 
tion pathway  of  each  liver  extract.  The  radio- 
activity in  each  of  these  0.5  x 2.0  cm  sections 
was  assayed  by  liquid  scintillation  spectrome- 
try. The  percentage  of  unchanged  mescaline 
and  of  each  metabolite  was  calculated  using  a 
mapping  technique  which  involved  plotting  the 
radioactivity  versus  the  RF  values  of  the  stan- 
dards. 

Determination  of  Partition  Coefficient:  The 
partition  coefficient  was  determined  using  the 
method  of  Hogben  and  others. The  organic 
solvent  (n-heptane)  was  purified  by  successive 
washes  with  IN  NaOFI,  1 N FICI,  and  boiled  ion- 
free  water  (pFI  6.91).  Samples  of  mescaline- 
^^C-FfCI  having  a specific  activity  of  21.9  milli- 
curies/millimole  were  dissolved  in  0.1  M NaOFI 
and  partitioned  in  triplicate  between  10  ml  of  n- 
heptane  and  10  ml  of  O.IM  NaOFI.  The  pFI  of 
the  aqueous  phase  was  such  that  the  mesca- 
line was  almost  completely  in  an  unionized 
form.  Each  tube  was  shaken  for  1 hour  at  room 
temperature  and  then  allowed  to  stand  for  16 
hours  in  order  to  obtain  a clear  separation  of 
the  two  phases.  Aliquots  (0.1  ml)  of  each  phase 
were  pipetted  in  triplicate  and  assayed  for 
by  liquid  scintillation  spectrometry.  The  radio- 
activity of  the  organic  phase  was  assayed  after 
the  addition  of  15  ml  of  dilute  liquifluor.  The 
radioactivity  of  the  aqueous  phase  was  assayed 
after  the  addition  of  15  ml  of  a 20%  solution 
of  Beckman  Solubilizer  (BBS-3)  in  liquifluor. 
The  partition  coefficient  was  calculated  as  the 
ratio  of  the  radioactivity  in  the  organic  phase 
to  that  in  the  aqueous  phase. 

Determination  of  pKa:  Samples  of  mescaline- 
HCI  were  dried  for  16  hours  in  a vacuum  desic- 
cator and  dissolved  in  47.5  ml  of  boiled  ion- 
free  water  (pFI  6.91).  With  constant  stirring, 
these  solutions  were  titrated  in  triplicate  at 
room  temperature  with  0.1  N NaOFI.  The  con- 


3.  Distribution  of  radioactivity  in  maternal  monkey 
peripheral  tissues  following  intravenous  injection  of 
mescaline- '‘C. 


Tissue 

10  min“ 

Va  hr 

1 hr 

2 hr 

3 hr 

6 hr 

16  hr 

Subman- 

dibular 

54.89" 

79.50“ 

41.75 

34.27 

25.80 

8.02 

1.83 

gland 

(4.0)" 

(7.5) 

(4.4) 

(4.2) 

(3.8) 

(2.8) 

(2.3) 

Bone 

113.48 

68.38 

60.37 

47.81 

23.19 

2.64 

1.32 

marrow 

(8.2) 

(6.5) 

(6.3) 

(5.8) 

(3.5) 

(0.9) 

(1.7) 

Adrenal 

92.18 

55.19 

43.27 

34.03 

21.10 

7.46 

1.58 

(6.7) 

(5.2) 

(4.5) 

(4.2) 

(3.1) 

(2.6) 

(2.0) 

Pancreas 

90.08 

57.33 

26.28 

23.59 

11.73 

6.17 

1.08 

(6.5) 

(5.4) 

(2.8) 

(2.9) 

(1.8) 

(2.1) 

(1.4) 

Spleen 

64.69 

57.81 

36.85 

31.98 

21.54 

11.22 

1.69 

(4.7) 

(5.5) 

(3.9) 

(3.9) 

(3.2) 

(3.9) 

(2.1) 

Liver 

46.13 

34.59 

34.45 

30,62 

24.24 

11.07 

2.61 

(3,3) 

(3.3) 

(3.6) 

(3.7) 

(3.6) 

(3.9) 

(3.3) 

Kidney 

78.46 

47.69 

43.08 

37.41 

21.17 

16.21 

4.25 

(5.7) 

(4.5) 

(4.5) 

(4.6) 

(3.2) 

(5.6) 

(5.4) 

Lung 

57.75 

29.42 

39.15 

31.60 

22.27 

21.46 

2.22 

(4.2) 

(2.8) 

(4.1) 

(3.9) 

(3.3) 

(7.5) 

(2.8) 

Ovary 

38.01 

32.72 

34.91 

32.43 

29.24 

9.27 

1.80 

(2.7) 

(3.1) 

(3.7) 

(4.0) 

(4.4) 

(3.2) 

(2.3) 

Triceps 

21.63 

20.42 

17.67 

14.29 

9.11 

3.80 

0.47 

(1,6) 

(1.9) 

(1.8) 

(1.7) 

(1.4) 

(1.3) 

(0.6) 

Myocardium 

21.26 

26.29 

17.16 

13.75 

7.57 

3.54 

0.71 

(1.5) 

(2.5) 

(1.8) 

(1.7) 

(1.1) 

(1.2) 

(0.9) 

Peritoneal 

5.84 

4.17 

2.51 

2.38 

2.03 

0.59 

0.57 

fat 

(0.4) 

(0.4) 

(0.3) 

(0.3) 

(0.3) 

(0.2) 

(0.7) 

Bile 

8.37 

25.26 

57.05 

89.93 

248.07 

601.99  523.74 

(0.6) 

(2.4) 

(6.0) 

(11.0) 

(37.0)  (209.8)  (663.0) 

Red  blood 

14.77 

11.39 

7.96 

6.85 

5,22 

1.62 

0.54 

cells 

(1.1) 

(1.1) 

(0.8) 

(0.8) 

(0.8) 

(0.6) 

(0.7) 

Plasma 

13.15 

9.90 

11.71 

9,34 

8.11 

4.01 

0.96 

(0.9) 

(0.9) 

(1.2) 

(1.1) 

(1.2) 

(1.4) 

(1.2) 

Blood 

13.84 

10.55 

9.52 

8.18 

6.70 

2.87 

0.79 

“Time  between  administration  of  mescaline-''’C  and  sacrifice. 
"Expressed  in  microcuries  per  100  gm  of  tissue  or  100  ml  of  fluid. 
'Numbers  in  parentheses  indicate  ratio  of  activity  of  given  tissue 
(microcuries  per  100  gm  or  100  ml)/activity  of  maternal  blood 
(microcuries  per  100  ml). 

■‘Highest  observed  concentration  in  each  tissue  or  fluid  is  underlined. 
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4-6.  Distribution  of  radioactivity  (light  areas)  in  ma- 
ternal monkey  brain  30  minutes  following  intravenous 
injection  of  pregnant  monkeys  with  mescaline-^^C . 


6. 


7.  Distribution  of  radioactivity  (light  areas)  in  maternal 
monkey  brain  three  hours  following  intravenous  injec- 
tion of  pregnant  monkeys  with  mescaline-^^C . 


Abbreviations:  a,  anterior  commissure;  ca,  caudate;  cc, 
corpus  callosum;  ce,  cerebellum;  g,  cortical  gray;  i,  in- 
ternal capsule;  I,  lateral  geniculate;  m,  medulla;  mg, 
medial  geniculate;  p,  putamen;  sn,  substantia  nigra;  vl, 
ventral  lateral  nucleus  of  thalamus;  vpl,  ventroposterior 
lateral  nucleus  of  thalamus;  w,  cortical  white. 
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centration  of  mescaline  at  half  neutralization 
was  0.01  M.  The  pKa  value  was  calculated  ac- 
cording to  the  method  used  by  Albert  and 
Serjeant.^ 

Results:  Distribution  of  Radioactivity  in  Ma- 
ternal Peripheral  Tissues:  The  bile  showed  its 
highest  observed  concentration  of  radioactivity 
at  6 hours,  the  salivary  glands  and  myocardi- 
um at  1/2  hour,  and  all  other  peripheral  tissues 
at  10  minutes  (Fig  3). 

At  1/2  hour  the  highest  peripheral  concentra- 
tion of  radioactivity  was  found  in  the  salivary 
glands;  at  10  minutes  and  1 hour  in  the  bone 
marrow;  and  at  2,  3,  6,  and  16  hours  in  the 
bile.  At  16  hours  the  concentration  of  radioac- 
tivity in  the  bile  was  663  times  greater  than 
that  in  the  blood. 

Other  areas  showing  relatively  substantial  ac- 
cumulations of  radioactivity  were  the  adrenal, 
pancreas,  and  kidney  at  10  minutes;  the  bone 
marrow,  spleen,  and  pancreas  at  30  minutes; 
the  bile,  adrenal,  and  kidney  at  1 hour;  the 
bone  marrow,  kidney,  and  salivary  glands  at  2 
hours;  the  ovary,  salivary  glands,  and  liver  at 
3 hours;  the  lung,  kidney,  and  spleen  at 
6 hours;  and  the  kidney,  liver,  and  lung  at  16 
hours.  Thus,  relatively  high  concentrations  of 
radioactivity  were  found,  prior  to  2 hours,  in 
the  bone  marrow,  salivary  glands,  and  adrenal 
and  after  2 hours  in  the  bile,  kidney,  liver,  and 
lung. 

The  fat,  triceps,  and  myocardium  always 
contained  relatively  low  concentrations  of  ra- 
dioactivity. The  fat  was  the  only  peripheral  tis- 
sue that  always  contained  a lower  concentration 
of  radioactivity  than  the  blood.  The  only  other 
peripheral  areas  with  concentrations  of  radio- 
activity lower  than  the  blood  were  the  bile  at 
10  minutes,  the  bone  marrow  at  6 hours,  and 
the  myocardium  and  triceps  at  16  hours. 

Distribution  of  Radioactivity  in  Maternal 


8.  Distribution  of  radioactivity  in  maternal  monkey 
brain  following  intravenous  injection  of  mescaline- 'C. 


10  min' 

‘ 1/2  hr 

1 hr 

2 hr 

3 hr 

6 hr 

16  hr 

Parietal 

Superficial  Cerebral  Structures 
1.67'>  8.36"  3.21  2.90  2.78 

5.24 

0.37 

white 

Parietal 

4.81 

15.00 

5.10 

4.22 

3.97 

9.07 

0.71 

gray 

(2,9)“ 

(1.8) 

(1.6) 

(1.5) 

(1.4) 

(1.7) 

(1.9) 

Frontal 

2.22 

10.88 

3.05 

2.92 

3.15 

5.68 

0.41 

white 

(1.3) 

(1.3) 

(1.0) 

(1.0) 

(1.1) 

(1.1) 

(1.1) 

Frontal 

4.64 

17.79 

4.26 

4.06 

4.44 

8.21 

0.65 

gray 

(2.8) 

(2.1) 

(1.3) 

(1.4) 

(1.6) 

(1.6) 

(1.8) 

Occipital 

4.19 

18.04 

6.28 

5.77 

3.93 

9.45 

9.74 

gray 

(2.5) 

(2,2) 

(2.0) 

(2.0) 

(1.4) 

(1.8) 

(2.0) 

Caudate 

4.59 

Basal  Ganglia 
16.07  5.69  4.30 

4.17 

12.11 

0.83 

(2.8) 

(1.9) 

(1.8) 

(1.5) 

(1.5) 

(2.3) 

(2.2) 

Putamen 

4.34 

12.80 

4.20 

4.08 

4.34 

8.42 

0.57 

(2.6) 

(1.5) 

(1.3) 

(1.4) 

(1.6) 

(1.6) 

(1.5) 

Globus 

2.92 

11.65 

3.60 

3.23 

3.48 

6.73 

0.60 

pallidus 

(1.7) 

(1.4) 

(1.1) 

(1.1) 

(1.3) 

(1.3) 

(1.6) 

Hippocampus 

3.14 

Limbic  System 
11.92  4.17  4.01 

3.96 

10.31 

0.82 

(1.9) 

(1.4) 

(1.3) 

(1.4) 

(1.4) 

(2.0) 

(2.2) 

Medullary  Substance  of  the  Cerebral  Hemispheres 

Internal 

1.90 

6.92 

0.99 

1.07 

1.37 

7.41 

0.47 

capsule 

(1.1) 

(0.8) 

(0.3) 

(0.4) 

(0.5) 

(1.4) 

(1.3) 

Corpus 

2.31 

5.38 

2.06 

1.88 

1.45 

5.97 

0.49 

callosum 

(1.4) 

(0.6) 

(0.6) 

(0.6) 

(0.5) 

(1.1) 

(1.3) 

Medial  & 
lateral 

7.30 

Diencephalon 

23.51  6.67  6.24 

4.44 

12.72 

0.73 

geniculates 

(4.4) 

(2.8) 

(2.1) 

(2.1) 

(1.6) 

(2.4) 

(2.0) 

Thalamus 

without 

4.68 

17.23 

5.97 

4.92 

4.65 

7.90 

0.93 

geniculates 

(2.8) 

(2.1) 

(1.8) 

(1.7) 

(1.7) 

(1.5) 

(2.5) 

Hypothalamus  3.01 

12.27 

3.91 

3.41 

3.23 

6.46 

0.77 

(1.8) 

(1.5) 

(1.2) 

(1.2) 

(1.2) 

(1.2) 

(2.1) 

Cerebellar 

3.90 

Metencephalon 
13.08  6.02  5.83 

4.79 

8.88 

0.68 

gray 

(2.3) 

(1.6) 

(1.9) 

(2.0) 

(1.7) 

(1.7) 

(1.8) 

Cerebellar 

1.96 

10.37 

3.44 

2.75 

2.22 

5.04 

0.37 

white 

(1.2) 

(1.2) 

(1.1) 

(0.9) 

(0.8) 

(1.0) 

(1.0) 

Pons 

2.59 

10.33 

3.75 

3.00 

2.95 

6.22 

0.42 

(1.6) 

(1.2) 

(1.2) 

(1.0) 

(1.1) 

(1.2) 

(1.1) 

Medulla 

2.27 

7.98 

Other 

4.18 

3.06 

2.87 

6.17 

0.40 

(1.4) 

(1.0) 

(1.3) 

(1.1) 

(1.0) 

(1.2) 

(1.1) 

Pituitary  157.38  154.41 

72.15 

62.74 

40.83 

22.56 

4.21 

(94.2) 

(18.5) 

(22.5) 

(21.6) 

(14.7) 

(4.3) 

(11.4) 

Thoracic 

spinal 

3.46 

5.63 

6.06 

5.43 

4.22 

3.23 

0.39 

cord 

(2.1) 

(0.7) 

(1.9) 

(1.9) 

(1.5) 

(0.6) 

(1.1) 

CSF 

1.35 

1.96 

2.15 

2.04 

1.83 

1.71 

0.52 

(0.8) 

(0,2) 

(0.7) 

(0.7) 

(0.7) 

(0.3) 

(1.4) 

Blood 

13.84 

10.55 

9.52 

8.18 

6.70 

2.87 

0.79 

(8,3) 

(1.3) 

(3.0) 

(2.8) 

(2.4) 

(0.5) 

(2.1) 

“Time  between  administration  of  mescaline-'‘‘C  and  sacrifice. 

''Expressed  in  microcuries  per  100  gm  of  tissue  or  100  ml  of  fluid. 

'■Numbers  in  parentheses  indicate  ratio  of  activity  of  given  tissue 
(microcuries  per  gm  or  100  mD/activity  of  parietal  white  matter 
(microcuries  per  100  gm). 

''Highest  observed  concentration  in  each  tissue  and  fluid  is  under- 
lined. 
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9.  Distribution  of  radioactivity  (light 
areas)  in  fetus  ten  minutes  follow- 
ing intravenous  injection  of  pregnant 
monkeys  with  mescaline-^^C. 


10.  Distribution  of  radioactivity  (light 
areas)  in  fetus  30  minutes  follow- 
ing intravenous  injection  of  pregnant 
monkeys  with  mescaline-^ ^C. 


11.  Distribution  of  radioactivity  (light 
areas)  in  monkey  fetus  two  hours 
following  intravenous  injection  of 
pregnant  monkeys  with 
mescaline-‘'‘C. 


Abbreviations:  b,  blood;  c,  cerebral 
cortex;  ce,  cerebellum;  i,  gastrointes- 
tinal tract;  k,  kidney;  li,  liver;  lu, 
lung;  m,  myocardium;  p,  placenta:  s, 
spinal  cord,  t,  thyroid;  u,  umbilical 
cord. 
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12-15.  Distribution  of  radioactivity  13.  14. 

(light  areas)  in  fetus  16  hours  fol- 
lowing intravenous  injection  of  preg- 
nant monkeys  with  mescaline-‘*C. 


15. 
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10  min“ 

V2  hr 

1 hr 

2 hr 

3 hr 

6 hr 

16  hr 

Placenta 

17.49'> 

12.40 

17.14 

8.41 

8.29 

3.87 

0.86 

(5.0) 

00 

(4,3) 

(2.1) 

(2.2) 

(2.1) 

(1.1) 

Fetal 

12.240 

10.83 

9.96 

7.65 

7.44 

3.06 

0.91 

liver 

(3.5) 

(2.5) 

(2.5) 

(1.9) 

(2.0) 

(1.6) 

(1.2) 

Fetal 

9.78 

7.09 

6.49 

8.16 

5.98 

1.95 

1.31 

lung 

(2.8) 

(1.6) 

(1.6) 

(2.1) 

(1.6) 

(1.0) 

(1.7) 

Fetal 

9.25 

7.96 

9.02 

9.23 

11.38 

5 84 

0.99 

kidney 

(2.6) 

(1.8) 

(2.2) 

(2.3) 

(3.0) 

(3.1) 

(1.3) 

Fetal  GI 

(duodenum 

- 4.13 

12.44 

12.72 

11.18 

10.31 

4.98 

4.27 

rectum) 

(1.2) 

(2.9) 

(3.2) 

(2.8) 

(2.8) 

(2.7) 

(5.5) 

Fetal 

cerebral 

0.84 

3.06 

3.85 

4.25 

3,67 

1.85 

0,26 

cortex 

(0.2) 

(0.7) 

(1.0) 

(1.1) 

(1.0) 

(1.0) 

(0.3) 

Fetal 

0.78 

2.80 

3.79 

4.07 

3.69 

1.88 

0.36 

thalmus 

(0.2) 

(0.6) 

(0.9) 

(1.0) 

(1.0) 

(1.0) 

(0.5) 

Fetal 

0.91 

3.22 

3.92 

4.19 

3.90 

1.65 

0.22 

cerebellum 

(0.3) 

(0.7) 

(1.0) 

(1.1) 

(1.0) 

(0.9) 

(0.3) 

Fetal 

1.20 

3.29 

3.80 

4.26 

4.17 

1.79 

0.28 

medulla 

(0.3) 

(0.8) 

(0.9) 

(1.1) 

(1.1) 

(1.0) 

(0.4) 

Fetal 

spinal 

0.79 

3.88 

3.96 

4.02 

3.86 

1.79 

0.35 

cord 

(0.2) 

(0.9) 

(1.0) 

(1.0) 

(1.0) 

(1.0) 

(0.4) 

Fetal  CSF 

1.37 

2.18 

2.50 

3.63 

2.12 

0.75 

0.28 

(0.4) 

(0.5) 

(0.6) 

(0.9) 

(0.6) 

(0.4) 

(0.4) 

Amniotic 

0.10 

0.33 

1.08 

1.70 

2.55 

2.03 

1.88 

fluid 

(0.1) 

(0.1) 

(0.3) 

(0.4) 

(0.7) 

(1.1) 

(2.4) 

Maternal 

46.13 

34.59 

34.45 

30.62 

24.24 

11.07 

2.61 

liver 

(13.3) 

(8.0) 

(8.6) 

(7.8) 

(6.5) 

(5.9) 

(3.3) 

Maternal 

13.84 

10.55 

9.52 

8.18 

6.70 

2 87 

0.79 

blood 

(4.0) 

(2.4) 

(2.4) 

(2.1) 

(1.8) 

(1.5) 

(1.0) 

Fetal  blood 

3.47 

4.35 

4.02 

3.94 

3.72 

1,87 

0.78 

“Time  between  administration  of  mescaline-'''C  and  sacrifice. 
•"Expressed  in  microcuries  per  100  gm  of  tissue  or  100  ml  of  fluid, 
""Numbers  in  parentheses  indicate  ratio  of  activity  of  given  tissue 
(microcuries  per  100  gm  or  100  mD/activity  of  fetal  blood  (micro- 
curies per  100  ml). 

“•Highest  observed  concentration  in  each  tissue  or  fluid  is  under- 
lined. 

16.  Distribution  of  radioactivity  in  fetal  tissues  following 
intravenous  injection  of  pregnant  monkeys  with  mesca- 
line-'^C. 


CNS\  The  autoradiographic  findings  showed 
good  agreement  with  the  liquid  scintillation 
spectrometry  data  (Figs  4-8). 

The  pituitary  showed  its  highest  observed 
concentration  of  radioactivity  at  10  minutes, 
the  CSF  and  thoracic  spinal  cord  at  1 hour, 
the  corpus  callosum  and  internal  capsule  at 
6 hours,  and  all  other  CNS  areas  at  V2  hour. 

All  of  the  CNS  areas  which  showed  highest 
observed  concentrations  of  radioactivity  at  1/2 
hour  also  showed  relatively  high  concentrations 
of  radioactivity  at  6 hours.  With  the  exception 
of  the  corpus  callosum  and  internal  capsule,  all 
CNS  areas  contained  more  radioactivity  at  1/2 
than  at  6 hours. 

The  pituitary  always  contained  a higher  and 
the  CSF  a lower  concentration  of  radioactivity 
than  the  plasma. 

The  plasma  contained  a higher  concentration 
of  radioactivity  than  any  of  the  CNS  areas,  ex- 
cept the  pituitary,  at  10  minutes,  1,  2,  3,  and 
16  hours.  At  1/2  hour  the  plasma  was  less  con- 
centrated in  radioactivity  than  many  CNS  areas. 
At  6 hours  the  plasma  was  less  concentrated  in 
radioactivity  than  all  CNS  areas,  except  the 
CSF  and  thoracic  spinal  cord. 

The  relative  distribution  of  radioactivity  in 
the  monkey  brain  showed  little  variation  with 
time.  On  the  basis  of  relative  radioactivity,  the 
various  areas  of  the  monkey  brain  may  be 
grouped  into  five  categories:  those  which  al- 
ways contained  extremely  high  relative  amounts 
of  radioactive  material  (pituitary);  those  which 
contained  high  relative  quantities  (geniculate 
bodies,  and  cerebral  and  cerebellar  gray  mat- 
ter, caudate  nucleus,  thalamus,  and  putamen); 
those  which  contained  intermediate  amounts 
(hippocampus,  globus  pallidus,  and  hypothala- 
mus); those  which  contained  low  quantities 
(medulla  and  pons);  and  those  which  evidenced 
the  least  radioactivity  (cerebral  and  cerebellar 
white  matter,  corpus  callosum,  and  internal 
capsule). 

Distribution  of  Radioactivity  in  Placenta,  Am- 
niotic  Fluid  and  Fetal  Tissues:  The  autoradio- 
graphic findings  showed  good  agreement  with 
the  liquid  scintillation  spectrometry  data  (Figs 
9-16). 

The  placenta,  fetal  liver,  and  fetal  lung 
showed  their  highest  observed  concentrations 
of  radioactivity  at  10  minutes;  the  fetal  blood  at 
30  minutes;  the  fetal  gastrointestinal  tract  at  1 
hour;  the  fetal  CSF,  fetal  spinal  cord,  and  fetal 
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Compound 

10  min* 
% 

Va  hr 
% 

1 hr 
% 

2 hr 
% 

3 hr 
% 

6 hr 
% 

Mescaline 

80.9 

79.2 

75.5 

77.1 

77.7 

75.4 

N-acetylmescaline 

11.6 

10.7 

19.1 

17.3 

15.5 

12.1 

3,4,5-Trimethoxy- 
phenylacetic  acid 

4.9 

4.6 

2.6 

2.2 

2.5 

6.1 

3,4,5-Trimethoxy- 

phenylethanol 

1.6 

2.2 

0.8 

0.5 

0.4 

2.2 

•Time  between  administration  of  mescaline-'^C  and  sacrifice. 
'’Percentage  of  total  radioactivity. 

brain  at  2 hours;  and  the  amniotic  fluid  and 
fetal  kidney  at  3 hours. 

Relatively  substantial  accumulations  of  radio- 
activity were  found  in  the  placenta,  fetal  liver 
and  fetal  lung  at  10  minutes;  the  placenta,  fetal 
gastrointestinal  tract,  and  fetal  liver  at  V2  and 

1 hour;  the  fetal  kidney  and  fetal  gastrointes- 
tinal tract  at  2,  3,  and  6 hours;  and  the  am- 
niotic fluid,  fetal  gastrointestinal  tract,  fetal 
eye,  fetal  lip,  and  fetal  lung  at  16  hours. 

The  fetal  blood,  brain,  CSF,  and  spinal  cord 
always  contained  relatively  low  concentrations 
of  radioactivity. 

At  10  minutes,  V2>  1-  and  16  hours  the  fetal 
brain  contained  a lower  concentration  of  radio- 
activity than  the  fetal  blood.  At  3 and  6 hours 
the  concentration  of  radioactivity  in  the  fetal 
brain  was  equal  to  that  in  the  fetal  blood.  At 

2 hours  the  concentration  of  radioactivity  in  the 
fetal  brain  was  greater  than  that  in  the  fetal 
blood. 

The  fetal  CSF  was  the  only  fetal  region  which 
always  contained  a lower  concentration  of  ra- 
dioactivity than  the  fetal  blood. 

The  concentration  of  radioactivity  in  the  fe- 
tal CSF  was  greater  than  the  concentration  in 
the  fetal  brain  at  10  minutes,  equal  to  the  con- 
centration in  the  brain  at  16  hours,  and  less 
than  the  concentration  in  the  brain  at 
all  other  times. 

The  fetal  liver  contained  a higher  concentra- 
tion of  radioactivity  than  the  fetal  lung  at  all 
times  except  2 and  16  hours.  Through  the  first 
hour  the  fetal  liver  contained  a higher  concen- 
tration of  radioactivity  than  the  fetal  kidney.  At 
2,  3,  6,  and  16  hours  the  fetal  kidney  had  a 
higher  concentration  than  the  fetal  liver. 

Through  the  first  3 hours  the  amniotic  fluid 
contained  a lower  concentration  of  radioactivity 
than  the  fetal  blood.  At  6 and  16  hours  the 
amniotic  fluid  had  a higher  concentration  of  ra- 


17.  Relative  concentration  of  mescaline  and  metabolites 
in  maternal  liver  following  intravenous  injection  of 
pregnant  monkeys  with  mescaline-“‘C. 

dioactivity  than  the  fetal  blood. 

The  placenta  always  contained  a higher  con- 
centration of  radioactivity  than  either  the  fetal 
or  maternal  blood. 

Through  the  first  6 hours  the  fetal  blood  con- 
tained a lower  concentration  of  radioactivity 
than  the  maternal  blood.  At  16  hours  the  fetal 
and  maternal  blood  contained  equivalent  and 
essentially  negligible  levels  of  radioactivity. 

The  fetal  kidney,  liver,  lung,  thalamus,  and 
spinal  cord  always  contained  lower  concentra- 
tions of  radioactivity  than  the  corresponding 
maternal  tissues. 

Metabolism:  Through  the  first  6 hours,  % 
of  the  radioactivity  found  in  the  maternal  liver 
consisted  of  unchanged  mescaline  (Fig  17).  N- 
acetylmescaline  was  the  major  metabolite  iden- 
tified comprising  10-20%  of  the  maternal  liver 
radioactivity.  Other  metabolites  identified  were 
3,4,5-trimethoxyphenylacetic  acid  and  3,4,5- 
trimethoxyphenylethanol. 

Partition  Coefficient  and  pKa:  The  partition 
coefficient  of  the  unionized  form  of  mescaline 
was  found  to  be  0.0395  n-heptane/water  (0.1 
M NaOH). 

The  pKa  of  mescaline  was  calculated  to  be 
9.56.  This  means  that  mescaline  is  99.3% 
ionized  at  pH  7.40. 

Discussion;  Distribution  of  Radioactivity  in  Ma- 
ternal Peripheral  Tissues:  Idanpaan-Heikkila  and 
Schoolar^^  have  reported  that  LSD,  following  in- 
travenous injection,  accumulates  substantially 
in  the  salivary  glands  of  mice.  As  a result,  they 
postulate  that  the  salivary  glands  may  serve  as 
an  excretory  route  for  LSD  and  that  saliva 
might  therefore  be  useful  as  a material  for  the 
clinical  detection  of  LSD  ingestion.  The  same 
might  also  be  true  for  mescaline  which  accumu- 
lates substantially  in  the  salivary  glands  of 
monkeys  (Fig  3). 

Neff  and  associates^®  reported  that  the  red 
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blood  cells  of  cats  contained  higher  concentra- 
tions of  radioactivity  than  the  plasma  V21 
1,  and  2 hours  following  the  intravenous  injec- 
tion of  mescaline-^^C.  They  found  that  the 
plasma  contained  a higher  concentration  of  ra- 
dioactivity than  the  red  blood  cells  at  6 hours. 
In  monkeys  we  found  that  the  red  blood  cells 
contained  a higher  concentration  of  radioactiv- 
ity than  the  plasma  at  10  and  30  minutes  and 
that  the  plasma  contained  a higher  concentra- 
tion at  all  times  thereafter  (Fig  3).  Thus,  in 
both  cats  and  monkeys  the  red  blood  cells  in- 
itially contain  a higher  concentration  of  radio- 
activity than  the  plasma  and  then  the  plasma 
later  becomes  more  radioactive  than  the  red 
blood  cells. 

The  low  affinity  of  mescaline  for  peritoneal 
fat  correlates  with  the  pKa  and  partition  coef- 
ficient data  which  show  that  mescaline  is  high- 
ly ionized  at  physiological  pH  and  that  its  un- 
ionized form  has  low  lipid  solubility. 

Distribution  of  Radioactivity  in  Maternal  CNS: 
As  Neff  and  others^®  reported  in  cats,  we  found 
the  monkey  pituitary  to  have  a high  affinity 
for  mescaline-i*C.  These  researchers  also  re- 
ported that  in  cats  the  pituitary  is  ten  times 
more  concentrated  in  radioactivity  than  the  cor- 
tical white  matter  Vz  hour  following  the  intra- 
venous injection  of  mescaline-^^C.  In  monkeys 
we  found  the  pituitary  to  be  about  18  times 
more  radioactive  than  the  cortical  white  matter 
1/2  hour  following  intravenous  injection. 

Neff  and  others^®  reported  that  in  cats  the 
cortical  gray  matter  contained  a higher  concen- 
tration of  radioactivity  than  the  cortical  white 
matter  at  V2,  1.  2,  and  6 hours.  We  found  the 
same  results  in  monkeys. 

The  low  affinity  of  mescaline  for  white  mat- 
ter correlates  with  the  pKa  and  partition  coef- 
ficient data  which  show  that  mescaline  is  high- 
ly ionized  at  physiological  pH  and  that  its  un- 
ionized form  has  low  lipid  solubility. 


Neff  and  associates^®  also  reported  that  in 
cats  the  CSF  contained  a concentration  of  ra- 
dioactivity approximately  equal  to  that  of  the 
plasma  at  Vz-G  hours.  In  monkeys,  in  contrast, 
we  found  the  plasma  to  be  two  to  five  times 
more  radioactive  than  the  CSF  at  1/2-6  hours. 
Perhaps  mescaline  is  more  extensively  bound  to 
plasma  proteins  in  monkeys  than  in  cats.  Such 
protein  binding,  as  reviewed  by  Rail  and  Zu- 
brod,®^  would  exert  a restrictive  effect  on  the 
passage  of  drugs  from  the  plasma  to  the  CSF. 

Blood-Brain  and  Placental  Barriers:  In  mon- 
keys the  passage  of  mescaline  from  the  ma- 
ternal blood  to  the  maternal  brain  and  CSF  was 
slower  and  of  less  extent  than  the  passage  of 
mescaline  from  the  maternal  blood  to  the  ma- 
ternal peripheral  tissues.  This  is  evidenced  by 
the  fact  that  most  of  the  peripheral  tissues 
showed  highest  observed  concentrations  of  ra- 
dioactivity at  10  minutes,  while  most  brain 
areas  showed  highest  observed  concentrations 
of  radioactivity  at  30  minutes.  In  addition,  most 
of  the  peripheral  tissues  were  always  substan- 
tially more  concentrated  in  radioactivity  than 
the  plasma.  The  CSF,  in  contrast,  always  con- 
tained a concentration  of  radioactivity  two  to 
five  times  less  than  the  concentration  in  the 
plasma. 

The  limited  passage  of  mescaline  across  the 
blood-brain  and  blood-CSF  barriers  can  be  ex- 
plained in  part  by  the  high  ionization  (99.3%) 
of  mescaline  at  physiological  pH  and  by  the  low 
lipid  solubility  of  the  unionized  form  of  mesca- 
line. Brodie  and  others®  have  shown  that  high 
ionization  and  low  lipid  solubility  limit  the  pas- 
sage of  drugs  into  the  brain. 

According  to  Ginsburg  and  Jeacock^®  high  ion- 
ization and  low  lipid  solubility  also  limit  the 
passage  of  drugs  across  the  placenta  to  the 
fetus.  Thus,  the  high  ionization  and  low  lipid 
solubility  of  mescaline  limit  its  passage  across 
the  placenta.  This  may  explain  why  the  fetal 
blood  contained  a lower  concentration  of  radio- 
activity than  the  maternal  blood  through  the 
first  six  hours.  It  may  also  explain  why  the  fetal 
liver  always  contained  a concentration  of  radio- 
activity three  to  four  times  lower  than  that  of 
the  maternal  liver. 

In  contrast,  we  found  that  following  the  in- 
travenous injection  of  third  trimester  pregnant 
monkeys  with  diazepam-^^C,^^  a compound  with 
lipophilic  properties,  the  fetal  plasma  contained 
a slightly  higher  concentration  of  radioactivity 
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than  the  maternal  plasma  from  V2-24  hours.  In 
addition,  the  fetal  liver  was  only  one  and  one- 
half  to  two  times  less  concentrated  in  radioac- 
tivity than  the  maternal  liver  from  1/2-24  hours. 

Metabolism-.  We  found  N-acetylmescaline  to 
be  the  major  metabolite  in  monkeys.  Charalam- 
pous  and  associates'*  have  reported  that  N- 
acetylmescaline  does  not  induce  the  central  ef- 
fects characteristic  of  mescaline  ingestion  in 
man.  We  also  found  3,4,5-trimethoxyphenyla- 
cetic  acid  and  3,4,5-trimethoxyphenylethanol  to 
be  mescaline  metabolites  in  monkeys.  Chara- 
lampous  and  others^  have  reported  that  3,4,5- 
trimethoxyphenylacetic  acid  does  not  induce 
the  central  effects  characteristic  of  mescaline 
ingestion  in  man. 

Conclusion:  Mescaline  crosses  both  the  blood- 
brain  and  placental  barriers  in  the  Saimiri  sci- 
ureus  monkey.  The  passage  of  mescaline  across 
these  two  barriers  is  limited,  however,  by  the 
high  ionization  (99.3%)  of  mescaline  at  physi- 
ological pH  and  by  the  low  lipid  solubility  of 
the  unionized  form  of  mescaline. 

The  relative  distribution  of  radioactivity  in 
the  maternal  monkey  peripheral  tissues,  after 
the  intravenous  administration  of  mesca- 
line-i*C,  changes  with  time.  Prior  to  2 hours, 
the  radioactivity  concentrates  in  the  bone  mar- 
row, salivary  glands,  and  adrenal  and  after  2 
hours  in  the  bile,  kidney,  liver,  and  lung. 

The  relative  distribution  of  radioactivity  in 
the  fetal  tissues  also  varies  with  time.  At  10 
minutes  the  radioactivity  concentrates  in  the  fe- 
tal liver  and  lung,  at  and  1 hour  in  the 
gastrointestinal  tract  and  liver,  and  at  later 
times  in  the  gastrointestinal  tract,  eye,  lip,  and 
kidney. 

In  contrast,  the  relative  distribution  of  radio- 
activity in  the  maternal  monkey  brain  shows  lit- 
tle variation  with  time.  The  radioactivity  always 
concentrates  more  in  the  gray  than  in  the  white 
matter. 

Through  the  first  6 hours  less  than  25%  of 
the  radioactivity  found  in  the  maternal  liver 
consists  of  mescaline  metabolites.  N-acetylmes- 
caline  is  the  major  metabolite.  Other  metab- 
olites are  3,4,5-trimethoxyphenylacetic  acid  and 
3,4,5-trimethoxyphenylethanol. 
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Response  of  rabbit  myometrium 
in  vitro  to  prostaglandin  F2a» 
monitoring  spontaneous  and 
electrical  field  stimulation  activity 


In  an  effort  to  formulate  a mechanism  of  action 
of  the  oxytocic  effects  of  prostaglandin  F^a,  its 
augmentation  of  the  spontaneous  activity  of  rabbit 
myometrium  tissue  preparations,  and  the  activity 
produced  by  electrical  field  stimulation  were  com- 
pared under  both  estrogen  and  progesterone- 
dominated  environments.  Electrical  field  stimu- 
lation abolished  the  effects  of  the  prostaglandin 
solution  but  did  not  abolish  the  activity  created 
by  oxytocins,  and  the  estrogen-dominated  tissues 
were  more  responsive  to  the  prostaglandin  than 
the  corresponding  progesterone-dominated  sam- 
ples. These  findings,  coupled  with  the  work  of 
Marshal^'’  and  Ehreich,^  suggest  the  release  of 
some  endogenous  material,  perhaps  a catechola- 
mine and  more  specifically  norepinephrine,  as  the 
mechanism  for  stimulating  activity  rather  than 
the  prostaglandin  directly  affecting  the  cellular 
activity  as  previously  suggested  by  others. 


KURZROK  AND  LIES  in  1930  observed  that  hu- 
man uterus  would  either  strongly  contract  or 
relax  after  instillation  of  fresh  human  semen.^® 
Subsequently,  Von  Euler  (1935)  found  similar 
effects  from  semen  of  monkeys,  sheep,  and 
goats,  but  not  in  a number  of  other  species. 
The  activity  was  associated  with  a lipid-soluble 
acid,  and  the  active  factor  was  named  prosta- 
glandin.^^ 

The  findings  aroused  little  interest  because  of 
World  War  II  and  its  new  biomedical  problems, 
but  in  1963  a renewed  interest  began  and  sev- 
eral other  tissue  extracts  were  shown  to  contain 
similarly  structured  prostaglandins  as  their  ac- 
tive constituents.  As  a result  of  the  new  re- 
search front  there  is  much  preliminary  al- 
though often  contradictory  information  avail- 
able, and  because  of  these  contradictions  and 
the  obscurity  of  the  biochemical  effects  of  pros- 


taglandins, there  is  much  speculation  as  to 
their  mechanisms  of  action.  This  is  particularly 
true  of  the  myometrium,  where  there  is  a vary- 
ing hormonal  environment  and  differing  re- 
sponses are  obtained  in  uterine  muscle  with 
different  prostaglandins  and  from  different 
species. 

The  prostaglandins  are  C2o-unsaturated  car- 
boxylic acids  occurring  in  at  least  two  chemi- 
cal series,  known  as  E and  F;  however,  present- 
ly there  is  also  recognized  an  A and  B series.® 
Prostaglandins  are  widely  distributed  through- 
out animal  tissues,  but  are  in  particularly  high 
concentrations  in  human  and  ram  semen.®’!®'®^ 
It  has  been  suggested  that  the  physiological 
significance  of  these  concentrations  may  be  re- 
lated to  the  effects  which  prostaglandins  have 
on  female  reproductive  smooth  muscle.  In 
1963,  prostaglandins  Ei  and  F2a  were  identi- 
fied as  the  “menstrual  stimulants”  most  prob- 
ably responsible  for  extruding  the  disintegrated 
endometrium  by  means  of  powerful  coordinated 
contractions.®  These  findings  related  to  the  ef- 
ficacy of  using  prostaglandins  as  oxytocics  in 
providing  both  induction  of  labor  and  abortive 
procedures  have  been  widely  examined  in  clin- 
ical trials  using  pregnant  humans  while  moni- 
toring the  effects  of  the  prostaglandin  on  the 
initiation,  duration,  and  results  of  labor.  This 
work  was  begun  in  Great  Britain,  and  in  July 
of  1970,  four  centers  in  the  United  States  were 
issued  grants  and  therapeutic  quantities  of  the 
prostaglandins  for  use  in  clinical  trials  to  eval- 
uate their  side  effects  and  efficacy  for  use  as 
oxytocics.  The  fact  that  only  minute  quantities 
are  required  and  that  they  are  quickly  excreted 
by  the  kidneys  and  gallbladder  make  these 
“hormones”  a possible  boon  to  the  field  of  de- 
livery and  abortive  procedures.^ 

The  aim  of  this  project  was  to  observe  and 
record  the  effects  of  prostaglandin  Faa  on  the 
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response  of  longitudinal  uterine  smooth  muscle 
strips  from  rabbits  under  differing  hormonal 
domination,  evaluating  both  spontaneous  ac- 
tivity and  that  induced  by  electrical  field  stim- 
ulation. The  responses  were  evaluated  by  de- 
termining and  comparing  the  dose  response 
curves  of  the  varying  tissue  preparations  with 
and  without  electrical  field  stimulation.  I have 
attempted  to  answer  three  questions: 

1.  How  does  rabbit  uterine  tissue  differ  in  its 
response  to  stimulation  under  different  hormo- 
nal conditions? 

2.  How  does  the  response  to  prostaglandin 
Foa  affect  spontaneous  and  electrically  induced 
uterine  activity? 

3.  Can  the  observed  interaction  of  stimu- 
lants explain  the  mechanism  of  action  of  pros- 
taglandin Faa  both  at  a cellular  level  and  in  a 
clinical  situation? 

Methods  and  Materials:  Virgin  female  New  Zea- 
land white  rabbits  from  a constant  source, 
weighing  from  3 to  4 kg,  were  used.  These  ani- 
mals may  be  considered  to  be  in  constant  es- 
trus.  Two  experimental  groups  were  estab- 
lished. The  first  received  no  additional  hormo- 
nal stimuli  and  hereafter  is  called  estrogen- 
dominated.  The  second  group  received  5 mg  of 
progesterone  (in  oil)  for  five  consecutive  days 
intramuscularly  and  hereafter  will  be  called  pro- 
gesterone-dominated.'^ 

The  animals  were  anesthetized  with  an  ade- 
quate dose  of  sodium  pentobarbital  intraven- 
ously. The  abdomen  was  opened,  and  each 
horn  of  the  uterus  was  removed  individually 
and  placed  in  cold,  previously  oxygenated,  phy- 
siological saline  solution  freshly  prepared  daily 
from  stock  solutions.  Its  composition  in  mM/ 
liter  was:  sodium  chloride  118.46;  sodium  bi- 
carbonate 24.81;  potassium  chloride  4.74;  cal- 
cium chloride  2.54;  potassium  dihydrophos- 
phate 1.18;  magnesium  sulfate  1.18;  and  dex- 
trose 100  mg/100  ml.4  Within  30  minutes  of  re- 
moval, the  uterine  horn  was  transected  twice, 
removing  from  the  middle  a section  of  horn  ap- 
proximately 5 mm  in  length.  This  tubular  mus- 
cle section  was  then  dissected  through  its  di- 
ameter with  one  clean  stroke,  leaving  two  rec- 
tangular pieces.  Before  mounting,  each  section 
was  lightly  scraped  on  the  endometrial  face  in 
order  to  remove  as  much  glandular  tissue  as 
possible.  The  tissue  was  then  impaled  at  each 
end  by  a stainless  steel  hook,  making  sure  the 
sections  were  oriented  with  the  longitudinal 


muscle  running  from  hook  to  hook.  The  experi- 
mental strips  were  then  suspended  in  20  cc  of 
the  saline  solution,  continuously  perfused  with 
a 95%  oxygen-5%  carbon  dioxide  mixture.  The 
bath  solution  was  previously  warmed  to  37°  C 
while  contained  in  a reservoir.  The  chambers 
contained  parallel  rectangular  platinum  elec- 
trodes 0.5  cm  wide  by  2 cm  long,  which  were 
attached  to  the  wall  of  the  chamber  by  epoxy. 
The  lower  end  of  the  muscle  preparation  was 
rigidly  attached  to  a glass  rod  by  means  of 
one  stainless  steel  hook,  and  the  upper  end 
was  attached  by  means  of  a short  length  of 
000  braided  surgical  silk  to  a UC3  Statham  gold 
cell  force  transducer,  which  was  rigidly  mounted 
on  a specially  constructed  rack  and  pinioned 
on  a micrometer  scale.  The  transducer  output 
was  recorded  using  a Beckman  R411  Dyno- 
graph  paper  recorder,  which  was  calibrated  to 
record  the  contraction  strength  and  duration. 
The  output  of  the  Beckman  preamplifier  was 
fed  to  a Model  7 Grass  polygraph  paper  record- 
er, where  the  amplified  signal  was  integrated 
and  displayed.  After  suspension  of  the  tissues, 
a preload  of  2 gm  was  immediately  applied  in 
order  to  evaluate  isometric  contractions.  This 
was  previously  determined  to  be  the  best 
method  of  evaluating  contractility  produced  by 
involvement  of  all  the  contractile  units  of  the 
tissue  segment. 

All  tissues  were  allowed  to  equilibrate  with  the 
saline  solution  for  30  minutes.  At  the  end  of 
this  period,  tissues  were  treated  in  one  of  two 
ways,  depending  upon  the  type  of  contraction 
to  be  monitored.  One  group  was  allowed  to  con- 
tract spontaneously.  The  second,  or  stimulated 
group,  selected  randomly,  was  stimulated  with 
an  electrical  field  achieved  by  sinusoidal  60  Hz 
AC  current  of  a constant  strength  (120  ma/ 
cm2),  duration  (5  seconds),  and  frequency 
(every  60  seconds).^ 

After  evaluation  of  the  response,  either  to 
spontaneous  activity  or  electrical  field  stimula- 
tion, the  experiment  was  begun.  For  each  ex- 
periment, two  tissues  were  run  simultaneously, 
one  being  the  experimental  tissue,  and  the  oth- 
er its  control.  The  only  difference  between  these 
was  the  addition  of  prostaglandin  Fga  or  oxy- 
tocin to  the  experimental  sample  bath;  other- 
wise, they  were  treated  identically  and  were 
both  portions  of  the  same  segment  of  the  same 
uterine  horn.  No  less  than  six  studies  were 
made  on  each  experimental  situation,  while  the 
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average  number  of  samples  for  each  was  eight. 

The  prostaglandin  F2a  (supplied  by  Dr.  John 
E.  Pike,  Upjohn  Company,  Kalamazoo,  Mich) 
was  suspended  in  the  solution  suggested  by  Dr. 
Pike,  consisting  of  a stock  solution  of  0.1  mg 
95%  ethanol  and  0.9  ml  of  sodium  carbonate 
solution  (consisting  of  0.2  mg  sodium  carbon- 
ate per  milliliter  of  glass-distilled  water)  for 
each  milligram  of  prostaglandin  Fsa  to  be  dis- 
solved.2o  This  stock  was  refrigerated  at  4°  C 
when  not  in  use,  and  each  day  a fresh  sample 
was  prepared  by  diluting  the  stock  solution 
with  physiological  saline  solution,  as  used  in 
the  bath.  The  pH  was  checked  daily  as  the  so- 
lution was  prepared  and  adjusted  to  a pH  of 
7.0  by  addition  of  hydrochloric  acid  or  sodium 
hydroxide.  Based  on  previous  work  of  Karim 
(1968),  these  procedures  prevented  instability 
and  loss  of  activity.^®  The  oxytocin  used  was 
commercially  prepared  Syntocin  from  Sandoz 
Laboratories  and  was  prepared  daily  by  suspen- 
sion in  Csapo’s  physiological  saline  solution. 

Initially,  a three-minute  baseline  recording 
was  made,  followed  by  the  cumulative  addition 
of  small  amounts  of  the  prostaglandin  solution, 
without  intervening  washing,  to  the  experimen- 
tal sample  bath  (as  described  by  Von  Possum 
and  Ariens),  while  a like  volume  of  the  same 
solution,  without  the  active  ingredient  prosta- 


1. Estrogen-dominated  tissues’  spontaneous  activity  in 
response  to  prostaglandin  F^a  compared  to  the  response 
of  the  progesterone-dominated  group’s  spontaneous  ac- 
tivity. 


glandin,  was  added  to  the  control  bath.^^  A 
dose-response  curve  was  recorded  for  the  ex- 
perimental tissue,  while  changes  in  activity 
were  recorded  using  the  control.  Each  dose  was 
recorded  for  3 minutes.  Three  minutes  after  the 
addition  of  the  final  dose,  tissues  were  washed 
and  allowed  to  re-equilibrate  for  15  minutes. 
Then,  the  same  experimental  tissue  was  chal- 
lenged with  four  cumulative  additions  of  oxyto- 
cin solution,  and  the  sample’s  ability  to  re- 
spond to  this  known  stimulant  was  recorded  as 
a dose-response  curve. At  the  same  time,  the 
control  tissue  received  only  the  vehicle. 

Data  was  treated  by  calculating  the  response 
of  each  tissue  to  each  increasing  dose  as  the 
integral  of  the  area  under  the  curves  produced 
by  the  recorder. The  contractility  integration 
values  recorded  for  each  dosage  in  each  ex- 
perimental situation  were  combined  and  calcu- 
lated to  determine  the  mean,  standard  error  and 
standard  deviation.  The  mean  points  were  plot- 
ted as  a dose-response  curve,  and  the  variation 
was  shown  by  plotting  standard  error  from  each 
mean  (Figs  1-5).  When  comparing  graphs  pro- 
duced by  the  varying  experimental  conditions, 
the  curves  were  “normalized”  by  converting 
their  baseline  values  to  a value  of  zero,  assum- 
ing this  to  be  their  basic,  or  zero  point  re- 
sponse. Subsequent  points  were  handled  in  a 
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2.  Comparison  of  estrogen-dominated  tissues’  spontan- 
eous activity  with  and  without  the  addition  of  prosta- 
glandin F^a- 
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similar  way,  keeping  their  relative  change  from 
the  baseline  value,  but  permitting  comparison 
of  the  curves  visually  and  using  a student  "t” 
test  to  determine  if  there  was  a statistically  sig- 
nificant difference  between  values  at  the  same 
concentrations  for  different  experimental  situa- 
tions, with  significance  being  placed  at 
p < 0.05. 

Results,  Significance,  and  Relation  to  the  Field: 

The  estrogen  group  of  tissues  was  found  to 
have  more  inherent  spontaneous  activity  than 
the  progesterone  group.  Also,  the  estrogen 
group  was  more  responsive  to  electrical  field 
stimulation  when  comparing  their  initial  re- 
sponse. These  findings  correlate  with  the  results 
of  Csapo’s  studies  on  the  effects  of  electrical 
field  stimulation  strength  and  duration  on  uter- 
ine activity.'^  In  his  article,  he  attempted  to  ex- 
plain this  difference  in  response  by  suggesting 
that  there  might  be  a low  intracellular  potas- 
sium-sodium ratio  in  the  progesterone-dominat- 
ed tissue,  when  compared  to  that  of  estrogen- 
dominated  tissue,  and  this  low  potassium 
concentration  would  make  the  progester- 
one group’s  membrane  potential  less  than  op- 
timal for  the  initiation  of  an  action  potential. 
However,  further  investigation  led  Csapo  to 
change  his  progesterone-depolarized  membrane 
theory  to  a hyperpolarized  membrane  theory, 

PROGESTCRONC  ProgctTarone  »i  Coolfol  (I  Slimulotlon)  CONTROL 


3.  Comparison  of  progesterone-dominated  tissues’  spon- 
taneous activity  with  and  without  the  addition  of  prosta- 
glandin F^a- 


explaining  that  due  to  the  higher  resting  poten- 
tial, it  was  more  difficult  to  depolarize  the  myo- 
metrial  cell  to  reach  a threshold  level  for  spike 
generation.  Recently,  Kao  (1970),  in  his  review 
of  the  effects  of  progesterone  and  estrogen  on 
the  electrophysical  properties  of  the  myometri- 
um, refuted  this  “progesterone  block’’  theory 
because  he  found  that  progesterone  did  not  in- 
crease the  membrane  potential  over  that  exist- 
ing in  the  estrogen-dominated  tissues. My 
findings,  therefore,  agree  with  the  earlier  work, 
but  there  is  much  controversy  as  to  the  mech- 
anism of  action,  and  more  investigation  will  be 
required  because  of  this  question. 

Estrogen-dominated  tissues  not  receiving 
prostaglandins  lost  activity  when  electrically 
stimulated  (Fig  2),  and  this  loss  in  activity  was 
greater  than  that  observed  for  the  electrically 
stimulated  progesterone  controls.  These  results 
appear  to  contradict  the  “staircase’’  theory  of 
Csapo,  in  which  he  noted  a decrease  in  the 
activity  of  progesterone-dominated  tissues  (neg- 
ative staircase)  and  an  increase  in  the  activity 
of  the  estrogen  group  (positive  staircase)  using 
the  same  duration  and  rate  of  electrical  field 
stimulation.®  However,  his  recordings  were 
made  only  during  the  initial  few  minutes  of  con- 
traction, and  he  observed  a plateau  effect  after 
the  first  few  responses.  My  recordings  included 


4.  Comparison  of  the  electrical  field  stimulation  re- 
sponse of  estrogen-dominated  tissues. 
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these  early  responses  and  the  same  staircase 
effect  was  noted;  however,  my  experimental 
baseline  recording  was  not  begun  on  any  sam- 
ple until  the  contractions  were  of  approximately 
the  same  quality,  or  after  Csapo’s  “plateau 
was  attained.  Secondarily,  I showed  that  the 
length  of  experimentation  and  electrical  field 
stimulation,  at  the  dose  and  rate  used,  would 
not  increase  the  activity  of  either  the  proges- 
terone- or  estrogen-dominated  uterus,  and  time 
would,  in  fact,  decrease  the  activity  of  the  es- 
trogen group  with  or  without  electrical  field 
stimulation  (Fig  4). 

In  evaluating  the  effects  of  prostaglandin 
Fza  on  the  uterine  strips,  the  estrogen  group 
was  noted  to  be  more  responsive  than  the  pro- 
gesterone group,  but  this  was  not  a statistically 
significant  difference  when  comparing  values  at 
like  concentrations  of  prostaglandin  by  the  stu- 
dent “t”  test  (Fig  1).  In  contrast,  when  the  two 
hormone-dominated  tissues  were  compared  to 
their  respective  control  groups,  there  was  a def- 
inite dose  at  which  they  were  each  statistically 
different  from  the  control  value  (p  < 0.05).  For 
the  estrogen  group,  this  occurred  at  1 X 10-« 
gm/ml  of  prostaglandin  (Fig  2),  while  the  pro- 
gesterone group  became  statistically  different 
from  its  control  at  the  IXIO"'^  gm/ml  dosage 
(Fig  3).  I also  found  that  when  comparing  oxy- 
tocin responses  of  uterine  tissue,  the  proges- 
terone group  was  statistically  less  responsive 
than  the  estrogen  group,  both  with  and  without 
electrical  field  stimulation  (Fig  5).  These  data 
support  the  theory  that  progesterone  depresses 
the  muscle’s  ability  to  respond  to  stimulation, 
either  with  oxytocin,  electrical  stimulation, 
or  prostaglandins,  as  proposed  by  Sulli- 
van (1966).23  However,  this  adds  a new  di- 
mension to  his  work,  because  Sullivan  added 
the  progesterone  directly  to  the  bath,  while  I 
injected  my  animals  in  vivo.  This  helps  clear 
some  previous  questions  centered  around  the 
use  of  intramuscular  progesterone  to  produce  a 
progesterone-dominated  uterus,  due  to  the  pa- 
rental hormone’s  short  Ti/2-  The  finding  of  de- 
pression of  responsiveness  in  the  progesterone- 
injected  animal  to  both  prostaglandin  and  oxy- 
tocin lends  credibility  to  the  supposition  that 
the  myometrium  was  progesterone-dominated. 

The  biphasic  response  of  the  estrogen-domi- 
nated uterus  to  prostaglandin  F2a,  when  no 
electrical  stimulation  was  applied  (Fig  2),  can 
probably  be  explained  by  the  observation  of 


Eliasson  and  others  (1967)  that  at  higher  dos- 
es, smooth  muscle  will  undergo  a tachyphylac- 
tic  response.  That  is,  due  to  the  fact  that  the 
estrogen  group  begins  responding  at  a lower 
dose  than  the  progesterone  group,  perhaps  its 
response  becomes  saturated  at  a correspond- 
ingly lower  dose  and  produces  a tachyphylactic 
response  where  there  is  a decrease  in  the  tis- 
sue’s responsiveness  after  a certain  dose  is  ob- 
tained.The  reason  why  the  progesterone-dom- 
inated animals  did  not  show  tachyphylaxis  pos- 
sibly was  because  a sufficiently  high  dose  was 
not  obtained. 

The  final  and  most  interesting  observation 
produced  by  my  work  was  that  electrical  field 
stimulation  abolished  the  responsiveness  of 
both  estrogen-  and  progesterone-dominated 
samples  to  prostaglandin  F2a  (Fig  4),  while,  al- 
though decreasing  or  antagonizing  the  effects  of 
oxytocin,  there  was  still  a demonstrable  in- 
crease in  activity  in  both  oxytocin  groups,  as 
witnessed  by  Csapo  and  Goodall  (1954).'^ 

When  the  dose  response  curves  of  the  elec- 
trically stimulated  estrogen-dominated  and  pro- 
gesterone-dominated groups  were  compared  to 
their  respective  controls,  which  received  field 
stimulation  but  no  prostaglandin,  there  was  no 
statistical  difference  between  them  (p  < 0.05). 
In  fact,  the  estrogen  groups  with  and  without 
prostaglandin  Fga  decreased  in  activity  with 
time  and  repeated  stimulation.  The  proges- 
terone group  and  its  control  also  were  not  sta- 
tistically different,  but  they  showed  a constant 
rate  of  activity  without  any  decrease  with  time 
or  number  of  stimulations.  These  two  findings 
suggest  that  electrical  field  stimulation  might 
well  block  the  effects  of  prostaglandin  F2a,  al- 
though it  only  slightly  or  partially  antagonizes 
the  response  to  oxytocin.  This  indicates  that  the 
electrical  field  stimulation  does  not  destroy  the 
contractile  mechanism  itself  and  that  possibly 
oxytocin  and  prostaglandin  F2a  act  by  differ- 
ent cellular  mechanisms. 

The  last  and  most  important  result  is  that  a 
mechanism  of  action  can  now  be  formulated, 
based  on  the  integration  of  several  aspects  of 
this  data.  The  fact  that  the  tissues,  whether 
progesterone-  or  estrogen-dominated,  do  not 
gain  activity  and  that,  in  fact,  the  latter  group 
loses  activity  with  time  and  number  of  contrac- 
tions, coupled  with  the  fact  that  electrical  field 
stimulation  blocks  the  tissues’  responses  to 
prostaglandin  F2a,  but  not  oxytocin, sug- 
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gests  that  the  activity  of  the  prostaglan- 
din might  be  due  to  release  and  increased  utili- 
zation of  an  endogenous  substance.  Recently, 
Marshall  (1970)  showed  that  the  volume  and 
concentration  of  norepinephrine  fluctuates  de- 
pending on  the  dominant  hormone. Ehreich 
and  others  (1970)  showed  that  brief  pulses  of 
electrical  field  stimulation  at  60  Hz  AC  current 
would  cause  contraction  of  various  smooth 
muscles,  a portion  of  which  was  found  to  be 
due  to  the  release  of  endogenous  catechola- 
mines.® This  release  and  subsequent  dilution  in 
the  bath  of  the  endogenous  norepinephrine 
could  explain  the  loss  of  response  to  prosta- 
glandin F2a  when  using  electrical  field  stimula- 
tion, if  its  action  is  dependent  upon  the  pres- 
ence and  utilization  of  that  endogenous  ma- 
terial. 

Summary;  1.  Control  tissues  of  estrogen-domi- 
nated animals  lost  activity  with  time,  whether 
or  not  they  received  electrical  field  stimulation; 
however,  progesterone-dominated  animals  lost 
activity  when  not  electrically  stimulated,  and 
neither  lost  nor  gained  activity  when  electrical 
field  stimulation  was  applied. 

2.  Estrogen-dominated  tissue  was  more  ac- 
tive initially  than  was  the  progesterone-dominat- 
ed group  in  all  experimental  situations,  be  it 
spontaneous  activity  or  activity  stimulated  by 
an  electrical  field. 

3.  Estrogen-dominated  samples  were  more 
responsive  to  oxytocin,  electrical  field  stimula- 
tion, and  prostaglandin  F2a  than  the  proges- 
terone group  when  used  independently:  howev- 
er, the  estrogen  group’s  responsiveness  was  de- 
creased when  prostaglandin  was  used  with  field 
stimulation. 

4.  The  progesterone-dominated  tissues,  with 
electrical  field  stimulation,  decreased  in  respon- 
siveness to  oxytocin  when  compared  to  the 
progesterone  group  receiving  no  electrical  stim- 
ulation. However,  this  group's  activity,  though 
decreased,  still  responded  to  increasing  con- 
centrations of  oxytocin. 

5.  At  higher  doses,  the  estrogen-dominated 
samples  produced  a tachyphylactic  response  to 
prostaglandin  F2a,  while  at  similar  doses,  the 
progesterone  tissues  did  not  produce  such  a 
response. 

6.  Comparison  of  the  interaction  between 
electrical  field  stimulation  and  either  oxytocin 
or  prostaglandin  F2a,  suggests  the  effect  of  the 
prostaglandin  may  be  at  least  partially  due  to 


tivity  and  electrical  field  stimulated  activity  in  both 
estrogen-  and  progesterone-dominated  animals. 
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6.  Summation  of  the  effects  of  electrical  field  stimula- 
tion, oxytocin,  and  prostaglandin  ^^^d  individually 
and  in  combination  on  progesterone-  and  estrogen-domi- 
nated rabbit  uterine  strips. 
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its  utilization  of  an  endogenous  substance,  pos- 
sibly norepinephrine. 

Relation  to  Clinical  Problems  and  Further  Inves- 
tigation: If  the  effect  of  prostaglandin  ^20  is 
proven  to  be  mediated  through  the  release  and 
utilization  of  norepinephrine,  this  could  produce 
potential  problems  in  using  it  as  an  oxytocic, 
because  there  is  no  reason  its  activity  should 
be  limited  to  the  norepinephrine  of  the  uterine 
tissue.  Interaction  with  other  sites  of  norepine- 
phrine storage  and  action  could  produce  many 
uncomfortable  and  potentially  hazardous  side 
effects.  This  might  be  anticipated  by  evaluating 
the  current  investigation  of  prostaglandin’s  ef- 
fect upon  vascular  and  gastrointestinal  smooth 
muscle,  where  activity  has  been  documented. 
Due  to  its  wide  distribution  throughout  tissues 
of  the  body,  there  are  possibilities  for  the  po- 
tential sites  of  activity  for  a prostaglandin  ad- 
ministered as  an  oxytocic. 

My  theory  that  the  prostaglandin  F2a  may 
work  by  releasing  and  utilizing  endogenous  nor- 
epinephrine in  the  myometrium  opens  new  av- 
enues of  investigation.  The  next  approach  would 
be  to  evaluate  the  effect  of  the  prostaglandin 
on  uterine  strips  in  vitro,  with  and  without  elec- 
trical field  stimulation,  when  various  catechola- 
mine blockers  are  employed,  such  as  phenoxy- 
benzamine  or  isoproterenol,  and  when  reserpine 
is  used  to  deplete  the  norepinephrine  from  the 
tissues'  adrenergic  nerve  endings.  Comparing 
these  and  perhaps  a few  other  interactions 
would  further  expand  my  results  and  help  clar- 
ify the  basis  of  the  prostaglandins’  modifica- 
tion of  uterine  activity. 
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Early  management  of 
acute  maxillofacial  injuries 
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While  scientific  programs  and  literature  are  abun- 
dant with  methods  for  treating  maxillofacial  trau- 
ma, comparatively  little  is  said  or  written  about 
the  surgical  judgment  which  a physician  responsi- 
ble for  the  management  of  the  acutely  injured 
patient  must  exercise.  Deciding  what  to  do  and 
when  to  do  it  may  be  more  important  than  the 
actual  mechanics  of  repair.  Skill  in  the  early  man- 
agement is  the  product  of  training  and  experience. 
Both  are  the  basis  for  this  article.  The  exercise  of 
sound  judgment  rather  than  specific  techniques  is 
emphasized. 


ACUTE  RESUSCITATION:  Airway  Obstruction: 
Multiple  facial  bone  fractures,  neck  trauma  and 
intracranial  injury  may  predispose  to  an  emer- 
gency tracheostomy,  albeit  the  single  precipi- 
tating factor  may  be  airway  obstruction.  An 
impaired  airway  usually  can  be  cleared  by  re- 
moving loose  teeth  and  clots  from  within  the 
mouth,  bringing  the  tongue  forward  and  main- 
taining it  with  a 0 black  silk  suture  and/or  plac- 
ing the  patient  in  a face  downward  lateral  decu- 
bitus position.  If  the  obstruction  cannot  be  re- 
moved quickly  by  these  simple  measures,  then 
endotracheal  intubation  may  be  performed. 
Often  the  “acute  emergency”  tracheostomy 
can  be  avoided.  It  may  and  should  be  replaced 
by  a semielective  tracheostomy  performed  in 
the  operating  room  with  adequate  illumination 
and  sufficient  assistance.  A transverse  incision 
designed  to  minimize  trauma  and  resultant 
surgical  scar  should  be  used. 

Hemorrhage:  In  this  area,  bleeding  which 
cannot  be  controlled  by  a simple  pressure 
dressing  is  rare.  Ignorance  of  this  fact  can  lead 
to  injudicious  vessel  clamping,  accidental  facial 
nerve  injury  and  much  pain.  A saline-moistened 
bulky  gauze  dressing,  circumferentially  and 
snugly  placed,  usually  will  control  bleeding  at 


least  temporarily  from  all  vessels  except  the 
carotid  artery  and  jugular  vein. 

Shock:  Rarely  are  prolonged  hypotension  and 
acute  anemia  associated  with  the  blood  loss 
from  a solitary  maxillofacial  injury.  More  often 
intrathoracic,  intraabdominal  or  pelvic  injuries 
are  responsible.  With  early  recognition  and 
appreciation  of  this,  appropriate  laboratory  and 
x-ray  studies  may  clear  the  way  for  life-saving 
surgical  intervention  before  treating  the  less 
important  maxillofacial  component  of  the  pa- 
tient’s total  injury. 

Intracranial  Trauma:  After  evaluating  the 
patient  for  airway  obstruction,  bleeding,  and 
shock  while  initiating  necessary  corrective  mea- 
sures, the  surgeon  should  perform  a cursory 
neurological  examination.  First  establish  the 
level  of  consciousness  by  noting  orientation  as 
response  to  name,  light  and  deep  pain,  and 
presence  or  absence  of  focal  neurological 
signs.  The  latter  includes  pupil  size  (dilated  or 
nonreactive — brainstem  injury),  cranial  nerve 
palsy  (immediate — basilar  skull  fracture),  de- 
layed reaction  (third  and  sixth  nerve  involve- 
ment), unilateral  blindness  (optic  nerve  injury), 
facial  nerve  palsy  (basilar  skull  fracture),  eighth 
cranial  nerve  deficit  with  otorrhea  (fracture — 
petrous  portion  of  temporal  bone),  abnormal 
motor  responses  (decerebrate  posturing  on 
stimulation),  and  bradycardia  (less  than  60 
beats/minute). 1 Temporary  loss  of  conscious- 
ness associated  with  cerebral  concussion  is 
common  and  is  an  indication  for  skull  x-rays. 
Skull  fractures  vary  from  small,  linear,  non- 
depressed  cracks  to  open  comminuted  injuries 
with  depressed  fragments.  The  latter  is  often 
associated  with  cerebral  vascular  injuries.  Epi- 
dural hematomas  from  lacerations  of  the  mid- 
dle meningeal  artery  by  fracture  may  have  a 
short  clinical  course  characterized  by  initial 
loss  of  consciousness,  a lucid  interval  of  up  to 
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several  hours,  and  then  progressive  impairment 
in  the  level  of  consciousness  caused  by  an  ex- 
panding hematoma.  Prompt  diagnosis  is  imper- 
ative. Of  the  subdural  hematomas  resulting 
from  venous  bleeding,  only  acute  lesions  mani- 
fest within  24  hours  after  injury  and  usually 
seen  with  direct  brain  injury  are  considered 
here.  The  subacute  (24  hours — two  weeks)  and 
chronic  (after  two  weeks)  subdural  hematomas 
are  of  no  immediate  concern.  The  physician 
who  first  examines  the  patient  with  head  injur- 
ies can  render  yeoman  service  by  prompt  rec- 
ognition of  danger  signs  of  intracranial  trauma 
and  securing  neurosurgical  consultation  early. 
Cataloging  the  Injury:  Knowing  the  etiology  of 
the  injury  facilitates  the  examination.  Where 
facial  lacerations  are  severe  and  hemorrhage 
profuse,  blood  clots  in  the  hair  may  obscure  an 
extensive  scalp  injury  and  an  underlying  frac- 
ture. Vision  should  be  checked.  If  pain  is  pres- 
ent, usually  it  is  caused  by  a foreign  body  in 
the  eye  and/or  corneal  injury  and  not  a lid 
laceration,  no  matter  how  severe  the  latter  may 
be.  Fluorescein  dye  strips  are  useful  for  demon- 
strating corneal  injury.  Nasal  bleeding  is  pre- 
sumptive evidence  of  nasal  fracture,  even  when 
rapidly  developing  edema  and  ecchymosis  ob- 
scure the  diagnosis.  An  x-ray  may  be  of  little 
value.  When  examining  the  ears,  look  for  CSF 
or  bloody  otorrhea.  The  deformity  associated 
with  fractures  of  the  malar-maxillary  complex 
also  may  be  obscured  by  edema  but  hypesthe- 
sia  or  anesthesia  over  the  distribution  of  the 
infraorbital  nerve,  including  the  upper  teeth 
and  lip  on  the  involved  side,  with  or  without 
diplopia,  are  pathognostic  for  this  fracture.  In 
the  absence  of  overt  facial  bone  displacement 
and  deformity,  any  abnormality  in  occlusion, 
severe  edema  and/or  ecchymosis  should  sug- 
gest facial  bone  fracture.  In  checking  the 
mouth,  dental  injuries,  missing  teeth  and  the 


presence  or  absence  of  prosthetic  replacements 
should  be  noted.  Totally  avulsed  teeth  should 
be  removed.  Partially  attached  teeth  and/or 
alveolar  processes  should  be  replaced.  Isolated 
malar  arch  fractures  are  characterized  by  de- 
pression and  limited  ability  to  open  the  mouth. 
Occlusal  abnormality,  mandibular  nerve  pares- 
thesia, hypermobility  of  the  mandible,  intraoral 
vestibular  lacerations  and  pain  with  motion 
should  draw  attention  to  mandibular  fractures. 

Neck  trauma  may  result  in  air  crepitation 
(tissue  emphysema).  If  it  is  present,  the  physi- 
cian should  suspect  laryngeal  injuries,  particu- 
larly if  combined  with  aphonia,  any  degree  of 
hoarseness  or  other  vocal  change.  Laryngos- 
copy or  bronchoscopy  may  be  necessary  to 
confirm  a fracture  of  the  larynx  and  or  associ- 
ated upper  respiratory  tract  injury  which,  if 
unrecognized  and  untreated,  can  lead  to  per- 
manent vocal  changes. 

Treatment:  The  repair  of  any  maxillofacial  in- 
jury can  wait  until  airway  obstruction,  shock 
and  hemorrhage  are  controlled,  or  a potential 
life-endangering  injury  elsewhere  is  treated. 
First  things  are  always  first. 

Anesthesia:  The  presence  or  absence  of  facial 
nerve  injury  should  be  determined  prior  to  in- 
jecting a local  anesthetic.  Xylocaine,  1%,  with 
epinehprine,  1:100,000  or  1:200,000  is  prefera- 
ble for  the  repair  of  soft  tissue  injuries  without 
associated  major  facial  fractures.  The  use  of 
any  local  anesthetic  without  a vasoconstrictor 
is  deprecated.  The  effectiveness  of  this  additive 
in  potentiating  and  extending  anesthesia  while 
reducing  bleeding  far  outweighs  any  theoretical 
danger  of  an  adverse  cardiovascular  effect, 
even  in  the  elderly.  The  anesthetic  is  adminis- 
tered in  a 3 cc  syringe  (less  used),  into  the 
injured  tissue  (less  painful)  with  a 27  G needle 
Patience  is  a virtue  and  one  should  wait  five 
minutes  for  the  anesthetic  to  become  effective. 

Local  anesthesia  is  preferred  for  soft  tissue 
repairs,  closed  reduction  of  the  nasal  bones, 
mandible,  and  closed  transverse  maxillary  frac- 
tures. General  anesthesia  is  preferred  for  open 
reductions  and  is  necessary  in  treating  malar 
maxillary  fractures.  Where  fractures  of  both 
mandible  and  maxilla  are  present,  tracheos- 
tomy (if  not  already  done)  should  be  performed 
in  the  operating  room  utilizing  local  anesthesia, 
and  an  appropriate  cuffed  tracheostomy  tube. 
A suspected  intracranial  injury,  and  not  merely 
a frontal  bone  linear  fracture,  may  preclude 
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administration  of  a general  anesthetic.  History 
of  eating  within  the  eight  hours  prior  to  repair 
should  delay  administration  of  a general  anes- 
thetic. Where  active  intracranial  bleeding  is  sus- 
pected, a major  repair  procedure  should  be  de- 
ferred and  relegated  to  secondary  importance 
until  a definitive  decision  is  made  regarding  the 
intracranial  status.  Age,  per  se,  is  never  a con- 
traindication to  general  anesthesia,  and  cardio- 
vascular disease  rarely  is. 

Lacerations:  Copious  saline  irrigation  remains 
the  least  traumatic  method  to  clean  wounds. 
“Judicious  debridement’’  of  head  and  neck 
lacerations  is  a highly  overrated  panacea  in 
repair  that  supposedly  will  insure  a fine  line 
and  cosmetically  acceptable  scar.  Except  for 
extreme  tangential  type  injuries,  typified  by 
windshield  lacerations,  debridement  usually 
should  be  limited  to  grossly  avascular  tissue. 
Where  viability  is  questionable,  particularly  in 
areas  where  tissue  damage  is  frequently  irre- 
parable, ie  nasal  tip,  vermilion  ridge  of  upper 
lip,  etc,  one  should  consider  repair  without  de- 
bridement and  late  scar  revision  in  an  attempt 
to  salvage  all  available  tissue.  Millard’s  state- 
ment that  there  is  no  tissue  like  the  original 
issued  is  a truism  which  the  surgeon  should 
heed,  especially  about  the  face.  For  most  lacer- 
ations, a two-layered  closure,  using  5-0  catgut 
on  a half-circle  cutting  needle  subcutaneously 
and  6-0  silk  or  nylon  on  a three-eighths  circle 
cutting  needle  in  the  skin  should  be  routine. 
In  the  eyelid  area  a single  layer  repair  of  the 
skin  usually  is  adequate.  Skin  sutures  are  gen- 
erally placed  2 to  3 mm  apart.  A running 
subcuticular  suture  of  4-0  or  5-0  polyethylene 
should  replace  the  skin  suture  in  areas  of 
abundant  sebaceous  glands  (nose)  or  on  dark- 
skinned  patients  where  stitch  marks  may  be- 
come a problem.  Steri-strips  may  reinforce  the 
epidermal  closure.  Where  the  laceration  extends 
to  an  orifice,  the  critical  approximation  should 
be  made  first,  ie,  vermilion  ridge,  alar  rim,  cili- 
ary margin,  etc,  and  used  as  a guide  to  line  up 
the  remaining  wound,  thus  facilitating  closure. 
The  external  segment  of  through  and  through 
lacerations  of  the  lip,  eyelids,  etc,  should  be  re- 
paired first,  the  tissue  everted  and  the  internal 
portion  of  the  injury  closed.  Where  underlying 
facial  muscles  are  lacerated,  they  may  be  re- 
paired with  4-0  catgut  on  a half-circle  round 
needle.  Accurate  approximation  of  the  subcu- 
taneous layer  is  as  important  as  the  actual 


epidermal  repair,  where  the  wound  does  not 
follow  a normal  skin  fold.  It  becomes  less  im- 
portant when  the  laceration  is  in  or  parallels 
the  skin  creases.  Trap-door  lacerations  should 
be  repaired,  and  indicated  revisions  usually  are 
considered  at  a later  date.  Z-plasties  and  W- 
plasties  have  little  place  in  the  primary  repair 
of  facial  lacerations.  A well-applied  pressure 
dressing  left  in  place  24-48  hours  completes 
the  treatment.  Skin  sutures  may  be  removed  in 
three  to  five  days  at  a time  mutually  conveni- 
ent to  both  the  patient  and  surgeon. 

Facial  Fractures:  For  mandibular  fracture,  in 
addition  to  posteroanterior,  lateral  mandible, 
and  condyle  roentgenograms,  a Towne  view  is 
mandatory.  Patients  with  bilateral  condylar 
neck  fractures  should  have  a cervical  spine  x- 
ray  to  rule  out  fractures  there.  For  diagnosing 
malar-maxillary  fractures,  a Waters  view  and 
submentovertex  film  is  needed.  A cloudy  maxil- 
lary sinus  on  roentgenogram  is  presumptive 
evidence  of  a fracture.  If  the  orbital  rim  is  in- 
tact, a classical  blowout  fracture  of  the  orbital 
floor  should  be  suspected  and  tomograms  or- 
dered. For  nasal  bones,  in  addition  to  a Waters 
view,  a soft-tissue  profile  study  to  visualize  the 
nasal  bones  is  occasionally  helpful.  Mandibular 
fractures  commonly  involve  the  mental  area  on 
one  side,  the  angle  on  the  other,  the  symphysis 
alone,  or  the  condylar  necks.  Temporary  fixa- 
tion with  Essig^  type  wiring  is  helpful  where 
specific  treatment  is  delayed  and  other  injuries 
must  be  treated  first.  In  most  cases  reduction 
and  fixation  can  safely  be  delayed  up  to  seven 
to  ten  days.  In  the  author’s  practice  about 
90%  of  mandibular  fractures  are  treated  using 
closed  reduction  and  intermaxillary  fixation 
techniques  to  maintain  the  teeth  in  occlusion 
with  arch  bars  and  elastics.  The  arch  bars  are 
applied  using  24-gauge  stainless  steel  wire.  A 
circumferential  mandibular  wire  at  the  symphy- 
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sis  and  a wire  through  the  nasal  spine  help  to 
hold  the  arch  bars.  Orthodontic  elastics  or  the 
rubber  bands  sliced  from  the  end  of  a 16  F soft 
rubber  catheter  serve  to  provide  fixation  in 
occlusion.  The  period  of  immobilization  depends 
on  the  fracture  and  varies  from  two  (condylar 
fractures)  to  six  weeks  (symphysis  fractures). 

Maxillary  fractures  may  be  closed  transverse, 
involving  the  nasal  ethmoid  bony  complex,  or 
may  include  the  malar  bone  (craniofacial  dys- 
junction).  The  signs  and  symptoms  vary  with 
the  type  and  severity  of  the  fracture.  Treatment 
of  bilateral  middle  third  facial  fractures  in  the 
absence  of  soft  tissue  injury  usually  is  delayed 
until  edema  and  ecchymosis  have  subsided. 
Unilateral  malar-maxillary  fractures  frequently 
are  accompanied  by  orbital  floor  disruption, 
with  the  isolated  blowout  fracture  (orbital  floor 
involvement  only)  being  comparatively  rare. 
Closed  malar  maxillary  (tripod)  fractures  are 
usually  depressed.  The  inferior  orbital  nerve  is 
invariably  injured  (producing  hypesthesia)  with 
the  orbital  floor  component  producing  any  one 
or  a combination  of  diplopia,  hypo-ophthalmos, 
enophthalmos,  and  limitation  of  ocular  motion, 
particularly  upward  gaze,  resulting  from  a trap- 
ping of  the  inferior  rectus  muscle  by  bony  frag- 
ments. Reduction  and,  when  indicated,  explora- 
tion of  the  orbital  floor  should  be  performed 
as  an  elective  procedure  several  days  following 
injury.  Specific  details  in  technique  are  beyond 
the  scope  of  this  paper.  Suffice  to  state  that 
enophthalmos  resulting  from  failure  to  treat  an 
orbital  floor  fracture  or  from  inadequate  treat- 
ment is  almost  impossible  to  correct  at  a later 
reconstructive  procedure.  Thus  it  would  be- 
hoove the  surgeon  to  manage  these  fractures 
properly  from  the  beginning. 

Isolated  malar  arch  fractures  may  show  an 
external  deformity  as  a slight  soft-tissue  depres- 
sion. More  important,  they  may  limit  opening  of 


the  mouth,  secondary  to  impingement  of  the 
coronoid  process  of  the  mandible  by  the  frac- 
ture, restricting  or  blocking  forward  motion  of 
the  ramus.  Reduction  should  be  performed  five 
to  seven  days  after  injury  using  a modified 
open  approach  through  the  temporal  fascia 
(above),  lateral  brow  (anteriorly)  or  through  the 
mouth  (below).  Usually  fixation  is  not  needed. 

Initially  nasal  bone  fractures  characteristical- 
ly are  accompanied  by  nasal  bleeding,  which 
may  be  profuse.  Appearance  of  the  nose  is 
more  important  than  the  x-ray.  Small  fractures 
at  the  tip  of  the  nasal  bones  unaccompanied 
by  gross  external  deformity  or  septal  fracture 
are  best  left  undisturbed.  If  bleeding  persists, 
a septal  hematoma  should  be  ruled  out,  and 
the  nose  packed  with  Vz-inch  selvage  gauze, 
impregnated  with  an  antibiotic  ointment.  The 
packing  can  be  removed  in  two  or  three  days, 
or  in  the  case  of  displaced  fractures,  at  the 
time  of  reduction.  Where  there  is  gross  dis- 
placement and  minimal  edema,  closed  reduc- 
tion is  best  carried  out  shortly  after  injury. 
Where  edema  is  marked,  reduction  should  be 
delayed  until  it  subsides,  usually  five  to  seven 
days.  Regardless  of  the  technique  employed, 
any  deviation  of  the  bridge  of  the  nose  should 
be  overcorrected — a salient  point  in  treatment. 
Associated  septal  injuries  usually  are  corrected 
only  if  there  is  gross  displacement.  Minor  devi- 
ations are  frequent  and  usually  aggravated  by 
trauma.  A septoplasty  or  submucous  resection 
is  required  to  correct  nasal  physiology  at  a 
later  date.  If  indicated,  necessary  surgery  to 
the  external  nose  is  performed  to  improve 
appearance  at  the  same  time. 

Specific  Problem  Areas:  Scalp:  Hair  should  be 
shaved  for  not  more  than  a centimeter  from 
the  wound  edge.  Further  shaving  or  clipping  is 
not  only  unnecessary  but  temporarily  disfigur- 
ing. The  hair  can  be  brushed  and  held  out  of 
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the  way  with  surgical  jelly.  Always  examine  the 
wound  digitally  for  underlying  fractures,  and 
almost  never  debride  it.  Closure  should  be  with 
4-0  nylon  through  all  layers.  A 24-hour  pressure 
dressing  is  advisable  if  the  injury  is  of  the 
avulsion  type  with  undermining. 

Bums:  Thermal  burns  are  treated  open.  De- 
blebbing  and  light  soap  washing  should  be  per- 
formed and  the  skin  permitted  to  dry.  After  a 
superficial  eschar  forms,  antibiotic  ointment 
should  be  applied  twice  daily  to  alleviate  itch- 
ing and  facilitate  the  crust’s  peeling  in  about 
seven  to  ten  days. 

Severe  chemical  burns  from  either  acids  or 
alkalies  should  receive  12-18  hours’  continuous 
showering  (in  a shower)  with  tepid  water  in  lieu 
of  any  specific  neutralizing  agent. 

All  electrical  burns  (most  common  in  the  lips 
of  young  children  from  electric  cord  contact) 
should  be  treated  conservatively.  Postprandial 
hydrogen  peroxide  cleansings  with  antibiotic 
ointment  applied  sufficiently  to  prevent  dry- 
ing constitutes  essential  treatment.  The  family 
should  be  forewarned  of  the  possibility  of  ex- 
tensive bleeding  from  necrosis  of  the  coronal 
artery  of  the  lip  by  retrograde  thrombosis,  a 
complication  which  usually  is  adequately  treat- 
ed by  20  minutes  of  pressure  using  a moist 
gauze  sponge.  Deformity  following  healing  is 
surprisingly  minimal.  Scar  revisions  or  recon- 
structions or  both  may  be  performed  late, 
following  scar  maturation. 

Facial  Nerve  Injuries:  Facial  nerve  injury  is  a 
consideration  in  the  presence  of  any  deep  lac- 
eration of  the  cheek  or  jaw  area  and  should  be 
cataloged  prior  to  injection  of  a local  anesthet- 
ic. In  a fresh  injury  a nerve  stimulator  is  not 
needed.  The  divided  ends  should  be  retrieved 
and  repaired  with  two  interrupted  sutures  of 
6-0  or  7-0  black  silk  placed  in  the  perineurium. 
Utilizing  the  magnification  of  ocular  loupes,  or 


better  yet  a surgical  microscope,  is  advantage- 
ous. Delayed  repairs  are  indicated  only  occa- 
sionally in  the  presence  of  severe  mutilating 
type  injuries  (gunshot  wounds,  etc). 

Firearm  Wounds:  Gunshot  wounds,  although 
less  mutilating  than  shotgun  wounds,  frequent- 
ly cause  intracranial  injury  leading  to  coma  and 
death.  Shotgun  wounds,  although  more  mutilat- 
ing, usually  are  centered  in  the  middle  and 
lower  thirds  of  the  face  and  the  patient  usually 
survives  if  he  is  alive  when  he  arrives  in  the 
emergency  room.  More  frequently,  the  direct 
cause  of  death  is  aspiration  and  suffocation 
rather  than  any  specific  injury  secondary  to  the 
actual  wound.  Thus  endotracheal  intubation, 
followed  by  tracheostomy,  is  the  initial  and 
often  lifesaving  resuscitation  measure. 

Cerebrospinal  Rhinorrhea:  CSF  rhinorrhea  fre- 
quently accompanies  depressed  frontal  frac- 
tures involving  the  sinus  and  fractures  of 
the  nasal  ethmoid  complex  (nose  and  medial 
orbital  wall),  with  or  without  craniofacial  dys- 
junction.  Neurosurgical  consultation  should  be 
sought  and  the  initial  treatment  invariably 
should  be  conservative.  The  nose  usually  is  not 
packed,  the  patient’s  head  is  kept  upright  (45° 
angle),  and  prophylactic  antibiotics  are  em- 
ployed. Emphasis  should  be  on  the  atraumatic 
reduction  of  facial  fractures,  usually  resulting 
in  sealing  off  of  the  CSF  leak  and  healing.  Per- 
sistent CSF  rhinorrhea  after  four  to  six  weeks 
generally  will  necessitate  neurosurgical  inter- 
vention. 

Parotid  Gland:  Parotid  gland  and  Stenson’s 
duct  injuries  are  relatively  uncommon.  While  a 
simple  laceration  of  the  gland  need  not  be 
sutured,  a divided  duct  should  be  repaired.  An 
18  F polyethylene  tube  can  be  inserted  into  the 
gland,  either  retrograde  (from  the  cheek  into 
the  gland  and  mouth)  or  antegrade  (through 
the  ostium  in  the  mucosa  of  the  cheek  (oppo- 
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site  the  second  molar)  and  serves  as  a stent 
to  facilitate  repair.  Usually  6-0  black  silk  is 
employed.  The  tube  should  be  left  in  place  for 
four  to  six  vjeeks  and,  if  possible,  v/ired  to  the 
adjacent  molar  in  order  to  prevent  displace- 
ment. In  the  presence  of  severe  avulsion,  in- 
juries with  soft  tissue  loss,  parotid  gland  injury, 
etc,  proximal  ligation  of  Stenson’s  duct  may  be 
considered,  inducing  gland  atrophy  to  avoid  a 
parotid  fistula.  Recognizing  duct-gland  injury  is 
of  major  importance. 

Lacrimal  Apparatus:  If  the  inferior  canaliculus 
is  divided  it  should  be  repaired.  The  simplest 
method  involves  the  threading  of  a 00  black 
silk  suture  through  the  canaliculus  from  the 
puncta  across  the  site  of  injury,  retrieved  medi- 
ally through  the  skin  and  maintained  for  three 
weeks.  Injuries  to  the  upper  canaliculus  are  un- 
usual and  do  not  need  repair  in  the  presence 
of  a patent  inferior  duct. 

Postoperative  Care:  Where  extensive  intraoral 
lacerations  have  been  sutured,  the  patient 
should  be  kept  on  a clear  liquid  diet  for  24  to 
48  hours  to  permit  sealing  off  of  the  wound 
edges.  All  dressings  may  be  removed  after  48 
to  72  hours.  A single  layer  of  fine  mesh  gauze 
may  be  left  to  protect  raw  or  abraded  areas 
and  allowed  to  heal  much  like  a split  thickness 
graft  donor  site.  Skin  sutures  should  be  re- 
moved before  the  fifth  day  and  subcuticular 
pull-out  sutures  left  in  place  three  to  four 
weeks.  Scars  lying  perpendicular  to  lines  of 
least  skin  tension  may  be  supported  by  collo- 
dion splint  dressings  for  four  to  six  weeks. 
Those  lying  parallel  to  the  normal  skin  folds 
need  only  light  grease  applications  twice  daily 
to  reduce  itching.  The  patient  should  be  warned 
against  excessive  sun  exposure  for  three 
months  lest  a sunburn  result  in  a hyperpig- 
mented  scar. 


Revisionary  Surgery:  Revisions,  with  few  excep- 
tions, should  be  delayed  until  induration  and 
erythema  subside  and  the  scar  becomes  as  soft 
as  the  adjacent  uninjured  tissue  or  until  no  fur- 
ther improvement  is  noted.  This  usually  means 
waiting  three  to  six  months  or  longer.  Time  is 
the  plastic  surgeon’s  ally  and  what  looks  like  a 
poor  resuit  three  weeks  after  repair  looks  much 
improved  at  six  to  eight  weeks.  Several  months 
later  the  patient  and  surgeon  will  wonder  why 
scar  revision  was  even  considered. 
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0.5  Gm  tablets 


ORINASE® 


tolbutamide,  Upjohn 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
JA72-2407-6 

? 1972  The  Upjohn  Company 


Call  it  what  you  will,  it 
maybe  premalignant. 

Before 

3/29/67  Before  therapy  with  5%-FU  cream. 

Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures  on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


And  Cf udcx*  CHiKHXNiracil) 

5%  cream  can  resolve  it 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’^ 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, 3.4  offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks.s  Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.^ 

Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.^  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil— especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
papule-is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
oe  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2 New  York 
Grune  & Stratton.  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen.  G.  T,  and  Honeycutt,  W.  M.: 
'Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield.  111.,  Charles  C Thomas,  1968, 
p.  92.  3.  Behsario,  J.  C.:  Cutis,  6:293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 

S.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.  and 
Klein,  E.:  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain, pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 


(fluorouracil) 

cream/solution 
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Cryosurgery  in  dermatologic 
office  practice  with  special 
reference  to  basal  cell  carcinoma 


Cotton  applicators  for  superficial  keratoses,  cop- 
per or  brass  discs  for  acne  vulgaris,  and  the 
Kryospray  instrument  for  basal  cell  carcinoma 
are  examples  of  the  usefulness  of  three  methods 
of  applying  liquid  nitrogen  therapy.  Of  65  basal 
cell  carcinomas  treated  by  cryosurgery  and  fol- 
lowed from  6 to  36  months  (average  of  19 
months  follow-up),  there  were  two  recurrences, 
giving  a short-term  cure  rate  of  97%. 

IN  OUR  OFFICE  PRACTICE  we  apply  liquid 
nitrogen  by  three  methods:  cotton  applicators, 
chilled  metal  discs,  and  the  Kryospray.^  We 
have  recently  purchased  the  CE8  Cryoderm  as 
used  by  Torre, ^ Graham,^  and  others,  but  have 
had  it  for  too  brief  a time  to  compare  it  with 
the  Kryospray.  We  have  had  no  experience  with 
the  portable  plastic  Cryoderm  recently  used  by 
Zacarian.** 

Methods  of  Application:  Because  of  rapidity  and 
ease  of  application  we  most  frequently  use 
various  sized  cotton  swabs,  as  recommended 
by  Allington^  in  1950,  preferring  reusable  long- 
lasting  ones  (Fig  la)  which  are  dipped  into  a 
thermos  bottle  containing  liquid  nitrogen  (Fig 
lb).  This  method,  which  produces  minimal  or 
no  scarring,  is  our  treatment  of  choice  for  some 
warts  and  most  actinic  and  seborrheic  keratoses 
and  is  supplemented  where  necessary  by  curet- 
tage of  the  thicker  frozen  lesions. 

Chilled  copper  or  brass  discs  (Fig  2)  of  vari- 
ous sizes  were  introduced  by  Zacarian®  in  1966 
and  are  still  useful  for  certain  purposes.  Super- 
ficial leucoplakic  lesions  on  the  lips,  tongue,  and 
buccal  mucosa  are  suitable  for  treatment  with 
chilled  copper  discs.  As  Zacarian®  has  demon- 
strated, greater  depth  of  freezing  can  be  ob- 
tained using  the  chilled  metal  discs  than  is  pos- 
sible using  cotton  applicators  because  of  more 
rapid  evaporation  from  the  cotton  swabs.  We 


have  also  found  these  discs  helpful  in  treating 
acne  vulgaris  as  well  as  small  lesions  such  as 
flat  warts  around  the  eyelids.  Graham'^  reported 
success  in  treating  pustular  and  cystic  acne 
with  liquid  nitrogen  spray,  and  although  we 
concur  in  her  results  with  the  spray,  we  usually 
prefer  the  chilled  discs. 

In  1965,  Douglas  Torre®  reintroduced  liquid 
nitrogen  spray  as  a method  of  cryosurgery  for 
skin  lesions  and  in  1967  Zacarian®  reported 
treating  both  cancerous  and  benign  skin  lesions 
by  use  of  a nitrogen  spray  method,  the  Kryo- 
spray (Fig  3).  This  is  a self-pressurizing,  non- 
insulated  unit  capable  of  spraying  liquid  nitro- 
gen for  five  minutes.  It  must  be  refilled  from  a 
larger  storage  container  before  each  use.  Care 
must  be  taken  to  keep  condensation  moisture 
out  of  the  unit  to  prevent  icing  resulting  in 
temporary  stopping  of  the  spray  of  liquid  nitro- 
gen. Splatter  of  liquid  nitrogen  droplets  bounc- 
ing off  the  treated  lesion  to  adjacent  skin  areas 
can  be  limited  by  using  styrofoam  shields.  One 
advantage  of  the  newer  CE8  Cryoderm  over  the 
Kryospray  is  the  relative  lack  of  splatter  during 
treatment.  Flowever,  the  Kryospray  is  more 
mobile.  The  spray  is  more  suitable  than  the 
discs  or  cotton  swabs  for  treating  cancerous 
lesions,  where  adequate  depth  of  freezing  is 
essential,  and  the  spray  can  more  readily  treat 
the  varied  morphological  shapes  and  anatomi- 
cal sites  of  the  tumors.  Moreover,  the  discs  do 
not  transfer  heat  well  from  the  thicker  keratin 
of  palmar  and  plantar  warts  and  thick  sebor- 
rheic keratoses.  This  the  spray  readily  does. 
Basal  Cell  Carcinoma:  Since  February  1969,  we 
have  used  the  Kryospray  in  our  office  for  treat- 
ment of  various  skin  tumors,  and  here  report 
our  results  with  basal  cell  carcinoma  treated 
by  this  method.  Biopsy  at  times  was  obtained 
the  week  before  treatment;  in  clinically  typical 
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cases,  the  biopsy  more  often  was  obtained 
when  the  lesion  was  frozen  for  treatment. 

We  do  not  treat  the  majority  of  our  cases  of 
basal  cell  carcinoma  with  cryosurgery.  In  the 
three  years  between  January  1969  and  Decem- 
ber 1971,  counting  only  those  cases  in  which 
biopsies  were  obtained,  we  treated  519  basal 
cell  carcinomas.  Of  these,  the  majority  were 
treated  by  curettage  and  electrodesiccation  be- 
cause it  is  simple,  effective,  and  leaves  a good 
cosmetic  result  in  most  cases. 

We  treated  78  basal  cell  carcinomas  in  48 
patients  with  cryosurgery.  We  have  only  includ- 
ed in  this  total  those  with  biopsy-proven  diag- 
noses. Of  these,  only  65  cancers  in  42  patients 
have  been  followed  for  more  than  six  months. 
The  longest  follow-up  is  36  months,  and  the 
mean  average  follow-up  time  is  19  months. 
There  have  been  two  recurrences,  giving  a 
short-term  cure  rate  of  97%.  Both  of  these 
patients  were  subsequently  treated  by  us,  one 
by  surgical  excision  with  suturing  and  one  by 
x-ray,  and  both  have  remained  clear  more  than 
15  months  after  treatment.  There  is  no  contra- 
indication for  retreating  a failure  by  spray  liquid 
nitrogen  and  this  has  been  done  by  others.  An 
additional  five  patients  with  large  and  difficult 
basal  cell  carcinomas  where  the  depth  and  ex- 
tent of  the  growth  were  not  easily  determined 
were  treated  first  by  electrodesiccation  and 
curettage  followed  by  Kryospray  treatment  to 
the  desiccated  base  and  surrounding  marginal 
areas.  This  combined  treatment  also  has  been 
used  by  Torre.2  These  cases  were  not  included 
in  this  series  because  we  have  not  had  a suffi- 
cient follow-up  period  to  evaluate  this  com- 
bination method. 

Measurement  of  Depth  of  Freezing:  We  use  the 

tissue  temperature  monitor  (Fig  4)  to  aid  in 
gauging  the  depth  of  the  freeze  on  most  of  our 
cancers  with  the  exception  of  smaller  superficial 


la.  Cotton  swabs  after  dipping  into  a thermos  bottle 
containing  liquid  nitrogen  are  applied  directly  to  super- 
ficial benign  skin  lesions  for  5 to  60  seconds  varying 
with  the  thickness  and  location  of  the  treated  area. 


lb.  We  designed  this  portable  wooden  holder  to  steady 
the  thermos  of  liquid  nitrogen  in  which  the  applicators 
are  chilled.  The  thermos  is  periodically  filled  from  a 
large  storage  container. 
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2.  After  prechilling  in  liquid  nitrogen,  copper  or  brass 
discs  are  applied  to  benign  skin  grovjths  such  as  leuco- 
plakia,  flat  warts,  and  acne  lesions. 


3.  The  Kryospray  is  a hand-held  unit  capable  of  deliver- 
ing a stream  of  liquid  nitrogen  spray  for  five  minutes. 
(Brymill  Corp.,  Vernon,  Conn) 


basal  cell  carcinomas.  When  a thermocouple- 
tipped  needle,  attached  by  a lead  to  a tissue 
temperature  indicator,  is  inserted  into  the  base 
of  the  lesion  to  be  treated,  a temperature  read- 
ing of  at  least  —20°  C must  be  reached  to  de- 
stroy cells  at  the  site  of  the  tip  of  the  needle.^^ 
An  obvious  shortcoming  of  temperature  moni- 
toring, even  if  multiple  thermocouple  needles 
are  implanted,  is  that  clinical  judgment  still  has 
to  determine  the  probable  base  of  the  lesion. 
However,  similar  judgments  also  have  to  be 
made  when  treating  cancers  with  radiotherapy, 
or  by  any  other  method  with  the  possible  ex- 
ception of  the  Mohs  technique.  If  the  needle  is 
placed  at  the  junction  of  the  dermis  and  sub- 
cutaneous tissue,  the  depth  of  freeze  will  be 
adequate  for  the  majority  of  basal  cell  carci- 
nomas. It  is  well  to  remember  that  the  frozen 
edge  of  the  ice  ball  as  visible  at  the  surface  or 
palpable  in  the  tissue  is  at  only  0°  C,  and  this 
temperature  is  not  sufficient  for  irreversible 
tissue  destruction,  so  that  a margin  of  clini- 
cally normal  tissue  must  be  frozen  to  achieve 
adequate  temperature  of  —20°  C or  lower. 
Through  laboratory  experimentation  and  exper- 
ience, Torre  has  developed  guidelines  which  we 
have  attempted  to  follow  and  for  the  present 
have  proved  useful  in  obtaining  high  cure  rates, 
at  least  in  the  short  term,  with  minimal  scarring. 

Torre^  recommends  freezing  an  area  with 
roughly  twice  the  diameter  of  the  lesion  (with 
a maximum  1 cm  rim  of  frozen  normal  tissue) 
and  a thaw  time  of  1 minute  30  seconds  to 
2 minutes  30  seconds  each  cycle.  Routinely 
the  lesion  is  given  a second  freeze  immediate- 
ly after  the  first  thaw,  and  when  the  thaw  times 
are  considered  inadequate,  a third  freeze  is 
used.  As  an  aid  in  freezing  an  adequate  area 
around  the  lesion,  two  roughly  concentric  cir- 
cles are  drawn,  one  touching  the  edge  of  the 
grovrth  and  one  at  the  edge  of  the  intended 
area  of  freezing  (Fig  5). 

DISCUSSION:  Our  selection  of  cases  of  basal 
cell  carcinoma  to  be  treated  by  the  Kryospray 
was  arbitrary.  In  the  early  months  of  this  study, 
some  routine  basal  cell  cancers  were  treated 
by  cryosurgery  and  although  it  was  effective, 
we  found  no  obvious  advantage  to  its  use  in 
these  cases  compared  to  our  standard  treat- 
ment with  curettage  and  electrodesiccation. 
The  majority  of  basal  cell  carcinomas  treated 
by  cryosurgery  were  either  multiple  lesions  in 
the  same  patient,  large  growths,  or  those  situ- 
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ated  in  difficult  anatomical  locations.  Six  basal 
cell  cancers  in  our  series  were  in  areas  of 
chronic  radiodermatitis  and  responded  well, 
healing  rapidly  with  minimal  hypopigmented 
scars.  The  spray  treatment  method  has  been 
found  especially  useful  over  the  cartilage  of 
the  ears  and  nose  (Fig  6a  and  b)  and  the 
edges  of  the  lips  and  eyelids.  Scarring  has  been 
minimal  and  usually  is  limited  to  slight  resi- 
dual hypopigmentation.  Sebaceous  hyperpla- 
sia, epithelial  hyperplasia,  and  giant  come- 
dones may  occur  soon  after  healing  in  some 
patients.  This  occurred  more  often  on  the  nose 
than  elsewhere  and  has  been  temporary.  Tem- 
porary hypertrophic  scarring  is  frequent  but 
has  disappeared  within  the  first  year  in  most 
of  our  followed  cases.  Local  anesthesia  is  not 
always  necessary  as  the  freeze  anesthetizes 
sufficiently  to  allow  a curette  biopsy  to  be 
taken.  However,  we  use  the  tissue  temperature 
monitor  on  all  except  the  more  superficial 
basal  cell  cancers,  and  use  local  Xylocaine 
anesthesia  before  inserting  the  thermocouple 
needle.  Since  the  treated  area  is  usually  moist 
and  oozing  for  the  first  few  days,  we  tempora- 
rily stop  any  anticoagulant  therapy  the  pa- 
tient may  be  taking;  although  we  have  had  no 
problems  with  bleeding. 

There  has  been  good  patient  acceptance  of 
the  treatment  procedure,  the  healing  period, 
and  the  final  end  result.  The  treatment  is  rela- 
tively easy  to  use  but  does  require  an  aide’s 
presence  to  read  the  monitor  and  otherwise 
assist.  It  is  a fairly  rapid  treatment,  the  actual 
freeze  time  being  about  one  to  four  minutes 
varying  with  the  size  of  the  lesion  and  the 
size  of  the  stream  of  liquid  nitrogen  spray 
which  can  be  varied  by  choice  of  instrument 
aperture  size  and  by  the  amount  of  thumb 
pressure  on  the  Kryospray  trigger.  Healing  time 
varies  with  the  size  and  location  of  the  treated 
growth.  It  is  our  impression  that  healing  is 
slightly  more  rapid  with  cryosurgery  than  with 
curettage  and  electrodesiccation,  but  we  have 
no  statistics  to  confirm  this.  After  the  first  few 
days  the  crusted  area  dries  and  rarely,  if  ever, 
becomes  infected.  Pain  and  local  swelling  af- 
ter treatment  vary  with  size  and  location  and 
are  limited  to  the  first  few  days.  The  majority 
of  patients  experienced  little  or  no  post-treat- 
ment discomfort  and  most  required  no  anal- 
gesics. 


4.  A temperature  reading  of  at  least  —20°  C with  the 
thermocouple  needle  below  the  growth  must  be  reached 
for  adequate  cryogenic  tissue  destruction. 
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5.  Tissue  temperature  monitoring  is  an  important  guide 
to  adequate  depth  of  freeze.  Laterally  the  freeze  must 
extend  5 mm  or  more  beyond  the  visible  lesion. 


6a.  Basal  cell  carcinoma  before  treatment  on  lower  edge 
of  nasal  septum  at  left  nare. 


SUMMARY:  Liquid  nitrogen  therapy  has  an  im- 
portant place  in  our  dermatologic  treatment 
regimens,  and  we  are  using  cotton  applicators, 
chilled  copper  and  brass  discs,  and  the  Kryo- 
spray.  Our  results  with  cryosurgical  treatment 
of  basal  cell  carcinoma  confirm  those  of 
Torre, 2 Zacarian,^  Graham,^  and  others.  We 
recognize  that  the  evaluation  of  cancer  thera- 
py is  customarily  rated  in  terms  of  five-year 
cures.  By  this  standard,  we  must  withhold 
judgment  on  our  cryosurgical  treatment  re- 
sults as  our  follow-up  period  is  limited  to  an 
average  of  19  months.  Even  so,  we  believe  that 
a 97%  short-term  cure  rate  is  grounds  for 
cautious  optimism  that  cryosurgery  has  in- 
creased our  ability  to  manage  selected  basal 
cell  carcinomas. 
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6b.  Twenty  months  later  after  treatment  with  ciyosur- 
gery  there  is  only  minimal  scarring. 
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Ralph  D.  Eichhorn,  M.D.,  F.A.C.P. 
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Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 
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F.A.C.S. 
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Melville  L.  Cody,  M.D., 
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PSYCHIATRY 
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NEUROLOGY 
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DERMATOLOGY 
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F.A.C.S.,  F.A.A.O.S. 

OPHTHALMOLOGY 
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RADIOLOGY 

Robert  J.  Kurth,  M.D.,  F.A.C.R. 
Eduardo  G.  Linares,  M.D. 

Pedro  Raphael,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  Ph.D.,  M D 
E.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 

SPEECH  PATHOLOGY  AND  AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Jane  Porter,  M.A. 


HOUSTON,  TEXAS  77025 

CONSULTANTS 

Industrial  Hygiene 

Stanley  M.  Pier,  Ph  D. 

Richard  K.  Severs,  Ph.D. 
Maxillofacial  Surgery 
Edward  C.  Hinds,  M.D., 

D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 

Preventive  Medicine  and  Epidemiology 

Reuel  A.  Stallones,  M.D.,  M.P.H. 

Psychiatry 

Albert  Owers,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr.,  M.D., 
F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Cardiology 

David  K.  Brooks,  Ph.D.,  M.D., 
F.A.C.C. 
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Social  Service 

Mary  E.  Wheeler,  Ph.D. 
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Complete  Endoscopy 
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Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D. 


Rhodium  Gluuc. 


3601  Gaston  Ave. 


Dallas,  Texas 


ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
ami  other  conditions  suitable  for  radian 
tion  therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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PROFESSIONAL  LIABILITY  INSURANCE 
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Professional  Protection  Exclusively  since  1899 
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AUSTIN  OFFICE;  Robert  F.  Reiman,  Representative 

3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE;  Richard  B.  Ross  and  William  A.  Orsburn,  Representatives 
1525  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 
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BEAUMONT  NEUROLOGICAL  CENTER 

3250  Fannin,  Beaumont,  Texas  77701  AC  713  835-4921 


Psychiatry 


Winston  Cochran,  M.D. 
C.  F.  Adkins,  Jr.,  M.D. 
P.  W.  Bailey,  Jr.,  M.D. 
E.  P.  Kalbaugh,  M.D. 


Robert  Ryan,  M.D. 

Charles  F.  H.  Colby,  M.D. 
C.  J.  Ruilmann,  M.D. 
David  H.  Beyer,  M.D. 


Psychology 

Byrnes  Belk,  Ph.D. 

Lyle  H.  Wharton,  Ph.D. 
Education 

Miss  Ruth  Johnston,  M.A. 


A modern  76-bed  hospital  specializing  in  diagnosis  and  treatment  of  psychiatric  and  neurological  disorders.  Facilities 
include  EEG,  x-ray,  laboratory,  and  psycho-educational  evaluation.  All  treatment  modalities  available. 

The  Adolescent  Program  includes  classroom  work  in  our  school,  which  is  accredited  by  the  Texas  Education  Agency. 

A Blue  Cross  member  hospital.  Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 
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TEXAS  MEDICINE 


Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  ’ivith  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured.  y 

Synthetic  and  other  oral  analgesics  mavA 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits  y 
and  potency.  And  codeine  provides 
an  antitussive  bonus.  y 

Empirin  Compound  with  Codeine 

is  the  most  widely  used,  j 

and  probably  the  most  ] 

pharmaceutically  ele- 
gant  analgesic  prepara- 
tion  providing  codeine. 

It’s  the  time-tested  combi- 
nation  for  predictable  pain 


whether  the  pain 
visceral  or  musculoskeletal 
^ acute  or  chronic. 

New  prescription  flexibility.  At  your  dis- 
cretion,  and  where  state  law  permits,  a pre-  ,4i 
scription  for  Empirin  Compound  with  ^ 

Codeine  may  now  be  refilled  up  to  five  4'-’^ ^ 

times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate*  VM|| 
(32.4  mg.)gr.  i/g.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning- 
may  be  habit-forming.)  Each  tablet  also 

\ \ contains:  aspirin  .y 

A ^ H 

\\  acetin 

g||||M||||g||fl  21/2,  caf-  A 

feinegr.y2.  / A 

y S 

100  and  10^0.  * 

But  for  relief  of  Western 


Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


Break  the 
ulcer  circuit 
tc  liy|ieracidit!|, 

hypeimutflity  and 
uicerpain. 


Pro-Bnthme 

propantheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure  — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates''the  stom- 
the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation”  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 
provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-BanthTne  is  effective  as  adjunc- 
Uve  therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  in  acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution, 
^ever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 


In  meory  a curare-like  action  may  occur,  wit 
possible  loss  of  voluntary  muscle  control.  Fc 
such  pcrtients  prompt  and  continuing  artificic 
respiration  should  be  applied  until  the  dru 
etiect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  ind 
cate  obstruction,  and  this  posiibihtv  should  b 
considered  before  administering  Pro-Banthine 
Precautions:  Since  varying  degrees  of  urinar 
hesitancy  may  be  evidenced  by  elderly  male 


with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported: nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
sequent adjustment  to  the  patient's  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 


SEARLE  a CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  Inquiries  to:  G.  D.  Searle  & Co 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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□ more  neutralizing  action  per 
teaspoonful  than  standard  antacids 

□ without  the  acid  rebound  j| 

associated  with  calcium  carbonate 

□ pleasant  tasting  / rapidly  effective 

□ non-constipating  / non-laxating^^j^ 


aluminura=and  magnesium  hydroxides  plus  simethicone 


of  ICl  America  Inc.  i Wilmington,  Del.  19899  ( Pasadena,  Calif.  91109 


STUART  PHARMACEUTICALS 
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Monolithic 

Medicine. 


You  know  only  too  well  what  it  would  mean.  You're  concerned 
about  it.  And  you  wonder  who’s  protecting  your  interests. 

Contrary  to  what  you  may  think,  the  AMA. 

The  AMA  has  vigorously  opposed  a government  controlled 
medical  system.  And  our  testimony  before  Congress  has 
brought  results.  Today  key  legislators  acknowledge  that 
improvement  of  health  care  can  be  best  accomplished 
within  the  framework  of  our  present  system. 

The  AMA  is  acutely  aware  that  more  and  better  health 
service  must  be  delivered  to  the  public.  To  do  it,  the  AMA  has 
proposed  a number  of  programs.  One  is  Medicredit,  a 
government  supported  program  of  voluntary  national  health 
insurance.  It  would  insure  every  American  — regardless  of  his 
ability  to  pay  — of  obtaining  quality  medical  care. 

The  AMA  is  working  hard  to  protect  your  interests  and  the 
public’s.  But  we  need  your  support.  Find  out  more  about  what 
the  AMA  is  doing  for  you  and  the  public.  Send  for  the  pamphlet, 
“The  AMA  and  the  American  Doctor:  Sharing  a Common 
Goal.’’  Write:  Dept.  DW,  at  the  address  below. 


JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 


American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


For  staph... or  strep... or  both 


“Most  bacterial  infections  of  the  skin  are  caused  by  Staphylococcus  aureus.  Group  A 
beta-hemolytic  streptococci,  or  a combination  of  both  organisms’.’ ^ 

To  combat  these  infections  efficiently,  your  antibiotic  should  be  effective  against 
both  staph  and  strep  — whether  they  occur  alone  or  in  combination. 

Yet  many  antibiotics— such  as  ampicillin  and  penicillin  G and  V— are  ineffective 
against  the  increasingly  prevalent  penicillinase-producing  strains  of  S.  aureus.  And  others, 
like  the  tetracyclines,  are  often  ineffective  against  either  staph  or  strep. 

Cleocin  HCl  (clindamycin  HCl  hydrate,  Upjohn)  is  one  antibiotic  that  has  proved 
effective  against  both  Group  A beta-hemolytic  streptococci*  and  penicillinase-producing 
S.  aureus. 

A recent  comparison  of  clindamycin  and  penicillin  V was  conducted  in  151  pediatric 
patients  with  impetigo.  In  the  147  patients  who  completed  the  study,  clindamycin  achieved 
a 92%  bacteriological  and  clinical  cure  rate  (68  of  74  patients)  as  opposed  to  only  72%  (53  of 
73  patients)  for  penicillin  V.^Of  the  staphylococcal  organisms  isolated,  27%  were  found  to 
be  penicillin  resistant;  these  patients  were  placed  in  the  clindamycin  group. 

In  multiple  clinical  studies  of  clindamycin  in  skin  and  soft  tissue  infections,  includ- 
ing abscesses,  wounds,  cellulitis,  furunculosis  and  impetigo,  the  causative  organisms— 
whether  staph  or  strep  or  both— were  eradicated  in  326  of  333  patients  from  whom  follow- 
up cultures  were  obtained.  Clinical  resolution  of  the  infection  was  achieved  in  367  of  377 
patients  (97%).^  Significantly,  among  those  with  superficial  skin  and  soft  tissue  infections, 
mixed  staph  and  strep  were  found  in  29%  of  174  patients  from  whom  cultures  were  obtained. 

In  clinical  usage,  mild  to  moderate  morbilliform  skin  rashes  have  been  the  most 
frequently  recorded  side  effects,  and  rare  instances  of  erythema  multiforme  have  been 
observed.  Transient  neutropenia  (leukopenia)  and  eosinophilia  have  been  reported.  Rare 
reports  of  agranulocytosis  and  thrombocytopenia  have  been  made.  No  direct  etiologic  rela- 
tionship to  concurrent  clindamycin  HCl  therapy  could  be  made  in  any  of  the  foregoing. 

There  have  also  been  recent  reports  of  cases  of  severe  and  persistent  diarrhea 
necessitating  drug  discontinuance.  This  diarrhea  has  been  occasionally  associated  with 
blood  and  mucus  in  the  stools,  and  acute  colitis. 

In  summary,  Cleocin  is  a potent  antibiotic.  Because  of  its  dual  effectiveness  against 
staph  and  strep— the  two  most  commonly  encountered  pathogens  in  skin  and  soft  tissue 
infections— Cleocin  may  prove  valuable  in  such  infections  requiring  immediate  treatment. 


*With  beta-hemolytic  streptococcal  infections,  treatment  should  continue  for  at  least  10  days. 

References:  1.  Conn  HF  (ed):  Current  Therapy.  Philadelphia:  WB  Saunders  Co,  1969,  p 647.  2.  Brown  GR,  Lindholm  JR,  Panzer 
JD,  et  al:  Systemic  therapy  of  impetigo.  Manuscript  submitted  for  publication.  3.  Data  on  file.  Medical  Research  Files,  The 
Upjohn  Company. 
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Clinical  and  bacteriologic  responses  of  patients  with  skin  and  soft  tissue  infections  treated  by  55  investigators  with  Cleocin 

HCI  (clindamycin  HCI  hydrate,  Upjohn)* 

Infection 

No.  of 
Patients 

Pathogens 

Clinical  Response 

Bacteriologic  Response 

Excel,  or 
Good  (%) 

Poor 

(%) 

No.  of  Pts. 
Evaluatable 

Organisms 

Eradicated  (%) 

Abscesses, 
wounds,  & 
furuncles 

156 

S. aureus—  107 

staph,  other-  12 

/5-strep-  10 

151  (97%) 

5(3%) 

129 

126(98%) 

Cellulitis 

38 

S.  aureus-  21 

staph,  other-  1 

/5-strep-  8 

38(100%) 

— 

30 

30(100%) 

Superficial 
skin  & soft 
tissue-  mostly 
impetigo 

183 

S.  aureus-  41 

Mixed  /?-strep 
&staph-  51 

staph,  other-  1 

j3-strep 

(74GroupA)-  81 

178(97%) 

5(3%) 

174 

170(98%) 

Total 

377 

367  (97%) 

10(3%) 

333 

326(98%) 

■Data  on  file,  Medical  Research  Files.  The  Upjohn  Company.  c- 

Nntp-  With  /t-hemolvtic  streptococcal  infections,  treatment  should  continue  tor  at  least  lU  days. 

Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalentto  clindamycin  base 

150  mg  Capsules 150  mg 

75mgCapsules 75  mg 


Cleocin  (clindamycin)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more/n  vitro 
potency,  better  oral  absorption  and  fewer  gastrointestinal  side 
effects  than  the  parent  compound. 

Indicated  for  infections  caused  by  susceptible  strains  of: 
Staphylococci  - upper  and  lower  respiratory  tract  infections,  skin 
and  soft  tissue  infections;  Pneumococci -upper  and  lower 
respiratory  tract  infections;  Streptococci  - upper  respiratory  tract 
infections  (injectable  benzathine  penicillin  is  considered  to  be  the 
drug  of  choice  in  treatment  and  prevention  of  streptococcal 
pharyngitis  and  in  long-term  prophylaxis  of  rheumatic  fever),  lower 
respiratory  tract  infections,  skin  and  soft  tissue  infections.  Also 
indicated  as  adjunctive  therapy  in  dental  infections  due  to 
susceptible  organisms.  Bacteriologic  studies  should  be  performed 
and  in  vitro  susceptibility  to  clindamycin  should  be  tested. 

CONTRAINDICATIONS:  This  drug  is  contraindicated  in  individuals 
with  a history  of  hypersensitivity  to  preparations  containing 
clindamycin  or  lincomycin. 

WARNINGS:  Cases  of  severe  and  persistent  diarrhea  have  been 
reported  and  have  at  times  necessitated  discontinuance  of  the 
drug.  This  diarrhea  has  been  occasionally  associated  w/ith  blood 

and  mucus  in  the  stools  and  has  at  times  resulted  in  an  acute  colitis. 

Usage  in  pregnancy  .Safety  for  use  in  pregnancy  has  not  been 
established. 

Use  in  the  newborn:  Until  further  clinical  experience  is  obtained, 
Cleocin  HCI  (clindamycin  HCI  hydrate)  is  not  indicated  in  the 
newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals. 
During  prolonged  therapy,  periodic  liver  and  kidney  function  tests 
and  blood  counts  should  be  performed.  The  use  of  Cleocin 
occasionally  results  in  overgrowth  of  nonsusceptible  organisms- 
particularly  yeasts.  Should  superinfections  occur,  appropriate 
measures  should  be  taken  as  indicated  by  the  clinical  situation. 


ADVERSE  REACTIONS:  Gasfro/ntest/na/:  Abdominal  pain,  nausea, 
vomiting  and  diarrhea,  or  loose  stools  may  occur.  Cases  of  severe 
diarrhea  associated  with  blood  and  mucus  in  the  stools  have  been 
reported  (see  "Warnings”). 

Skin  and  Mucous  Membranes:  Generalized  mild  to  moderate 
morbilliform-like  skin  rashes  are  the  most  frequently  reported  of 
all  adverse  reactions.  Other  skin  reactions,  including  urticaria,  are 
of  less  frequent  occurrence.  Rare  instances  of  erythema 
multiforme  have  been  reported. 

Hypersensitivity  Reactions:  A few  cases  of  anaphylactoid 
reactions  have  been  reported.  If  such  a reaction  occurs  the  drug 
should  be  discontinued.  The  usual  agents  (epinephrine, 
corticosteroids,  antihistamines)  should  be  available  for  emergency 
treatment  of  serious  reactions. 

Liver:  Jaundice  and  transient  abnormalities  in  liver  function 

tests(elevationsof  alkaline  phosphatase  and  serum  transaminases) 

have  been  observed  during  Cleocin  (clindamycin)  therapy. 

Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is 
unknown.  No  irreversible  hematologic  toxicity  has  been  reported. 

DOSAGE  AND  ADMINISTRATION:  Adu/(s.-  Mild  to  moderately 
severe  infections-  150  to  300  mg  every  6 hours.  Severe 
infections-300to450mgevery6hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16 
mg/kg/day  (4  to  8 mg/lb/day)  divided  into  three  or  four  equal 
doses.  Severe  infections  — 16  to  20  mg/kg/day  (8  to  10  mg/lb/day) 
divided  into  three  or  four  equal  doses. 

Note-  With  /3-hemolytic  streptococcal  infections,  treatment 
should  continue  for  at  least  10  days  to  diminish  the  likelihood  of 
subsequent  rheumatic  fever  or  glomerulonephritis. 

HOW  SUPPLIED:  Cleocin  HCI  (clindamycin  HCI  hydrate)  is 
available  as:  J50  mg  Capsules  — Bottles  of  16’s  and  100  s. 

75  mg  Capsules  - Bottles  of  16’s  and  lOO’s.  Susceptibility  Disks  - 
2 fig.  Susceptibility  Powder -Vials. 

For  additional  product  information,  see  your  Upjohn 
representative  or  consult  package  insert,  med  b-6.s  (lnu-s)  ja72.2167.6 
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Will  the  delivery  of  health  care 
be  improved  by  the  use  of 
chiropractic  services? 

H.  THOMAS  BALLANTINE,  JR.,  MD 


The  unprecedented  demand  for  medical  services 
in  the  United  States,  coupled  with  the  increasing 
involvement  of  governmental  agencies  in  paying 
for  them,  has  led  politicians  and  others  to  press 
for  the  inclusion  of  chiropractic  services  as  an  al- 
ternate method  for  providing  health  care  in  pro- 
grams sponsored  by  the  federal  government. 
There  is  reason  to  believe  that  the  public,  the 
politicians,  and  the  physicians  are  in  large  measure 
ignorant  of  or  indifferent  to  the  fundamental 
problems  involved  in  such  a proposal.  A review 
of  existing  information  relative  to  the  theory, 
scope,  and  quality  of  chiropractic  practice  and  the 
education  of  chiropractors  leads  to  the  conclusion 
that  the  use  of  chiropractic  in  health-care  pro- 
grams is  not  in  the  public  interest. 

THE  PASSAGE  OF  TWO  national  health  pro- 
grams, Medicare  and  Medicaid,  initiated  a ser- 
ies of  events  in  1966  that  have  now  culminated 
in  a situation  called  “a  crisis  in  health  care.” 
Although  there  is  evidence^  that  the  health  of 
the  American  people  as  measured  by  such  sta- 
tistical indexes  as  infant  mortality  and  longev- 
ity is  improving,  critics  of  the  American  system 
of  health  care  evidently  believe  that  this  prog- 
ress is  not  as  great  or  as  fast  as  it  could  and 
should  be. 

Indisputable,  however,  is  the  fact  that  the 
passage  of  the  Medicare  and  Medicaid  Acts  did 
provoke  an  unprecedented  demand  for  medical 
services — a demand  that  the  medical  profession 
was  ill  equipped  to  satisfy.  Partial  satisfaction 
resulted  in  an  unanticipated  increase  in  the 
cost  to  the  government  for  medical  services. 
In  response,  the  government  is  desperately 
searching  for  methods  of  delivering  health 
care  that  will  lower  cost  and  increase  availabil- 
ity without  impairing  quality. 

The  chiropractors  of  the  United  States  are 


independent  practitioners  who  consider  them- 
selves competent  to  treat  virtually  all  kinds  of 
human  ailments.  They  have  requested  inclusion 
of  chiropractic  services  in  national,  state,  and 
local  health-care  programs  as  “an  alternative 
form  of  providing  services  already  approved 
(for)  MDs  and  DOs.”^  Their  requests  have 
been  accompanied  by  such  intense  political 
pressure  that  the  Medicaid  programs  of  about 
half  the  states  include  payment  for  chiropractic 
services.  About  40  states  require  that  chiro- 
practors be  paid  for  services  to  beneficiaries  of 
their  Workmen’s  Compensation  Acts.  Finally, 
109  members  of  Congress  have  lent  their 
names  to  bills  whose  intent  is  to  require  inclu- 
sion of  chiropractic  services  to  Medicare  bene- 
ficiaries. 

In  1967,  the  Congress  of  the  United  States 
directed  Wilbur  J.  Cohen,  Secretary  of  Health, 
Education,  and  Welfare,  to  inaugurate  a study 
“relating  to  the  inclusion  under  the  supplemen- 
tary medical  insurance  program  (Part  B of  Title 
18  of  the  Social  Security  Act)  of  services  of 
additional  types  of  licensed  practitioners  per- 
forming health  services  in  independent  prac- 
tice.” Secretary  Cohen  formed  two  committees 
of  ad  hoc  consultants  to  study  the  following 
independent  disciplines:  physical  therapy;  occu- 
pational therapy;  speech  pathology  and  audi- 
ology; clinical  psychology;  social  work;  correc- 
tive therapy;  optometry;  naturopathy;  and  chiro- 
practic. 

The  report  of  these  consultants,  entitled 
“Independent  Practitioners  Under  Medicare,” 
was  transmitted  to  the  Speaker  of  the  House  of 
Representatives  on  Dec.  28,  1968.  In  reference 
to  chiropractic,  the  conclusion  was  as  follows: 

“Chiropractic  theory  and  practice  are  not 
based  upon  the  body  of  basic  knowledge  relat- 
ing to  health,  disease  and  health  care  that  has 
been  widely  accepted  by  the  scientific  commu- 
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nity.  Moreover,  irrespective  of  its  theory,  the 
scope  and  quality  of  chiropractic  education  do 
not  prepare  the  practitioner  to  make  an  ade- 
quate diagnosis  and  provide  appropriate  treat- 
ment. Therefore,  it  is  recommended  that  chiro- 
practic services  not  be  covered  in  the  Medicare 
Program.”^ 

This  essay  will  review  the  premises  upon 
which  that  conclusion  and  others  of  a similar 
nature  are  based,  since  the  volume  of  evidence 
currently  available  and  the  integrity  of  the  per- 
sons who  have  gathered  it  render  doubtful  the 
possibility  that  new,  more,  or  better  information 
could  be  obtained  by  additional  investigation. 

There  seems  to  be  little  more  that  concerned 
physicians,  scientists,  and  educators  can  do 
about  this  important  problem  so  long  as  they 
remain  within  their  own  territories.  There  is, 
however,  a social  ethic  that  has  been  termed 
“the  moral  obligation  of  the  informed  citizen.” 
If  the  scientific  and  medical  communities  ex- 
amine the  existing  evidence  on  chiropractic  and 
find  the  conclusions  derived  therefrom  credible, 
they  have  an  obligation  to  make  their  opinions 
known  to  those  outside  their  own  communities 
who  value  and  have  need  for  their  judgment. 
On  the  other  hand,  if  they  doubt  the  credibility 
of  the  conclusions,  they  have  an  equal  obliga- 
tion to  make  their  doubts  known.  But  the  medi- 
cal and  the  scientific  communities  can  no  long- 
er enjoy  the  privilege  of  remaining  uninformed 
and  silent  on  this  vital  issue. 

What  Is  Chiropractic?  That  there  are  no  uni- 
versally accepted  definitions  of  chiropractic 
is  probably  the  result  of  a schism  between  the 
chiropractors.  One  group,  represented  by  the 
International  Chiropractors  Association  (ICA), 
defines  chiropractic  as  “.  . . that  science  and 
art  which  utilizes  the  inherent  recuperative 
powers  of  the  body,  and  deals  with  the  relation- 
ship between  the  nervous  system  and  the 


spinal  column,  including  its  immediate  articula- 
tions, and  the  role  of  this  relationship  in  the 
restoration  and  maintenance  of  health  . . .” 

Another  group,  represented  by  the  American 
Chiropractic  Association  (ACA),  states  that  chi- 
ropractic is  “.  . . the  study  of  problems  of 
health  and  disease  from  a structural  point  of 
view  with  special  consideration  given  to  spinal 
mechanics  and  neurological  relationships.”^ 

The  Massachusetts  Chiropractors  Association 
used  the  following  legal  definition  when  it  ob- 
tained licensure  from  the  Legislature  of  the 
Commonwealth:  “Chiropractic,  the  science  of 
locating  and  removing  interference  from  the 
transmission  of  expression  of  nerve  force  from 
the  human  body,  by  the  correction  of  misalign- 
ments or  subluxations  of  the  bony  articulations 
and  adjacent  structures,  more  especially  those 
of  the  vertebral  column  and  pelvis  for  the  pur- 
pose of  restoring  and  maintaining  health.” 

This  description  was  first  used  in  1955,  when 
an  unsuccessful  attempt  was  made  by  the  chi- 
ropractors to  overturn  a ruling  of  the  Supreme 
Judicial  Court  of  Massachusetts  that  the  prac- 
tice of  chiropractic  was  the  practice  of  medi- 
cine. Paragraph  four  of  their  petition  stated  in 
part: 

“Chiropractic  is  a modern  scientific  method 
of  healing,  based  on  the  theory  that  most 
human  ailments  or  diseases  are  the  results  of 
a displacement  of  the  vertebrae  in  the  spinal 
column,  resulting  in  abnormal  pressure  upon 
the  nerves  as  they  emerge.  Such  pressure  pre- 
vents the  constricting  nerves  from  transmitting 
to  the  various  bodily  organs  the  mental  impuls- 
es necessary  for  proper  function.  Chiropractic 
proceeds  on  the  principle  that  the  nerves  ema- 
nating above  each  vertebra  regulate  particular 
organs  and,  hence,  the  cause  of  different  ail- 
ments and  diseases  can  be  localized;  that 
health  is  possible  when  all  organs  function  har- 
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moniously  and  that  by  ascertainment  of  the 
subluxation  of  the  spine  and  by  proper  adjust- 
ment to  release  the  pressure  on  the  nerves 
caused  thereby  the  cause  of  the  disease  is  re- 
moved and  the  body  rendered  capable  of  natur- 
al restoration  to  good  health.  The  chiropractic 
method  of  adjustment  is  purely  manual,  and 
never  resorts  to  drugs  or  surgery,  and  is  the 
antithesis  of  the  germ  theory  taught  and  ac- 
cepted by  physicians  and  surgeons  and  who 
treat  human  disease  as  conquerable  by  the 
administration  of  drugs  and  medicines.” 

This  last  explanation  of  chiropractic  is  in 
accord  with  the  philosophy  of  the  members  of 
the  ICA,  who  number  about  4,000  and  cling 
tenaciously  to  that  orthodox  philosophy  of  the 
founder  of  chiropractic,  which  restricts  diag- 
nostic efforts  to  a determination  of  structural 
changes  in  the  spinal  column  and  the  method 
of  treatment  to  spinal  adjustment. 

The  ACA,  with  about  7,300  members,  has 
departed  from  the  original  orthodoxy  by  includ- 
ing dietary  and  nutritional  supplementation  and 
physiotherapy  in  its  treatments  although  chiro- 
practic adjustment  is  still  the  mainstay. 

Birth  of  the  Theory:  Chiropractic  adjustment 
for  treatment  of  human  illness  was  “discov- 
ered” by  Daniel  David  Palmer,  a tradesman, 
in  1895.  In  a textbook.  The  Science,  Art  and 
Philosophy  of  Chiropractic,  published  in  1910, 
republished  in  1966  and  still  currently  used  by 
chiropractic  colleges.  Palmer  stated  that  for 
nine  years  before  1895  he  had  been  a magnetic 
healer  and  was  possessed  by  a desire  to  answer 
the  question;  “.  . . why  one  person  was  ailing 
and  his  associate,  eating  at  the  same  table, 
working  in  the  same  shop,  at  the  same  bench, 
was  not.”  On  Sept.  18,  1895,  he  “adjusted”  a 
vertebra  “.  . . by  using  the  spinous  process  as 
a lever  . . .”  of  the  spine  of  a deaf  janitor 
named  Harvey  Lillard.  By  “racking”  the  verte- 


bra into  place,  he  allegedly  restored  hearing. 
Palmer  further  stated  in  his  textbook: 

”.  . . Shortly  after  this  relief  from  deafness, 
I had  a case  of  heart  trouble  which  was  not 
improving.  I examined  the  spine  and  found  a 
displaced  vertebra  pressing  against  the  nerve 
which  enervates  (sic)  the  heart.  I adjusted  the 
vertebra  and  gave  immediate  relief  . . . nothing 
accidental  or  crude  about  this.  Then  I began  to 
reason,  if  two  diseases,  so  dissimilar  as  deaf- 
ness and  heart  trouble  came  from  impinge- 
ment, or  pressure  on  nerves,  were  not  other 
diseases  due  to  a similar  cause?  Thus  the  sci- 
ence (knowledge)  and  art  (adjusting)  of  chiro- 
practics  were  found  at  that  time. 

"...  I am  the  originator.  The  Fountain  Head 
of  the  essential  principle  that  disease  is  the 
result  of  too  much  or  not  enough  functionating 
(sic).  I created  the  art  of  adjusting  vertebrae, 
using  the  spinous  and  transverse  processes  as 
levers,  and  named  the  mental  act  of  accumu- 
lating knowledge,  the  cumulative  function,  cor- 
responding to  the  physical  vegetative  function 

growth  of  intellectual  and  physical — togeth- 
er, with  the  science,  art  and  philosophy — Chi- 
ropractic ...  it  was  I who  combined  the  sci- 
ence and  art  and  developed  the  principles 
thereof.  I have  answered  the  time-worn  question 
— what  is  Life?”5 

This  theory  of  chiropractic,  originated  in 
1895,  forms  the  foundation  for  current  chiro- 
practic practice. 

Growth  and  Development:  In  1897,  D.  D. 
Palmer  founded  the  Palmer  Infirmary  and  Chi- 
ropractic Institute  in  Davenport,  Iowa.  One  of 
his  first  pupils  was  his  son,  B.  J.  Palmer,  who 
was  destined  to  guide  the  development  of 
national  chiropractic  over  the  next  50  years. 
From  this  “Fountain  Head”  came  the  followers 
who  were  to  found  schools  of  chiropractic 
throughout  the  United  States.  Their  number 
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has  waxed  and  waned:  in  1967  there  were  12 
chiropractic  schools*;  the  Palmer  College  of 
Chiropractic  in  Davenport,  Iowa,  is  the  oldest 
and  largest,  with  a 1967  enrollment  of  936.  In 
that  same  year  enrollment  in  10  of  12  schools 
was  2,273. 

It  is  estimated  that  there  are  between  15,000 
and  17,000  chiropractors  in  active  practice  in 
the  United  States  and  that  they  treat  about 
3,000,000  persons  annually.®-" 

Although  the  chiropractors  have  been  given 
license  to  practice  in  48  of  the  50  states,  the 
apparent  intent  of  licensure  is  “to  limit  chiro- 
practors’ functions  to  a sphere  in  which  they 
are  supposedly  qualified,  to  assure  that  they 
meet  specific  educational  requirements,  and 
otherwise  to  control  their  activities.’’®  The  fal- 
lacy of  such  an  approach  was  explained  in  the 
1967  “Report  of  the  National  Advisory  Com- 
mission on  Health  Manpower’’:  “Attempts  to 
control  unscientific  schools  of  practice  or  cult- 
ism  by  licensure  cannot  give  unscientific  prac- 
tices a scientific  basis  but  can  endanger  the 
public  by  giving  unscientific  schools,  such  as 
chiropractic,  protection  through  the  sanction 
of  law.’’« 

Scope  of  Chiropractic  Practice:  This,  the  most 
important  aspect  of  chiropractic  activity,  was 
reviewed  by  the  late  Henry  Higley,  MD,  DC, 
of  the  Los  Angeles  College  of  Chiropractic,  as 
follows: 

“We  realize  that  a large  section  of  the  non- 
chiropractic public  appears  to  assume  that  chi- 
ropractic is  confined  to  the  treatment  of  dis- 
eases of  the  back.  They  seem  to  believe  that 
the  patients  of  doctors  of  chiropractic  are  lim- 
ited to  those  suffering  from  sciatica,  torticollis 
and  similar  conditions  affecting  the  muscula- 
ture of  the  back.  The  careful  compilation  of 
patient  data  from  the  1953  records  of  our 
chiropractic  clinic  shows  that  well  over  sixty- 
five  different  pathologies  (e.g.,  gastrointestinal 
problems,  genitourinary  problems,  cardiovascu- 
lar problems,  anemia)  were  represented. ’’^o 

In  a survey  of  the  American  Chiropractic 
Association  made  in  1963  and  presented  to  the 

*The  American  Chiropractic  Association  announced 
in  late  1968  that  the  Chiropractic  Institute  of  New 
York  had  been  “affiliated”  with  the  National  College 
of  Chiropractic  in  Lombard,  III.,  and  its  students 
transferred  to  National.  The  ACA  also  announced  in 
late  1971  that  Lincoln  Chiropractic  College  in  Indian- 
apolis, Ind.,  had  been  “amalgamated”  with  National 
College,  and  its  students  transferred  to  National. 


Department  of  Health,  Education,  and  Welfare 
in  1968,  85%  of  the  chiropractors  said  that 
they  treated  musculoskeletal  problems  more 
frequently  than  any  others.  However,  81%  re- 
ported that  other  than  musculoskeletal  abnor- 
malities were  first,  second,  or  third  among  those 
most  frequently  treated.  Included  in  the  report 
were  such  conditions  as  headache,  sinusitis, 
constipation,  hypertension,  gallbladder  (sic), 
anemia,  chronic  heart  conditions,  poliomyelitis, 
diabetes,  and  rheumatic  fever.  The  method  of 
obtaining  these  diagnoses  is  not  known. 

A report  by  the  Palmer  Clinic  submitted  to 
the  HEW  study  states: 

“The  B.  J.  Palmer  Chiropractic  Clinic  pre- 
sents these  case  records  to  demonstrate  the 
effectiveness  of  Chiropractic  with  cases  medi- 
cally diagnosed  as  multiple  sclerosis,  encepha- 
litis or  sleeping  sickness,  hydrocephalus,  epi- 
lepsy, sciatica,  cirrhosis  and  cancer  of  the  liver, 
and  tumors.  It  is  hoped  these  records  will  bene- 
fit both  the  chiropractor  and  any  interested  lay 
person  who  may  chance  to  read  them.’’^- 

These  three  examples  document  the  fact 
that  chiropractors  consider  themselves  compe- 
tent to  diagnose  and  treat  the  broad  gamut  of 
human  illness  according  to  chiropractic  theory 
as  laid  down  in  1895. 

Educational  Qualifications:  The  report  of  the 
National  Advisory  Commission  on  Health  Man- 
power stated: 

“Chiropractic  education  and  training  are 
appallingly  inadequate  as  has  been  well  docu- 
mented by  both  independent  and  chiropractic 
studies.  There  are  currently  12  schools  of  chiro- 
practic recognized  by  the  two  chiropractic  asso- 
ciations, but  none  is  accredited  by  any  agency 
recognized  by  the  National  Commission  on  Ac- 
crediting or  the  United  States  Office  of  Educa- 
tion, and  no  school  has  full  accreditation  even 
by  the  American  Chiropractic  Association  or  the 
International  Chiropractic  Association  (sic).  The 
faculties  of  these  schools  are  poorly  qualified, 
and  the  ratio  of  faculty  to  students  is  extremely 
low.  Admission  requirements,  although  also 
low,  are  dubiously  enforced.  A study  of  actual 
admission  applications  shows  that  chiropractic 
schools  do  not  observe  their  own  admission 
rules  and  admit  students  with  less  than  a 
high  school  education  and  questionable  cre- 
dentials.’’^® 

Self-surveys  of  eight  chiropractic  schools 
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from  1965  to  1967  disclosed  that  105  faculty 
members  held  doctors  of  chiropractic  degrees. 
Only  50  of  the  faculty  had  attained  the  bache- 
lor’s degree;  12  held  master’s  degrees;  and 
three  of  four  doctorate  degrees  were  from 
schools  of  osteopathy.  Admission  requirements 
for  students  varied:  all  schools,  except  Palmer, 
required  at  least  a high-school  diploma  for  ad- 
mission, but  four  of  those  schools  required  only 
a “C”  average  in  high  school.  The  Palmer  cata- 
logue did  not  state  the  educational  require- 
ments for  admission.  In  three  schools,  2.0  to 
5.8%  of  matriculating  students  had  attained  a 
bachelor's  degree. 

All  currently  active  chiropractic  schools  offer 
a four-year  course  of  4,000  hours  leading  to  a 
degree  of  doctor  of  chiropractic.  The  first  two 
years  are  devoted  to  basic-science  subjects, 
and  the  remainder  to  the  “clinical  application’’ 
of  chiropractic. 

Textbooks  and  teachings  vary  widely  al- 
though they  all  support  the  fundamental  tenets 
of  Palmer.  As  an  example,  the  preface  to  Ration- 
al Bacteriology,  published  in  1953  and  in  cur- 
rent use,  contains  the  following  statement  by 
C.  W.  Weiant,  DC,  PhD*  (dean  emeritus  of  the 
New  York  Institute  of  Chiropractic  and  a mem- 
ber of  the  ACA’s  Commission  on  Standardiza- 
tion of  Chiropractic  Principles): 

“This  Outline  is  written  with  two  objects  in 
mind.  It  aims  first  of  all,  to  give  to  the  student 
and  the  drugless  practitioner  those  basic  facts 
and  principles  of  bacteriology  which  underlie 
the  hygiene  of  the  communicable  diseases  and 
sanitation,  which  create  an  appreciation  of  the 
true  role  of  bacteria  in  disease,  and  which  make 
possible  the  interpretation  of  diagnostic  labora- 
tory reports.  Incidentally,  this  is  the  knowledge 
usually  required  to  pass  a state  board  examina- 
tion in  the  subject. 

“The  book  has,  however,  a second  more  im- 
portant object,  namely  that  of  making  public 
some  of  the  outstanding  results  of  medical  and 
bacteriological  research  of  the  past  few  years 
which  undermine  the  whole  germ  theory  of  dis- 
ease causation  and  the  practices  of  serum  and 
vaccine  therapy  or  prophylaxis  based  thereon. 

It  is  hoped  by  the  authors  that  this  material, 
all  of  which  will  be  found  carefully  authenti- 

*Dr.  Weiant  received  the  PhD  degree  in  anthro- 
pology from  Columbia  University,  New  York  City.  The 
subject  of  his  doctoral  thesis  was  "An  Introduction  to 
the  Ceramics  of  Tres  Zapotes,  Vera  Cruz,  Mexico.” 


Gated  may  speedily  become  of  service  not  only 
to  professional  groups,  but  to  all  laymen,  espe- 
cially parents  and  educators,  who  are  interested 
in  having  the  truth  prevail. ’’is 

The  authors  of  the  textbook,  J.  R.  Verner, 
DC,  and  R.  J.  Watkins,  DC,  were  careful  to  dif- 
ferentiate chiropractic  theory  from  medical 
teachings;  they  advised  chiropractic  students 
sbout  passages  that  would  not  be  accepted  as 
answers  to  state  board  examination  questions. 
Some  of  their  chiropractic  statements  are  as 
follows: 

Gonorrhea  and  spinal  meningitis  respond 
readily  to  non-medical  methods. i® 

“Tuberculosis  is  not  contagious  in  adults. 
“Diphtheria  antitoxin  and  toxoid  are  both  not 
only  worthless  in  practically  every  case  but  also 
virulent  and  injurious  in  all  cases. ’’is 
A Textbook  on  Chiropractic  Diagnosis  by 
James  N.  Firth,  DC,  PhC,  has  this  to  say  about 
the  treatment  of  leukemia: 

"Since  the  blood-forming  tissues  are  inner- 
vated by  the  sympathetic  division  of  the  vege- 
tative nervous  system,  the  indicated  adjust- 
ments are  in  the  dorsal  area  of  the  spine.  In- 
spection, palpation  and  nerve  tracing  and  x-ray 
study  are  of  assistance  in  determining  the  loca- 
tion of  the  nerve  interference. ’’i^ 

Chiropractic  Research:  A universally  accepted 
tenet  of  scientific  research  is  that  a “discov- 
ery in  any  discipline  must  be  documented 
by  the  discoverer  and  his  supporters  by  sci- 
entific evidence.  In  contrast,  the  chiropractors 
and  their  proponents  have  challenged  the 
medical  profession  and  the  biologic  scien- 
tists to  disprove  the  theory  and  efficacy  of  chi- 
ropractic. Nevertheless,  the  Study  Group  of 
HEW  undertook  to  search  for  scientific  evidence 
that  chiropractic  was  of  value  in  diagnosing 
and  treating  human  illness.  It  came  to  the 
following  conclusions: 

There  is  a lack  of  research  in  this  field  and 
“considering  the  qualifications  of  the  faculties 
of  chiropractic  schools,  it  seems  unlikely  that 
most  faculty  members  with  the  qualifications 
listed  would  have  the  capability  to  undertake 
basic  research  therein.  Another  major  reason 
for  the  lack  of  research  is  that  the  chiro- 
practic philosophy  has  led  to  a de-emphasis 
on  research  since  the  chiropractor  believes 
he  already  knows  'basic  truths  and  princi- 
ples  ’ ”20  The  report  further  stated; 

Some  difficulties  are  encountered  by  non- 
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chiropractors  in  evaluating  chiropractic  re- 
search. One  is  that  the  nonchiropractor  looks 
for  documentation  of  diagnosis,  the  accuracy  of 
which  is  central  to  the  validity  of  the  research; 
but  to  the  chiropractor,  naming  the  disease  is 
not  so  important,  as  mentioned  in  an  earlier 
quotation,  since  subluxation  is  considered  the 
cause  of  the  illness.  This  raises  the  problem  of 
definitions,  since  the  nonchiropractor  may  not 
understand  the  chiropractor’s  interpretation  of 
this  causal  relationship.  Measurements  of  “im- 
provement” also  present  problems,  the  nonchi- 
ropractor looking  for  specific  indices  to  show 
improvement.  In  one  chiropractic  study,  im- 
provement is  shown  in  terms  of  readings  on  a 
“Neurocalograph,”  an  instrument  that  is  not 
used  for  this  purpose  in  other  disciplines.  Fin- 
ally, tests  of  statistical  significance  are  difficult 
to  apply  to  chiropractic  research,  due  to  small 
study  samples.”2i 

Discussion:  Suggestions  are  made  from  time 
to  time  that  the  medical  profession  take  a new 
look  at  chiropractic  for  the  purpose  of  enlarg- 
ing the  manpower  pool  available  to  deliver 
health  care.22  Such  suggestions  serve  to  em- 
phasize the  fact  that  many  nonchiropractors, 
whether  they  are  physicians,  potential  patients 
or  politicians,  are  either  unaware  of  the  nature 
of  chiropractic  or  indifferent  to  the  facts  pre- 
sented in  this  analysis.  Part  of  the  problem  may 
be  that  before  about  1966,  the  entire  burden  of 
explaining  chiropractic  theory  and  practice  was 
borne  by  the  American  Medical  Association  and 
that  its  findings  were  automatically  rejected  un- 
read on  the  grounds  of  bias.  During  the  last 
five  years,  however,  there  have  been  numerous 
independent  assessments  of  this  cult.  For  ex- 
ample, the  American  Public  Health  Association 
issued  the  following  policy  statement  on  No- 
vember 19,  1969: 

“It  appears  that  the  practice  of  chiropractic 
and  naturopathy  constitutes  a hazard  to  the 
health  and  safety  of  our  citizens.  The  American 
Public  Health  Association  therefore  urges: 

“1.  That  Congress  amend  Title  XIX  of  the 
Social  Security  Act  to  specify  that  Federal  funds 
not  be  used  to  match  State  Medicaid  expendi- 
tures for  chiropractic  or  naturopathic  services. 

“2.  That  Congress  not  amend  XVIII  of  the 
Social  Security  Act  to  permit  coverage  of  chiro- 
practic or  naturopathic  services  in  the  Medicare 
program. 

“3.  That  State  Legislatures  and  health  agen- 


cies not  include  chiropractors  and  naturopaths 
under  State  Health  Programs. 

“4.  That  States  re-evaluate  their  existing 
licensure  programs  for  chiropractors  and  natur- 
opaths to  determine  whether  such  licenses 
should  be  further  restricted  or  abolished,  and 
that  existing  restrictions  be  more  rigorously 
policed. 

“5.  That  professional  and  consumer  groups 
undertake  appropriate  consumer  education  on 
the  hazards  of  unscientific  health  care,  includ- 
ing chiropractic  and  naturopathy.” 

The  National  Advisory  Commission  on  Health 
Manpower,  previously  quoted,  has  also  said: 
“Although  chiropractic  is  not  the  only  existing 
cult,  it  is  the  only  one  which  still  constitutes  a 
significant  hazard  to  the  public  . . . The  basic 
assumption  of  licensure  of  chiropractors — that 
licensure  facilitates  regulation — should  be  re- 
examined.” 

Finally,  there  are  these  additional  conclu- 
sions from  the  HEW  Report: 

“1.  There  is  a body  of  basic  scientific  knowl- 
edge related  to  health,  disease,  and  health  care. 
Chiropractic  practitioners  ignore  or  take  excep- 
tion to  much  of  this  knowledge  despite  the  fact 
that  they  have  not  undertaken  adequate  scien- 
tific research. 

“2.  There  is  no  valid  evidence  that  subluxa- 
tion, if  it  exists,  is  a significant  factor  in  disease 
processes.  Therefore,  the  broad  application  to 
health  care  of  a diagnostic  procedure  such  as 
spinal  analysis  and  a treatment  procedure  such 
as  spinal  adjustment  is  not  justified. 

“3.  The  inadequacies  of  chiropractic  educa- 
tion, coupled  with  a theory  that  de-emphasizes 
proven  causative  factors  in  disease  processes, 
proven  methods  of  treatment,  and  differential 
diagnosis,  make  it  unlikely  that  a chiropractor 
can  make  an  adequate  diagnosis  and  know  the 
appropriate  treatment,  and  subsequently  pro- 
vide the  indicated  treatment  or  refer  the  pa- 
tient. Lack  of  these  capabilities  in  independent 
practitioners  is  undesirable  because:  appropri- 
ate treatment  could  be  delayed  or  prevented 
entirely;  appropriate  treatment  might  be  inter- 
rupted or  stopped  completely;  the  treatment 
offered  could  be  contraindicated;  all  treatments 
have  some  risk  involved  with  their  administra- 
tion, and  inappropriate  treatment  exposes  the 
patient  to  this  risk  unnecessarily. 

“4.  Manipulation  (including  chiropractic  ma- 
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nipulation)  may  be  a valuable  technique  for 
relief  of  pain  due  to  loss  of  mobility  of  joints. 
Research  in  this  area  is  inadequate;  therefore, 
it  is  suggested  that  research  that  is  based  upon 
the  scientific  method  be  undertaken  with  re- 
spect to  manipulation. ”23 

The  statements  quoted  above  are  further 
substantiated  by  such  investigations  as  ‘‘Chiro- 
practic in  California,”  a study  carried  out  by 
the  Stanford  Research  Institute, 24  and  ‘‘Chiro- 
praxy,”  a report  of  the  Quebec  Royal  Commis- 
sion on  Chiropraxy  and  Osteopathy.25 
Conclusions:  The  inclusion  of  chiropractic  in 
any  health-care  program,  public  or  private,  is 
not  in  the  public  interest.  There  is  no  reason 
to  believe  that  further  studies  of  chiropractic 
would  bring  forth  new  facts  to  negate  the  find- 
ings previously  published  by  knowledgeable  in- 
vestigators of  unquestionable  integrity.  Con- 
cerned citizens  need  guidance  as  they  attempt 
to  evaluate  the  claims  and  counterclaims  of 
the  worth  of  chiropractic  services.  The  scientific 
and  medical  communities  have  a moral  obliga- 
tion to  take  a position  on  this  important  prob- 
lem and  inform  the  public  of  it. 
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Flight  Surgeon: 
variety  makes  his  day 


GLOSSARY 

For  those  who  may  have  forgotten — 
or  never  did  know — the  military  jargon, 

Lt.  Tubb  has  provided  a glossary 
explaining  the  terms  used  in  his  story. 

BOUNCED  OFF  THE  CARRIER— Landing  on 
the  carrier  and  immediately  taking  off 
without  ever  stopping;  a "touch  and  go" 
in  civilian  terms. 

CROSS  COUNTRIES — A sortie  from  one 
distant  place  to  another. 

DOG  FIGHT — Simulated  aerial  combat 
between  two  planes. 

DOWN  CHIT — A grounding  slip. 

HEAD-KNOCKER— A safety  handle 
on  the  ejection  seat  that,  when  pulled  down, 
prevents  accidental  misfire  and 
ejection.  It  hits  the  back  of  your  helmet 
when  you  pull  it  down. 

HOP — A sortie;  a single  mission 
for  any  purpose. 

ROCKET  RUN — A sortie  where  rockets  are 
shot  at  a target. 


“We  had  just  returned  from  a bomb 
hop  near  San  Diego,  Texas.  The  hop 
consisted  of  a group  of  four  jets,  ours 
being  the  lead  and  flown  by  an  instruc- 
tor. The  other  three  were  students  fly- 
ing solo.  All  planes  were  carrying  six 
bombs. 

“In  sequence,  we  would  dive  from 
8,000  feet  and  immediately  pull  out  to 
avoid  flying  into  our  target.  At  the  bot- 
tom of  the  dive  the  indicated  air  speed 
was  around  500  miles  per  hour  at  an 
altitude  of  1,000  feet.  It  is  here  that 
one  feels  the  real  physical  stress — five 
‘G’s’  pulling  against  one’s  body  until 
muscle  and  skin  begin  to  sag  down- 
ward and  one's  head  begins  to  bend 
down,  down.  . . . Visual  fields  begin  to 
diminish  to  almost  tunnel  vision.  It 
becomes  necessary  to  valsalva  and 
rely  on  one’s  trusty  G suit  to  prevent 
a blackout.” 

It  was  the  end  of  another  typical 
day  for  Lt.  Terry  D.  Tubb,  flight  sur- 
geon for  the  Navy’s  VT-21  (training) 


squadron  at  the  Naval  Air  Station  in 
Kingsville.  Lt.  Tubb,  born  in  Levelland 
(Hockley  County)  and  educated  at  The 
University  of  Texas  Medical  Branch  at 
Galveston,  is  now  a long  way,  figura- 
tively, if  not  literally,  from  John  Sealy 
Hospital  in  Galveston  where  he  did  a 
surgical  internship  and  one  year  of  a 
general  surgical  residency. 

In  1970,  Lt.  Tubb  was  drafted  by  the 
military  and  assigned  to  the  Navy.  In 
January,  1971,  he  entered  the  Naval 
Aerospace  Medical  Institute  at  Pensa- 
cola, Fla.,  where  he  attended  lectures 
for  four  months  in  cardiology,  physiol- 
ogy, and  otorhinolaryngology,  inter- 
laced with  training  in  air,  land,  and  sea 
survival.  The  final  two  months  of  this 
unconventional  postgraduate  course 
were  dedicated  to  learning  to  fly  single- 
engine, propellor-driven  trainers,  or 
T-34s.  After  soloing  in  the  T-34,  the  fu- 
ture flight  surgeon  got  his  wings  and 
was  assigned  to  VT-21  at  Kingsville’s 
Naval  Air  Station. 


A Flight  Surgeon’s  day  is  both 
busy  and  varied.  Here,  Lt. 
Tubb  removes  a tattoo  from  a 
sailor’s  arm.  His  training  as 
a flight  surgeon  ranged  from 
lectures  in  cardiology  to  ex- 
ercises in  land,  air,  and  sea 
survival. 
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Lt.  Tubb,  left,  and  Marine  Capt. 
Lex  Mitchell,  a Vietnam  vet- 
eran and  instructor  at  VT-21, 
confer  before  heading  out 
on  a "hop.”  The  lieutenant’s 
duties  also  include  lecturing 
students  on  health  problems 
connected  with  flying. 


“I  suppose  that  I felt  that  the  chal- 
lenge and  danger  would  keep  me  ex- 
cited and  stimulated — and  it  has,” 
says  Lt.  Tubb,  explaining  why  he  chose 
to  be  a flight  surgeon.  “The  jet  fighter 
pilots  are  the  most  ‘elite’  of  military 
people  and  concomitantly  the  most 
stimulating.” 

While  his  duties  as  a flight  surgeon 
are  not  always  dangerous,  they  certain- 
ly are  challenging — each  day  seems  to 
bring  something  a little  different  from 
the  day  before.  Lt.  Tubb  described  a 
"typical”  day  this  way: 

"I  saw  thirty  sailors  in  enlisted  sick 
call  followed  by  ten  aviation  physicals 
performed  on  pilots  and  air  controllers. 
A few  minutes  later  a pilot  walked  in 
with  an  ear  block  as  a consequence  of 
flying  with  a minor  cold.  He  was  fol- 
lowed by  another  pilot  complaining  that 
his  helmet  had  begun  to  irritate  a small 
sebaceous  cyst  on  his  scalp.  My  next 
job  was  taking  a couple  of  general  sur- 
geons on  a tour  of  the  base  and  de- 


taching them  and  their  shotguns  down 
in  the  south  field  where  a covey  of 
quail  had  somehow  managed  to  sur- 
vive Phase  I of  the  hunting  season. 

“After  lunch,  I interviewed  an  air- 
crewman-mechanic  who  had  been  tak- 
ing hallucinogenic  drugs.  He  was  fol- 
lowed by  an  evaluation  of  a sailor  who 
had  stolen  a motorcycle  and  gone 
AWOL,  claiming  almost  total  amnesia. 

I would  probably  have  to  testify  at  his 
court-martial.  Then  came  a dependent 
wife  requesting  referral  for  possible  bi- 
lateral silastic  mammary  implants.  Next 
was  a case  of  air  sickness  in  a stu- 
dent.” 

Lt.  Tubb’s  present  station,  Kings- 
ville, is  the  place  where  a student  Naval 
Aviator  takes  his  last  step  in  winning 
his  wings.  Here  the  student  uses  all  of 
his  acquired  skill  to  fly  the  “Skyhawk,” 
(TA4-J),  a subsonic  single-engine  tan- 
dem-seat jet  with  fighter-bomber  capa- 
bilities. His  final  hurdle  before  winning 
his  wings  is  “hitting  the  boat,”  or 


landing  alone  on  the  old  aircraft  car- 
rier, Lexington,  which  is  afloat  in  the 
Gulf  of  Mexico  50  or  75  miles  due  east 
of  Corpus  Christi. 

“My  job,”  says  Lt.  Tubb,  “is  helping 
along  the  way  and  my  roles  are  many 

to  say  little  of  treating  his  (the  stu- 
dent's) pre-quiz  diarrhea  and  his  post- 
celebration hangovers.” 

In  addition,  Lt.  Tubb  spends  time 
with  Naval  and  Marine  instructors. 
“Most  of  these  fellows  are  seasoned 
with  experience  from  the  ‘fleet’  and  the 
Southeast  Asia  conflict,”  says  Lt.  Tubb. 

I am  sure  that  they  are  second  to 
none  in  competence  and  ability.” 

But,  to  Lt.  Tubb,  the  most  exciting 
part  of  his  day  is  flying  with  the  squad- 
ron where  he  sits  in  the  aft  seat  of  the 
Skyhawk  as  copilot  and  flies  on  a va- 
riety of  “hops”— dog  fights,  rocket 
runs,  cross-countries  and  bouncing  off 
the  carrier. 

Though  flying  can  be  dangerous,  Lt. 
Tubb  says  he  feels  quite  secure.  The 


Lt.  Tubb  flies  as  co-pilot  in 
the  Navy’s  Skyhawk  jet. 
Here,  he  and  Capt.  Mitchell 
strap  themselves  into  the 
ejection  seat  before  taxiing 
onto  the  runway. 
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Capt.  Mitchell,  and  Lt.  Tubb,  back  to  camera, 
check  the  landing  gear  on  the  Skyhawk  be- 
fore taking  off  to  lead  a training  mission.  The 
pilots  in  his  squadron  have  flown  over 
50,000  accident-free  hours  in  the  past  two 
years. 


pilots  in  his  squadron  have  flown  over 
60,000  accident-free  hours  in  the  past 
two  years.  In  addition,  he  is  strapped 
into  an  ESCAPAC-IC-3  ejection  seat, 
which  uses  a catapult  rocket  thrust  to 
provide  escape  capabilities  in  any  situ- 
ation, except  for  unusual  flight  condi- 
tions such  as  inverted  flight,  steep 
angles  of  bank  or  dives  at  low  altitudes. 

“In  other  words,"  Lt.  Tubb  explains, 
"one  can  eject  sitting  dead  still  on  the 
runway  and  still  have  two  and  one  half 
swings  of  the  chute  on  the  way  down 
before  touching  the  ground.  1 might 
add  that  the  initial  rate  of  onset  of 
acceleration  (jolt  acceleration)  is  of  the 
magnitude  of  20  Gs  per  second  fol- 
lowed by  a sustained  G range  of  well 
under  20.  Thus  it  becomes  easy  to  un- 
derstand why  compression  fractures  of 
the  spine  are  seen  on  occasions  after 
ejecting.  Other  more  serious  injuries 
are  found  after  high-speed  ejections 
where  windblasts  are  of  a high  magni- 
tude.” 

In  addition  to  treating  complaints 
such  as  these,  much  of  Lt.  Tubb’s  time 
is  spent  practicing  preventative  medi- 
cine. Annual  ECGs  are  necessary  to 
note  any  early  signs  of  cardiovascular 
pathology,  and  periodic  refractions  are 
necessary  on  any  aviators  with  related 
complaints,  for  flight  surgeons  know 
the  maxim,  “an  aviator’s  eyes  are  next 
to  his  heart.”  Lt.  Tubb  does  not  hesi- 
tate to  issue  “downchits”  for  aviators 
who  have  conditions  such  as  colds  or 
sore  throats  which  might  hinder  them 
while  flying. 

Still  another  component  of  his  job 
is  lecturing  the  pilots  on  all  sorts  of 
subjects — survival  in  extremes  of  cli- 
mate, the  effects  of  self-medication  and 
flying,  and  the  dangers  associated  with 
flying  after  scuba  diving. 

At  the  end  of  his  “typical  day,”  Lt. 
Tubb  stops  by  the  base  corral  where 
he  removes  a large  bleeding  tumor 
from  the  right  hind  leg  of  an  enlisted 
man’s  five-year-old  mare. 

It’s  only  another  part  of  Lt.  Tubb’s 
unusual  “specialty.” 

The  opinions  or  assertions  contained  here- 
in are  those  of  the  author  and  are  not  to  be 
construed  as  official  or  reflecting  the  views 
of  the  Navy  Department  or  of  the  Naval  Ser- 
vice at  large. 
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MEDICINE  ANDTHE  LAW 

FEDERAL  COURT  REFUSES  TO  INTERFERE  IN  MEDICAL  STAFF  APPOINTMENTS 


The  Fifth  United  States  Court  of  Ap- 
peals has  affirmed  a Federal  District 
Court  opinion  that  the  procedure 
whereby  a physician  was  removed 
from  the  medical  staff  of  Barbour 
County  Hospital  in  Alabama  did  not 
constitute  a denial  of  due  process. 

The  physician  removed  from  the 
staff  alleged  that  he  had  been  de- 
prived of  his  surgical  privileges  in  the 
county  hospital  in  violation  of  his  right 
to  due  process  under  the  Federal  Con- 
stitution. The  Fifth  Circuit  Court  of 
Appeals  affirmed  the  trial  court  and 
held  that  there  was  no  constitutional 
question  involved  since  the  action  of 
the  governing  board  was  not  unrea- 
sonable, arbitrary,  or  capricious  in  their 
opinion  in  Woodbury  v.  McKinnon, 
447  F.  2d  839.  The  appeals  court 
wrote  that  a physician,  once  having 
become  a member  of  the  hospital  sur- 
gical staff,  “had  a right  to  reappoint- 
ment until  the  governing  authorities 
determined  after  a hearing  conform- 
ing to  the  minimum  requirements  of 
procedural  due  process  that  he  did 
not  meet  the  reasonable  standards  of 
the  hospital.”  The  court  stated  that 
the  decision  of  the  hospital  board  in 
failing  to  reappoint  Dr.  Woodbury  must 
be  “untainted  by  irrelevant  considera- 
tions and  supported  by  sufficient  evi- 
dence to  free  it  from  arbitrariness, 
capriciousness,  or  unreasonableness.” 

The  hospital  in  this  case  was  a tax- 
supported  county  hospital  and  as  such 
the  governing  board  of  the  hospital 
was  required  to  meet  the  provisions  of 
the  14th  Amendment  to  the  U.  S.  Con- 
stitution in  the  admission  of  physicians 
to  its  staff.  However,  the  court  found 
that  the  U.  S.  Constitution  does  not 
"prevent  the  hospital  from  establish- 
ing standards  for  admission  geared  to 
the  purpose  of  providing  adequate 
hospital  care”  and  noted  that  the  court 
had  recently  spoken  to  the  question 
of  the  broad  discretion  that  must  be 
given  to  the  governing  board  of  a hos- 
pital in  setting  the  standards  and  in 
admitting  physicians  to  its  staff.  {Sosa 
V.  Board  of  Managers  of  Val  Verde 
Memorial  Hospital,  437  F2d  173 
(1971)). 

In  the  Woodbury  holding,  the  court 
again  quoted  the  language  of  the  Sosa 
opinion  as  setting  forth  the  standards 


for  review  of  medical  staff  appoint- 
ment cases: 

“No  court  should  substitute  its  eval- 
uation of  such  matters  for  that  of 
the  Hospital  Board.  It  is  the  Board, 
not  the  court,  which  is  charged  with 
the  responsibility  of  providing  a 
competent  staff  of  doctors.  The 
Board  has  chosen  to  rely  on  the 
advice  of  its  Medical  Staff,  and  the 
court  cannot  surrogate  for  the  Staff 
in  executing  this  responsibility  . . . 
The  evaluation  of  professional  pro- 
ficiency of  doctors  is  best  left  to  the 
specialized  expertise  of  their  peers, 
subject  only  to  limited  judicial  sur- 
veillance ...  In  short,  so  long  as 
staff  selections  are  administered 
with  fairness,  geared  by  a rationale 
compatible  with  hospital  responsi- 
bility, and  unencumbered  with  irrel- 
evant considerations,  a court  should 
not  interfere.  Courts  must  not  at- 
tempt to  take  on  the  escutcheon  of 
Caduceus.” 

Turning  to  the  specific  questions 
raised  by  Dr.  Woodbury  in  his  appeal, 
the  court  again  quoted  from  the  Sosa 
decision: 

“This  court  has  recently  indicated 
that  staff  appointments  may  be  con- 
stitutionally refused  if  the  refusal  is 
based  upon  ‘any  reasonable  basis, 
such  as  the  professional  and  ethical 
qualifications  of  the  physicians  or 
the  common  good  of  the  public  and 
the  Hospital’  (citing  authorities). 
Admittedly,  standards  such  as  ‘char- 
acter qualifications  and  standing’ 
are  very  general,  but  this  court  rec- 
ognizes that  in  the  area  of  personal 
fitness  for  medical  staff  privileges 
precise  standards  are  difficult  if  not 
impossible  to  articulate.” 

The  court  summarized  the  duties 
the  governing  board  and  the  medical 
staff  of  a hospital  have  to  the  general 
public  and  concluded  the  opinion  in 
the  following  language: 

“The  defendants  (the  Hospital 
Board)  had  a duty  to  provide  the 
patients  of  Barbour  County  Hospital 
with  competent  professional  medical 
services.  The  practice  of  major  sur- 
gery is  a highly  specialized  field  and 
is  recognized  as  a delicate  art.  The 
citizens  of  Barbour  County  are  en- 
titled to  have  the  defendants,  who 


have  been  charged  with  that  respon- 
sibility, make  the  sensitive  and  criti- 
cal judgments  as  to  the  medical 
competence  of  the  hospital  staff. 
Once  having  determined  that  the 
judgment  was  supported  by  sub- 
stantial evidence  and  was  made 
using  proper  criteria,  after  a satis- 
factory hearing,  on  a rational  basis, 
and  without  irrelevant  discriminatory 
and  arbitrary  influences,  the  work  of 
the  court  came  to  an  end.” 

It  is  encouraging  to  see  the  Federal 
Judiciary  reevaluate  its  apparent  “ac- 
tivist” stance  and  refuse  to  interject 
itself  into  a responsibility  and  proce- 
dure best  left  to  local  hospital  govern- 
ing boards  and  medical  staffs.  The 
trend  of  several  years  ago  that  any 
aggrieved  doctor  seeking  staff  privi- 
leges could  turn  to  the  Federal  courts 
to  override  the  reasonable  and  non- 
capricious  judgment  of  the  medical 
staff  and  local  governing  board  is  now 
reversed,  at  least  for  those  states  in 
the  Fifth  Circuit,  including  Texas. 

Perhaps  of  more  far  reaching  con- 
cern is  the  very  general  language  of 
the  court  recognizing  the  expertise  and 
competence  of  physicians  to  judge 
their  peers,  rejecting  the  concept  that 
such  judgments  should  be  made  by 
the  Federal  courts.  Perhaps  such  rea- 
soning may  also  be  applied  to  other 
aspects  of  peer  review  so  much  in 
the  forefront  of  medicolegal  activities 
today. 

PHILIP  R.  OVERTON,  LLB 
SAM  V.  STONE,  JR.,  LLB 
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Management  of  Diabetic  Retinopathy: 

A Stereoscopic  Presentation,  Edward 
Okun,  G.  P.  Johnson,  and  Isaac 
Boniuk,  165  pp.  314  illus.,  112 
stereoscopic  views  on  16  viewmas- 
ter  reels,  St.  Louis,  C.  V.  Mosby  Co. 
1971,  $50.75. 

THIS  EXCELLENT  TEXT  should  be  in 
every  internist's  and  ophthalmologist’s 
bookcase.  It  will  be  a fine  reference 
book  for  the  retinal  specialist  to  show 
his  patients.  It  is  in  large  print  and 
easily  readable.  As  is  to  be  expected 
from  the  title,  the  book  is  profusely 
illustrated  with  excellent  pictures.  Ac- 
companying the  pictures  are  case  re- 
ports. There  are  sufficient  source  refer- 
ences without  being  overwhelming. 

Its  contents  deal  with  background 
material  of  diabetic  retinopathy  and  its 
treatment  under  the  following  head- 
ings: Medical,  Xenon  Photocoagulation, 
Argon  Photocoagulation,  Pituitary  Abla- 
tion, Scleral  Buckling  in  Diabetic  Reti- 
nal Detachment,  and  Choice  of  Ther- 
apy. 

The  Sav/yer  Viewmaster  supplied 
with  the  text  is  very  difficult  to  use 
and  a source  of  irritation. 

PHILIP  GREENFIELD,  MD 
San  Antonio 

Symposium  On  the  Functional  Physio- 
pathology  of  the  Fetus  and  Neonate, 
Harold  Abrahamson,  ed.,  182  pp., 
61  illus.,  St.  Louis,  C.  V.  Mosby  Co., 
1971,  $15.00. 

AS  A GENERAL  SURVEY  of  recent  ad- 
vances in  the  field  of  perinatal  physio- 
pathology,  this  book  should  be  of  in- 
terest to  all  those  practitioners  dealing 
with  the  mother  or  newborn. 

The  book  conveys  very  well  the 
newer  concepts  in  the  determination  of 
fetal  nutrition  and  maturity,  causes  of 
abortions,  placental  development,  and 
perinatal  infections,  especially  with  re- 
gard to  the  immune  response  of  the 
newborn.  But  this  survey  of  the  field 
serves  mainly  to  emphasize  the  au- 
thor’s main  message — a plea  for  the 
establishment  of  a regional  perinatal 
pathology  program. 

A formal  subspecialty  of  perinatol- 
ogy would  be  established  incorporating 
the  disciplines  of  pediatrics,  pathol- 
ogy, obstetrics,  genetics,  endocrinol- 


ogy, and  others.  The  investigation  of 
neonatal  and  intrauterine  deaths  might 
then  utilize  the  broad  approach  nec- 
essary for  the  identification  of  disease 
states  not  now  obvious  in  the  usual 
morphologically-oriented  postmortem 
exam.  The  authors  feel  that  more 
meaningful  statistics  relating  to  peri- 
natal deaths  should  result  if  all  such 
deaths  were  so  studied. 

Legislation  which  would  provide  im- 
plied consent  for  autopsies  on  all 
fetuses  and  neonates  is  suggested. 
This  would  include  permission  for  dis- 
posal or  preservation  of  tissues  as 
deemed  desirable  and  by  any  means 
— certainly  a hot  topic  for  a future 
legislative  session. 

ALAN  N.  MILLER  II,  MD 
Irving 

Pathobiology,  An  Introduction,  Jeff 
Minckler,  Harold  M.  Anstall,  and 
Tate  M.  Minckler,  eds.,  522  pp.,  207 
illus.,  St.  Louis,  The  C.  V.  Mosby  Co., 
1971,  $12.50. 

DESIGNATING  THEIR  TEXTUAL  efforts 
as  Pathobiology,  the  editors  of  this 
book,  along  with  their  many  contribut- 
ing authors,  have  attempted  to  provide 
the  general  biomedical  scientific  com- 
munity with  an  "introductory  but  com- 
prehensive review  of  the  basic  mech- 
anisms by  which  an  organism  becomes 
dysfunctional.’’ 

They  point  out  that  many  groups 
dealing  with  health  sciences  have  long 
been  involved  in  study  of  basic  path- 
ology, which  only  recently  has  been 
recognized  as  one  of  the  basic  biomed- 
ical sciences,  and  they  comment  that 
these  and  other,  newer  allied  groups 
are  demanding  more  and  more  expo- 
sure to  medical  knowledge.  "The  ob- 
jectives in  formulating  this  book,” 
write  editors  Minckler,  Anstall,  and 
Minckler,  “include  reaching  these  seg- 
ments of  the  academic  community  with 
basic  information  regarding  the  pro- 
cesses of  disease  and  disturbances  in 
physiology.” 

In  addition  to  chapters  on  classical 
pathologic  problems,  the  book  also  con- 
tains sections  on  somewhat  unusual 
subjects  (i.e.,  chemotherapeutic  mech- 
anisms and  iatrogenics)  and  on  current 
concepts  in  familiar  areas  that  are  still 
in  developmental  stages  (i.e.,  electron 


microscopy,  molecular  structure,  ge- 
netics, cytopathology,  immunopathol- 
ogy,  transport  disturbances,  and  tissue 
culture). 

Although  a review  by  systems  has 
been  omitted,  the  editors  conclude  by 
saying,  "It  is  hoped  that  this  effort  will 
encourage  biomedical  scientists  to  ex- 
tend their  observations  to  systemic 
pathology  as  a useful  and  rewarding 
pursuit.” 

Mainstreams  of  Medicine:  Essays  on 
the  Social  and  Intellectual  Context  of 
Medical  Practice,  Lester  S.  King,  ed., 
186  pp.,  Austin,  Univ.  of  Texas  Press, 
1971,  $6.50. 

THIS  VOLUME  represents  the  collection 
of  a series  of  lectures  sponsored  in 
1969  by  The  University  of  Texas  Medi- 
cal School  at  San  Antonio  for  its  first- 
year  medical  students. 

The  purpose  of  the  lectures  was  to 
provide  students  who  are  usually  more 
concerned  with  the  scientific  aspects  of 
medicine  with  an  “examination  of  ‘the 
history  of  the  social  and  intellectual 
context  of  medical  practice,’  ” notes 
UTMSSA  librarian.  Dr.  David  A.  Kronick 
(PhD),  who  wrote  the  introduction  to 
the  book. 

To  achieve  this  objective,  each  au- 
thor tried  to  bring  out  pertinent  histori- 
cal facts  regarding  his  lecture  topic.  Be- 
ginning the  series  is  a presentation  by 
Dr.  Chauncey  D.  Leake,  a noted  medi- 
cal historian,  who  reviewed  the  lives  of 
several  great  medical  leaders  of  the 
past  in  an  exceptionally  interesting 
chapter.  Other  topics  discussed  were 
medicine  as  a function  of  society,  the 
diseases  of  civilization,  the  hospital  as 
a social  institution,  a new  plan  for  am- 
bulatory medical  care,  the  medical  stu- 
dent as  a colleague  to  the  clinical  in- 
vestigator and  others  in  medicine,  the 
development  of  scientific  medicine,  and 
ethical  problems  encountered  in  medi- 
cal research. 

Editor  King  explained  the  philosophy 
behind  the  volume  in  this  way: 

“As  medicine  becomes  more  and 
more  complex,  the  role  of  the  physician 
changes.  As  always,  he  must  take  care 
of  sick  people.  But  whether  he  wills  it 
or  not,  he  must  also  concern  himself 
with  problems  that  even  a century  ago 
seemed  quite  remote,  problems  of  eco- 
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nomics  and  education,  of  sociology  and 
ethics,  of  critical  judgment,  of  illusion 
and  reality  ...  As  the  mainstream  of 
medicine  changes,  the  student  must  be 
encouraged  to  move  with  it. 

“.  . . Behind  the  present  volume  was 
the  conception  of  giving  medical  stu- 
dents— and  mature  physicians — a wid- 
er perspective  . . . The  separate  essays 
are  not  intended  as  a unified  text  but 
only  as  a stimulus — or  perhaps  I 
should  say  an  invitation — to  appreciate 
new  currents  in  medicine  and  to  partici- 
pate therein.” 

Radiology  of  the  Skull  and  Brain,  The 
Skull,  vol.  1,  Thomas  H.  Newton  and 
D.  Gordon  Potts,  eds.,  873  pp.,  illus., 
St.  Louis,  The  C.  V.  Mosby  Co.,  1971, 
$78.50. 

THE  FIRST  IN  A SET  of  three  volumes, 
this  book — like  the  other  two  volumes 
that  follow  it — is  designed  to  be  a ref- 
erence source  for  those  who  are  taking 
advanced  training  in  the  fields  of  neuro- 
radiology, neurology,  and  neurosurgery, 
as  well  as  for  the  experienced  radiolo- 
gist and  clinician. 

According  to  the  editors,  “neuroradi- 
ology has  made  impressive  progress  in 
recent  years,”  and  for  that  reason,  this 
first  volume,  which  consists  of  two 
separate  books,  includes  much  new  in- 
formation brought  together  by  many 
authors  who  have  contributed  to  the 
expansion  of  knowledge  in  this  field. 
Subsequent  volumes — volume  2 on 
angiography  and  volume  3 on  pneu- 
mography, neuropathology,  and  iso- 
topic and  other  diagnostic  techniques 
— will  also  present  large  amounts  of 
new  information,  say  the  editors. 

Dr.  Newton  and  Dr.  Potts  further 
comment  that  “each  volume  contains 
a section  devoted  to  a discussion  of  the 
technical  problems  relating  to  a par- 
ticular examination  as  well  as  the  gross 
and  radiologic  anatomy;  and,  when  in- 
dicated, separate  chapters  are  devoted 
to  a detailed  analysis  of  the  roentgen 
features  of  specific  pathologic  entities.” 

They  add,  “Whenever  possible,  we 
have  tried  to  analyze  each  anatomic 
structure  exhaustively,  based  on  a re- 
view of  the  gross  and  radiologic  normal 
anatomy,  the  variants  of  normal,  and 
the  effects  of  pathologic  change  on  the 
anatomic  structure  under  discussion. 


This  sequence  parallels  the  process  of 
analysis  of  clinical  neuroradiologic 
problems.” 

Extensive  references  and  generous 
use  of  illustrations  are  included  to  en- 
hance the  value  of  the  volume  for  the 
student  and  practitioner  involved  in  the 
field  of  neuroradiology. 

Review  of  Laboratory  Medicine,  in  Mos- 
by’s  Comprehensive  Review  Series, 
John  S.  Meyer  and  Lawrence  S. 
Steinberg,  275  pp.,  124  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1971, 
$8.75. 

EVERY  PRACTITIONER,  as  well  as  every 
medical  student,  will  welcome  this 
handy,  practical,  fairly  comprehensive 
review  on  the  various  aspects  of  every- 
day laboratory  medicine  that  consti- 
tute an  important  adjunct  to  his  medi- 
cal pracice. 

Each  chapter  in  the  manual  begins 
with  a brief  description  of  the  reading 
material  best  suited  to  covering  the 
subject  under  discussion,  then  gives  a 
reference  list  for  further  study.  Perti- 
nent questions  and  their  respective 
answers  on  various  facets  of  the  topic 
of  the  chapter  follow,  with  answers  list- 
ing and  briefly  elaborating  on  those 
facets  of  laboratory  work  that  are,  by 
and  large,  most  useful  in  considering 
whether  or  not  a specific  test  should 
be  ordered  by  the  physician  for  his 
patient. 

In  examining  the  chapters,  one  finds 
that  the  question-and-answer  format  is 
very  helpful  in  evaluating  the  principle 
of  a test,  useful  in  explaining  the  best 
method  of  obtaining  a specimen  for  the 
test,  informative  in  selecting  the  most 
pertinent  test,  and  helpful  in  comparing 
results  with  normal  values. 

in  summary,  I feel  that  busy  practi- 
tioners and  students  will  find  this  re- 
view volume  a practical  adjunct  to  ev- 
eryday work. 

D.  L.  GALINDO,  MD 
San  Antonio 

Drugs  of  Choice,  1972-1973,  Walter 
Modell,  editor,  900  pp.,  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1972, 
$21.50. 

DESIGNED  AS  A practical  guide  to  the 
selection  of  the  best  drug  for  a par- 


ticular therapeutic  problem,  this  book 
is  a timely  revision  of  expert  opinion 
on  current  drugs. 

Dr.  Walter  Modell,  editor  of  the  cur- 
rent volume,  notes  that  the  prolifera- 
tion of  new  drugs  has  made  the  eval- 
uation of  such  drugs  a gigantic  task, 
although  a very  necessary  undertaking. 
This  book  is  intended  to  satisfy  the 
need  for  evaluation.  Drug  experts  and 
medical  educators  were  consulted  in 
preparation  of  the  volume,  and  all 
have  worked  hard  to  make  the  book 
up  to  date. 

As  in  previous  editions,  a single, 
alphabetically  arranged  drug  index  ap- 
pears at  the  end  of  the  book.  This  in- 
dex, which  is  distinguishable  since  it 
is  printed  on  tinted  paper,  is  simply 
a representative  list  of  drugs  in  com- 
mon use  and  is  not  designed  to  help 
the  reader  in  his  choice  of  drugs.  Ac- 
tual recommendations  on  drugs  are  in- 
cluded only  in  the  text. 

For  easier  reference,  a list  of  tables 
is  included  in  the  preliminary  matter, 
and  an  outline  survey  and  page  ref- 
erence appears  at  the  beginning  of 
each  chapter. 
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PAMPHLETS 

A new  publication  issued  by  the  Ameri- 
can Medical  Association  can  help  stu- 
dents find  money  to  finance  training 
for  health  careers.  More  than  1,000 
sources  of  funds  are  listed  in  FIND  (Fi- 
nancial Information  National  Directory 
— Health  Careers).  Career  training  cov- 
ered by  the  available  aid  includes  the 
fields  of  medicine,  veterinary  medicine, 
nursing,  and  laboratory  technology. 

In  addition  to  the  source  material 
available  in  the  AMA  booklet,  an  in- 
formation clearinghouse  is  operated 
through  a computer  bank  at  AMA 
headquarters.  On  request,  a search 
will  be  run  for  a student  to  locate 
funds  meeting  his  or  her  specific  needs 
and  qualifications.  Print-outs  are  made 
of  five  appropriate  fund  sources  and 
sent  free  to  the  students. 

The  booklet  or  information  assist- 
ance is  available  from  Find,  535  North 
Dearborn,  Chicago,  III.  60610.  The 
price  is  $2.95  a copy. 

In  Your  First  Month  With  Your  First 
Baby,  author  Alicerose  Barman  dis- 
cusses the  kind  of  adjustments  parents 
of  a first  born  should  be  prepared  for 
and  outlines  the  infant’s  development 
during  the  first  year. 

The  pamphlet,  available  from  the 
Public  Affairs  Committee  Inc.,  includes 
discussion  on  such  topics  as  changes 
in  life-style,  the  father’s  role,  individual 
differences  among  infants,  sex  educa- 
tion, planning  for  a second  child  and 
long-term  planning  for  life  goals.  The 
booklet  also  includes  suggestions  on 
where  to  find  help  or  counseling  should 
the  new  parent  encounter  special  dif- 
ficulties. 

Your  First  Months  With  Your  First  Baby 
is  No.  478  in  the  Public  Affairs  Pamph- 
let series,  and  is  available  for  25  cents 
from  the  Public  Affairs  Committee, 
381  Park  Avenue  South,  New  York, 
N.Y.  10016. 

Drs.  Cyril  H.  March  and  Alexander  A. 
Fisher  have  prepared  a useful  guide 
for  the  family  physician  as  well  as  the 
dermatologist  in  Cutaneous  Reactions 
to  Cosmetics. 


The  pamphlet,  prepared  for  the 
Committee  on  Cutaneous  Health  and 
Cosmetics  of  the  American  Medical 
Association,  discusses  types  of  reac- 
tions due  to  cosmetics,  methods  of 
diagnosis,  the  technique  of  patch  test- 
ing, and  the  prevention  and  treatment 
of  cosmetic  dermatitis.  In  addition,  the 
authors  have  provided  a table  listing 
types  of  cosmetics,  the  ingredients 
which  each  contain  which  could  be 
responsible  for  cosmetic  dermatitis, 
and  the  specific  effects  which  each  of 
these  ingredients  have  been  known  to 
cause. 

The  pamphlet  is  available  from  the 
Committee  on  Cutaneous  Health  and 
Cosmetics,  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chi- 
cago, III.  60610. 

Involved  in  running  your  hospital’s 
emergency  department?  If  so,  a new 
manual  published  by  the  American 
Hospital  Association  might  answer 
some  of  your  questions. 

The  98-page  publication,  which  is 
designed  to  aid  hospital  personnel  who 
are  responsible  for  emergency  depart- 
ments, discusses  assessing  the  com- 
munity’s needs  for  emergency  care, 
planning  the  department,  establishing 
policies  and  procedures,  and  coordi- 
nating efforts  with  other  providers  of 
emergency  care. 

In  addition,  relevant  subjects  such 
as  self-appraisal,  communications  sys- 
tems, staffing  and  services,  disaster 
preparedness,  legal  procedures,  space 
requirements,  public  education,  and 
training  of  health  personnel  are 
reviewed. 

The  manual,  titled  Emergency  Ser- 
vices: The  Hospital  Emergency  Depart- 
ment in  an  Emergency  Care  System, 
is  available  from  the  American  Hospi- 
tal Association,  Order  Control  Dept., 
840  N.  Lake  Shore  Dr.,  Chicago,  111. 
60611.  Single  copies  cost  $2.50  each, 
but  discounts  are  offered  when  ten  or 
more  copies  are  ordered. 
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TEXAS  MEDICINE 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine.  300  mg.;  sodium  acid  phosphate,  soo  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

ANY,  INC.,  RICHMOND,  VIRGINIA  2 321  7 


^Vhen  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all  ^ 

antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/day  IV  dosage 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1.8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
ceeding  4 grams  may  result  in 
tension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Uncocitr 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 
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Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 

In  patients  with  impaired  renal  function 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
;suitable  for  incorporation  in 
'intravenous  infusions;  it  also  may  be 
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Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains;  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

■"Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


'"Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS;  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
RERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OE  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimonihal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /f-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS;  Ga.vtrointc.stinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  //cmopo/ct/c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypcr.sensitivity 
rcnci'/o/!.?— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have  1 
been  reported.  L/ve/-— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests ' 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular  . 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  Tinnitus  and  vertigo  have 

been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocinj] 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. ’i 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no  i 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mp  and  500  mp  I 
Capsules— bottles  of  24  and  100.  Sterile  I 
Solution,  300  mp  per  ml— 2 and  10  ml  vials  ^ 
and  2 ml  syringe.  Syrup,  250  mp  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  packape  insert  or  see  your  Upjohn 
representative. 


MED  B-6-S  (KZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 


The  crucial  experiment:  conve  rsion 
of  6'aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  .3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillirf  ampicillin  trihydrate 
Pyopeif  disodium  carbenicillin 

^BsCtOClll  sodium  oxacillin 
and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  roa 

Div.  of  Beecham  Inc,,  Bristol, Tennessee  37620 


□Totacillin  (ampicillin  tribydrate)  capsules  equivalent  to  2 50  mg.  and  500  mg.  ampicillin,  for  oral  suspensic 
equivalent  to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin.  OPyopen  (disodium  carbenicillin)  vials  for 

"50  mranTrOoT”  ' " T'"""  H DBactocill  (sodium  oxacillin)  capsules  equivalent  to 

SC  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  iscomfort,KII\IESED® 
provides  more  complete  relief: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital — for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  biirbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  moudi,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  dirily. 
Dosage  can  be  adjusted  dejx?nding  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  tour  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liciiuds. 


STUART  PHARMACEUTICALS  I Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KII\IESED» 

antispasmodic/sedative/antiflatulent 

Each  cheivable  tablet  contains:  16  mg.  phenolxu-bital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scoix)lamine  hydro- 
bromide; 40  mg.  simetlhcone. 


Chuckwalla  (Saiiromalus  ohesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  liini 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size... 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


PERSONALS 


Dr.  James  H.  Sammons,  Baytown, 
former  president  of  TMA,  has  been 
named  chairman  of  “Physicians  for 
Tower,”  a statewide  reelection  steering 
committee  for  U.S.  Sen.  John  Tower. 

Two  Austin  physicians  were  named  Pap- 
al Knights  by  Pope  Paul  VI  for  their 
outstanding  service  to  the  Roman  Cath- 
olic Church  and  to  their  community. 
Selected  for  the  honor  were  Dr.  George 
E.  Clark,  Jr.,  named  Knight  Command- 
er of  the  Order  of  St.  Sylvester,  and 
Dr.  J.  J.  Brady,  named  Knight  Com- 
mander of  the  Order  of  St.  Gregory  the 
Great. 

Fellowship  in  the  American  College  of 
Physicians  has  been  granted  to  266 
MDs  in  the  United  States  and  Canada, 
of  which  14  are  in  Texas.  The  recent 
announcement  of  the  new  fellows  of 
the  ACP  included  the  following:  Drs. 
Chester  E.  Cook  and  Donald  G.  Panse- 
grau,  both  of  Dallas;  Dr.  Willis  A.  Seyf- 
fert,  Jr.,  of  El  Paso;  Drs.  Nicholas  C. 
Bethlenfalvay  (Lt.  Col.,  USA  MC),  Max 

I.  Michels  (Col.,  USAF  MC),  and  Brian 

J.  Baldwin  (Maj.,  USAF  MD),  all  of  San 
Antonio;  Drs.  Gerald  A.  Beathard  and 
Murphy  T.  Scurry,  both  of  Galveston; 
Drs.  Joseph  David  Bybee,  John  C.  Mc- 
Kechnie,  Frank  E.  Smith,  and  Carlos  F. 
Taboada,  all  of  Houston;  and  Drs. 
Richard  L.  Eddy  and  Robert  L.  Palmer, 
II,  both  of  Temple. 

Dr.  William  Leonard  Draper,  Houston, 
has  been  elected  president  of  the 
Texas  Otolaryngological  Association  for 
the  1972-1973  period.  Other  officers 
elected  at  the  annual  meeting  in  San 
Antonio  were  Dr.  Denton  W.  Smith, 
Beaumont,  president-elect;  Dr.  Ernest 
Nalle,  Jr.,  Lubbock,  vice-president;  Dr. 
Bernard  L.  Yollick,  Dallas,  secretary; 
and  Dr.  Louis  A.  Raney,  Dallas,  trea- 
surer. 

Dr.  Michael  E.  DeBakey,  president  of 
Baylor  College  of  Medicine,  has  an- 
nounced the  appointment  of  Dr.  Bert 
W.  O’Malley  as  director  of  the  newly- 
created  Center  for  Reproductive  Biol- 
ogy and  chairman  of  the  department 
of  anatomy.  The  appointment  becomes 
effective  Jan.  1,  1973. 


As  director  of  the  Center  for  Repro- 
ductive Biology,  Dr.  O’Malley  will  co- 
ordinate research  in  cellular  biology 
and  studies  of  the  biomedical  basis  of 
population  growth.  The  Center  will  be 
housed  at  St.  Luke’s  Episcopal  Hospi- 
tal and  will  represent  an  interdepart- 
mental research  effort. 

As  chairman  of  the  department  of 
anatomy.  Dr.  O’Malley  says  he  intends 
to  use  the  anatomical  sciences  as  a 
means  of  investigating  problems  en- 
countered in  clinical  medicine,  empha- 
sizing the  relationship  between  the 
basic  sciences  and  the  clinical  practice 
of  medicine.  He  replaces  Dr.  Robert 
Liebelt  as  chairman  of  the  department. 

Six  Texas  physicians  have  been  admit- 
ted to  membership  in  the  American 
College  of  Physicians,  an  international 
medical  society  representing  internists 
and  specialists  in  related  fields. 
Along  with  173  U.S.  and  Canadian 
physicians,  the  College  admitted  Drs. 
Joseph  B.  Cobb,  Dallas;  Maj.  John 
E.  King,  Fort  Worth;  Bernard  Farfel 
and  Barry  Goodfriend,  Houston;  Maj. 
Charles  Ellenbogen,  Lackland  AFB;  and 
Ltc.  Charles  Mullican,  Wichita  Falls. 

Dr.  Richard  H.  Jackson,  Houston,  be- 
came president  of  the  American  Asso- 
ciation for  Clinical  Immunology  and 
Allergy  at  the  association’s  annual 
meeting  held  July  16-19  in  Seattle, 
Wash.  He  succeeds  Dr.  Boen  Swinny, 
Jr.,  San  Antonio,  who  has  been  presi- 
dent for  the  past  year. 

A total  of  307  physicians  from 
throughout  the  United  States  and  Can- 
ada attended  the  meeting  and  a three- 
day  instructional  course  in  allergy  and 
immunology. 

Dr.  Robert  G.  Hall,  Houston,  American 
College  of  Cardiology  Governor  for  Tex- 
as, has  announced  that  four  Texas 
specialists  have  been  admitted  as  fel- 
lows of  the  national  medical  society. 
Texas  physicians  granted  the  highest 
membership  classification  are  Drs. 
Martin  L.  Dalton,  Jr.  and  Samuel  M. 
King,  both  of  Lubbock;  and  Alfonso 
Chiscano  and  Paul  E.  Klinger,  both  of 
San  Antonio.  The  Texas  doctors  were 
among  a group  of  86  physicians  re- 
cently admitted  as  fellows. 


Dr.  C.  B.  Jackson,  Jr.,  San  Antonio, 
has  been  appointed  by  the  American 
Medical  Association  to  the  new  Edi- 
torial Board  for  Current  Procedural 
Terminology.  The  Editorial  Board  will 
advise  the  AMA  Committee  on  Com- 
puter Systems  in  Medicine  in  produc- 
ing a third  edition  of  CPT. 

Dr.  Charles  F.  Gregory,  William  B.  Car- 
rell  Scottish  Rite  professor  and  chair- 
man of  orthopedic  surgery  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School,  was  recently  installed  as  presi- 
dent of  the  American  Orthopedic  Asso- 
ciation at  the  group’s  annual  meeting 
in  Tuckerstown,  Bermuda.  Dr.  Gregory 
has  been  active  in  the  professional 
organization  for  a number  of  years. 

Dr.  Gregory  served  as  a national 
consultant  in  orthopedics  to  the  Sur- 
geon General  of  the  United  States  Air 
Force  in  1969.  Since  1971  he  has  been 
chief  of  orthopedic  service  at  the  U.S. 
Veterans  Administration  Hospital  in 
Dallas. 

Dr.  J.  B.  Aust,  surgery  department 
chairman  at  The  University  of  Texas 
Medical  School  at  San  Antonio,  has 
been  appointed  to  head  the  surgery 
training  committee  of  the  National 
Institute  of  General  Medical  Sciences. 

The  committee  is  responsible  for 
reviewing  research  training  grant  appli- 
cations related  to  the  surgical  area  and 
makes  recommendations  concerning 
scientific  merit  to  the  National  Advi- 
sory General  Medical  Sciences  Council. 
It  also  provides  continuing  research 
status  assessment  of  this  field  and 
advises  on  manpower  needs  and  direc- 
tion of  research  training. 

Dr.  Aust  has  been  professor  and 
surgery  department  chairman  of  the 
San  Antonio  medical  school  since  June 
1966. 

Dr.  Charles  M.  Oliver  of  Marseille, 
France,  has  been  awarded  a $10,365 
international  fellowship  from  Fogarty 
International  Center  to  study  with  Dr. 
J.  C.  Porter,  professor  of  physiology  at 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas.  Dr.  Porter 
is  an  internationally  known  specialist 
in  the  study  of  hypothalamic  hypophy- 
siotropic  hormones. 
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THE 
CHANGING 
FACE  OF 
TEXAS 
MEDICINE 


The  September,  1922,  issue  of  the 
Texas  State  Journal  of  Medicine  (now 
Texas  Medicine),  contained  several 
articles  which  would  be  of  interest  to 
the  physician  of  today  as  well  as  to 
the  one  of  50  years  ago.  Among  the 
issues  given  attention  in  this  issue 
were  the  publication  by  the  “sensa- 
tional press”  of  misleading  information 
on  incomplete  experiments,  the  effect 
of  "group  medicine”  and  "medical 
clinics”  on  the  general  practitioner, 
and  the  lack  of  participation  by  physi- 
cians in  planning  various  social  welfare 
schemes. 

■ The  editor  cited  two  instances 
where  “the  desire  of  the  reporter  to 
please  the  careless-minded  sensation 
lover”  led  to  misinformation  about  ex- 
periments which  were  being  conducted 
with  scopolamine  and  sphygmoman- 
ometers. In  the  first  instance,  a Texas 
doctor,  familiar  with  the  use  of  scopo- 
lamine for  women  in  labor,  had  begun 
to  investigate  the  possibility  that  the 
drug  might  also  produce  a state  of 
mind  in  which  the  subject  could  not 
reason,  but  could  remember.  If  this 
state  could  be  achieved,  the  doctor 
theorized  that  the  subject,  unable  to 
reason,  could  only  state  the  truth,  and 
that  therefore,  the  drug  might  be  use- 
ful in  the  questioning  of  witnesses  to 
crimes.  The  press,  finding  out  about 
the  experiments  which  were  being  con- 
ducted with  prisoners,  immediately 
labeled  the  drug  a “truth  serum,” 
causing  both  a public  sensation  and 
the  interruption  of  the  doctor’s  experi- 
ments. 

■ In  the  second  case,  the  press  took 
what  the  editors  termed  “nothing  more 
nor  less  than  a sphygmomanometer,” 
and  labeled  it  as  a lie  detector  in  the 
news  columns,  claiming  that  an  ac- 
cused forger  had  been  released  from 
arrest  because  of  the  fact  that  the 
sphygmomanometer  failed  to  record 
any  difference  in  blood  pressure  when 
he  was  questioned  about  the  crime. 

The  editors  also  noted  that  the  press 
had  recently  reported  the  existence  of 
a “ ‘sexometer’,  intended  to  test  the 
vibratory  activity  of  the  body,  includ- 
ing the  vibrations  of  love  and  so  on.” 

It  was  concluded  that  doctors  would 
have  to  live  with  “the  all  but  forlorn 
hope  that  someday  the  press  will  agree 


with  the  medical  profession  that  mat- 
ters of  scientific  worth  will  be  treated 
in  a scientific  manner  regardless  of  the 
demand  of  the  public  for  sensational 
material.” 

■ It  was  noted  with  some  dismay 
that  “medical  clinics”  and  “group  med- 
icine” was  growing.  The  trend  toward 
specialization  which  the  proliferation  of 
clinics  and  group  practices  symbolized 
was  not  actively  welcomed  by  the  edi- 
tors. Nevertheless,  they  did  admit 
that  “we  are  confronted  with  the  un- 
deniable fact  that  the  field  of  medicine 
has  so  developed  that  no  one  physi- 
cian can  be  all  of  these  things  and  do 
all  of  these  things,  which  brings  us  to 
the  necessity  of  modifying  the  ideal 
somewhat.” 

In  a third  article,  it  was  announced 
that  The  Texas  Conference  of  Social 
Welfare  would  meet  in  Dallas  in  Octo- 
ber. “It  is  expected,”  the  editor  wrote, 
“that  the  meeting  will  be  largely  at- 
tended by  those  interested  in  welfare 
work  in  Texas  . . . Particularly  should 
the  medical  profession  be  interested  in 
this  organization  and  its  meetings.  We 
are  constantly  complaining  that  well- 
meaning  but  misguided  laymen,  in  co- 
operation with  equally  misguided  if  not 
so  well-intentioned  physicians,  are  con- 
tinually seeking  to  socialize  the  prac- 
tice of  medicine. 

“It  is  at  such  conferences  as  this,” 
the  editor  continued,  “that  schemes  of 
that  character  are  promulgated  and 
fostered.  In  our  opinion,  a large  pro- 
portion of  the  uplift  schemes,  having 
to  do  with  the  practice  of  medicine, 
could  have  been  aborted  had  the 
meetings  in  which  they  were  first  an- 
nounced been  favored  with  a fair 
sprinkling  of  practical,  practicing  phy- 
sicians, with  nerve  enough  to  offer 
opposition  and  explain  the  reasons 
therefore.” 

■ The  back  pages  of  the  September 
Journal  carried  a list  of  medicines 
which  had  been  the  subject  of  prose- 
cution by  federal  authorities  under  the 
Food  and  Drugs  Act.  They  included 
Madame  LeRoy’s  Regulative  Pills,  Du- 
prees’ French  Specific  Pills,  Apollo 
Brand  Sexual  Pills,  and  a compound 
called  Naptholene  which  contained 
gasoline,  kerosene  and  “a  small  quan- 
tity of  resin  of  red  pepper.” 
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NEED  HELP? 

A program  on 

'"Efficiency  and  Effectiveness 
in  the  Doctor's  Office" 


TEXAS  MEDICAL  ASSOCIATION 

CONFERENCE  ON  PRACTICE  MANAGEMENT 

Saturday,  September  23, 1972 
Joe  C.  Tbompson  Conference  Center,  Austin,  Texas 
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RECENT  DEATHS 


DR.  W.  HIBBITTS 

Dr.  William  Hibbitts,  Texarkana  surgeon 
and  former  president  of  the  Bowie 
County  Medical  Society,  died  August  3, 
1972,  at  Wadley  Hospital  in  Texarkana. 
Cause  of  death  was  heart  failure. 

Dr.  Hibbitts,  79,  had  practiced  medi- 
cine in  Texarkana  for  nearly  a half 
century,  and  was  chief  surgeon  at  Cot- 
ton Belt  Hospital,  Texarkana,  Ark.,  from 
1935  until  1963.  After  attending  high 
school  in  his  hometown  of  Charleston, 
Mo.,  he  entered  Vanderbilt  University 
School  of  Medicine  in  1911.  After  grad- 
uation in  1915,  Dr.  Hibbitts  served  both 
an  internship  and  a residency  at  Cotton 
Belt  Hospital.  He  did  postgraduate  work 
at  Tulane  University  School  of  Medicine 
and  at  the  American  Hospital  in  Paris, 
France. 

Dr.  Hibbitts  was  a member  of  Amer- 
ican College  of  Surgeons,  American 
Medical  Association,  Southwestern  Sur- 
gical Congress,  and  Bowie  County  Med- 
ical Society.  He  was  elected  to  honor- 
ary status  in  the  Texas  Medical  Associa- 
tion in  1972  after  his  retirement  in 

1971.  In  addition,  he  was  vice  presi- 
dent of  the  Wadley  Hospital  board  of 
directors. 

He  is  survived  by  his  wife,  Katherine 
McCartney  Hibbitts;  a son,  W.  M.  Hib- 
bitts, MD,  Midland;  a daughter,  Mrs. 
Frances  Kittrell,  Texarkana;  a sister, 
Mrs.  Edna  McIntyre,  Denver,  Colo.;  and 
five  grandchildren. 

DR.  E.  E.  CONNOR 

Dr.  Edwin  Earl  Connor,  first  chairman 
of  the  Texas  Hospital  Licensing  Board 
under  Gov.  Price  Daniel,  died  July  12, 

1972,  in  Corpus  Christi. 

The  74-year-old  native  of  Marlin  at- 
tended high  school  in  Mangum,  Okla., 
and,  after  two  years  at  Baylor  Univer- 
sity in  Waco,  received  his  BS  degree  in 
1924  from  the  University  of  Oklahoma, 
Oklahoma  City.  After  being  graduated 
from  the  University  of  Oklahoma 
School  of  Medicine  with  an  MD  degree 
in  1926,  Dr.  Connor  served  an  intern- 
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ship  at  Border-McGregor  Hospital  in 
Mangum,  Okla. 

After  practicing  in  Oklahoma,  Pam- 
pa,  and  Baytown,  Dr.  Connor  estab- 
lished practice  in  Pasadena  where  he 
built  and  operated  Pasadena  Medical 
Hospital,  Pasadena  General  Hospital, 
Bellhaven  Psychiatric  Hospital,  and 
Spring  Branch  Memorial  Hospital.  The 
retired  surgeon  moved  to  Corpus 
Christi  in  1960  where  he  built  Park- 
view  General  Hospital. 

At  the  time  of  his  death,  which  was 
caused  by  head  injuries  received  in  a 
fall.  Dr.  Connor  was  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  Nueces  Coun- 
ty Medical  Society.  He  was  also  active 
in  numerous  civic  and  fraternal  groups 
throughout  his  lifetime. 

Surviving  are  his  wife,  Vida  Lee  Hart- 
graves  Connor;  two  sons.  Jack  Connor, 
Lomax,  and  Michael  Connor,  Corpus 
Christi;  four  daughters,  Mrs.  Patsy 
McCullen,  Pasadena,  Mrs.  Karen  Baxa, 
Houston,  Mrs.  Jan  Martin,  Angleton, 
and  Mrs.  Delores  Brown,  Ingleside;  a 
brother,  Henry  Connor,  Baytown;  a 
sister,  Mrs.  Corrinne  Neil,  Mangum, 
Okla.;  12  grandchildren;  and  one  great- 
grandchild. 

DR.  Z.  SIGEL 

Dr.  Zundel  Sigel,  77,  a native  of  Nie- 
wiez,  Poland,  and  an  internist  special- 
izing in  the  treatment  of  venereal  dis- 
eases, died  July  27,  1972,  in  Dallas 
where  he  had  practiced  medicine  for 
33  years. 

Dr.  Sigel,  who  practiced  in  Poland 
and  Germany  until  1937,  received  his 
medical  education  at  Mediziniche  Fak- 
ultat  der  Christian-Albrechts-Universi- 
tat  in  Kiel,  Schleswig-Holstein,  Ger- 
many. He  began  practice  in  Dallas  in 
1939. 

Dr.  Sigel,  in  addition  to  belonging 
to  several  European  medical  societies 
before  coming  to  the  United  States, 
was  also  a member  of  American  Medi- 
cal Association,  Texas  Medical  Associa- 
tion, Dallas  County  Medical  Society, 


and  American  Geriatrics  Society.  He 
was  a trustee  of  American  Physicians 
Fellowship  for  the  Israel  Medical  Asso- 
ciation. 

Dr.  Sigel  is  survived  by  his  wife, 
Hinda  Lubetzkaya  Sigel  DDS;  three 
sons,  Michael  Sigel,  PhD,  Miami,  Fla., 
Bernard  Sigel,  MD,  Philadelphia,  Pa., 
and  Marvin  Sigel,  Dallas;  one  sister, 
Mrs.  Nathan  Kress,  Dallas;  one  broth- 
er, Maurice  Sigel,  New  York,  NY;  and 
11  grandchildren. 

DR.  M.  M.  HENRY 

Dr.  Mary  Mitchell  Henry,  a San  Antonio 
general  practitioner  who  gave  special 
attention  to  the  diseases  of  women  and 
children,  died  May  29,  1972,  in  Baptist 
Memorial  Hospital  in  San  Antonio. 

Dr.  Henry,  72,  was  a native  of  Den- 
ton, but  moved  to  Oklahoma  City,  Okla., 
with  her  family  at  an  early  age.  After 
graduating  from  high  school  in  Okla- 
homa City,  she  enrolled  in  the  Univer- 
sity of  Oklahoma  in  Norman.  In  1920, 
she  was  graduated  from  that  institution 
with  both  AB  and  BS  degrees.  She 
then  attended  the  University  of  Okla- 
homa School  of  Medicine  located  in 
Oklahoma  City  and  in  1926  earned  her 
MD  degree.  From  1926  to  1927,  Dr. 
Henry  was  an  intern  at  Children’s  Hos- 
pital in  Denver,  Colo. 

She  returned  to  Texas  in  1927  to 
practice  in  Lockney.  She  also  had  an 
office  In  Plainview  before  permanently 
establishing  practice  in  San  Antonio  in 
1932.  She  retired  in  1968. 

Dr.  Henry  helped  organize  and  was 
the  first  president  of  the  Alamo  Branch 
of  the  American  Medical  Women’s  As- 
sociation and  in  1958  was  asked  by  the 
national  association  to  travel  to  London 
as  a counselor  to  an  international  meet- 
ing of  medical  women.  She  was  named 
"Medical  Woman  of  the  Year’’  by  the 
Alamo  Branch  in  1956. 

Dr.  Henry  had  also  served  on  the 
publication  committee  of  the  Texas 
Academy  of  Family  Physicians,  as  sec- 
retary of  the  Bexar  County  Academy 
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DR.  BURK 


of  Family  Physicians,  as  a member  of 
the  Texas  County  Hospital  District  hos- 
pital planning  and  building  committee, 
and  as  vice-president  of  the  San  An- 
tonio board  of  health.  Elected  an  inac- 
tive member  of  Texas  Medical  Associa- 
tion in  1969,  she  was  also  a member 
of  American  Academy  of  Family  Physi- 
cians, American  Medical  Association, 
Bexar  County  Medical  Society,  and  the 
International  Medical  Assembly  of 
Southwest  Texas.  In  addition  to  her 
medical  activities.  Dr.  Henry  was  often 
involved  in  the  projects  of  many  local 
civic  organizations. 

Surviving  the  physician  are  two 
daughters,  Mary  Alice  Henry  of  San  An- 
tonio and  Mrs.  Florence  Buckner  of  San 
Antonio;  one  brother,  E.  H.  Mitchell  of 
Willamette,  Ore.;  one  sister,  Mrs.  Laura 
Bevil  of  Fort  Worth;  and  two  nephews. 

DR.  W.  E.  BURK 

Complications  caused  by  a bleeding 
duodenal  ulcer  resulted  in  the  death  of 
Dr.  William  Edward  Burk  of  San  An- 
tonio on  May  7,  1972.  Dr.  Burk  was  86. 

Dr.  Burk,  the  son  of  a physician,  was 
born  in  Galveston.  The  family  practi- 
tioner was  a 1908  graduate  of  The  Uni- 
versity of  Texas  Medical  Branch  at  Gal- 
veston. He  had  attended  public  schools 
in  Galveston  and  Center  Point  before 
beginning  his  medical  studies.  After  he 
obtained  his  MD  degree,  he  accepted 
an  internship  at  John  Sealy  Hospital  in 
Galveston  and  served  there  from  1908 
to  1909,  when  he  moved  to  Sweetwater 
to  establish  a private  practice.  In  1918, 
Dr.  Burk  moved  his  practice  to  San  An- 
tonio. He  also  practiced  for  a short 
while  at  Groveton. 

A veteran  of  World  War  I,  he  had 
served  in  France  with  the  371st  Infan- 
try, US  Army.  When  discharged,  he  held 
the  rank  of  first  lieutenant. 

Dr.  Burk  was  a member  of  Interna- 
tional Medical  Assembly  of  Southwest 
Texas,  Bexar  County  Medical  Society, 
Texas  Medical  Association,  and  Ameri- 
can Medical  Association. 


He  is  survived  by  his  wife,  Ethel 
Harp  Burk,  and  his  son,  Joseph  Edward 
Burk,  MD,  both  of  San  Antonio. 

DR.  L.  O.  THOMPSON 

A fire  claimed  the  life  of  Dr.  Louis  OIney 
Thompson,  75,  retired  general  practi- 
tioner and  surgeon.  Dr.  Thompson  died 
June  17,  1972,  in  the  blaze  that  de- 
stroyed his  house  trailer  near  Neder- 
land. 

Dr.  Thompson,  a native  of  Harrison- 
burg, La.,  had  been  active  in  practice 
in  Orange  from  1923  until  1955  when 
he  retired.  He  was  a 1921  graduate  of 
Vanderbilt  University  School  of  Medi- 
cine in  Nashville,  Tenn.,  having  ob- 
tained his  premedical  education  at  Co- 
lumbia Military  Academy  in  Columbia, 
Tenn.,  and  at  Vanderbilt  University  in 
Nashville. 

From  1921  to  1922,  the  physician 
served  an  internship  at  Colon  Hospital 
in  Colon,  Panama.  He  also  served  for 
one  year  at  Knickerbocker  Hospital  in 
New  York  City  and  took  postgraduate 
work  at  the  University  of  Pennsylvania 
School  of  Medicine  in  Philadelphia,  Pa. 

A former  sergeant  with  the  US  Ma- 
rine Corps  during  World  War  I,  Dr. 
Thompson  was  a past  president  of 
Orange  County  Medical  Society  and  was 
elected  to  inactive  membership  in  Tex- 
as Medical  Association  in  1959. 

After  his  retirement,  the  general 
practitioner  had  lived  in  New  Braunfels, 
Little  Rock,  Ark.,  and  for  a while  in 
Biloxi,  Miss.,  where  he  had  been  reared. 

Dr.  Thompson  is  survived  by  his  sis- 
ter, Mrs.  Hazel  T.  Elmer  of  Biloxi,  Miss. 
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TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 

INPATIENT  - OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  115  bed  psychiatric  hospital  located  in  Oak  Cliff  on  18  acres  amidst  natural 
wooded  surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric 
disorders.  Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy, 
Individual  and  Group  Therapy,  Transactional  Analysis,  Gestalt,  and  Behavior  Modification. 
Complete  facilities  for  OT-RT  under  the  division  of  trained  personnel.  An  individually  di- 
rected program  based  on  full  diagnostic  evaluation  and  actual  performance  administered  by 
a staff  skilled  in  special  education  and  problems  of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 

PSYCHOLOGY 

David  K.  Fooshee,  M.S.  Mark  Wall,  M.S. 

Clinical  Psychologist  Associate  Psychologist 

EDUCATION  DIRECTOR 

William  E.  Nix,  A.M. 


Fred  H.  Jordan,  M.D. 

Joseph  H.  Lindsay,  M.D. 

DIRECTOR  OF  NURSES 

Rosella  Sharp,  R.N. 

O.T.  AND  R.T.  DIRECTOR 

Wanda  Flynn,  B.S. 

COURTESY  STAFF 


1353  North  Westmoreland  Avenue,  DALLAS,  TEXAS  75211  214  331-8331 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SCOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 
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A New 

Dosage  Form: 


Chewable 

Tablets  500  mg 

Mintearf 

(THIABENDAZOLE  I MSD) 


SO  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include;  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 

1 tablet/50  lb 

Repeat 

7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 

1 tablet  '501b 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets  ^50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 

1 tablet '50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 

1 tablet  501b 

Repeat  for 

2 to  4 

successive 

days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

*Clinical  experience  with  thiabendazole  tor  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  <5  Dohme, 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


Antivert 

^ (meclizine  HCl) 

tor  vertigo 


♦.♦and  then  on  to\^nice 


■ Indicated  in  the  management  of  nausea, 
vomiting  and  dicciness  associated  with  mo- 
tion  sickness. 

■ Found  useful  in  the  management  of  verti- 
go associated  with  diseases  affecting  the  ves- 
tibular system. 

■ Available  as  Antivert®  (12.5  mg.  meclizine 
HCl)  blue  and  white  scored  tablets  and  also 
as  Antivert®/25  (25  mg.  meclizine  HCl)  yel- 
low and  white  scored  tablets. 


^INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences'National  Research 
Council  and/ or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso- 
ciated with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12  th- 15th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./ day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  FICl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

ROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  1CX)17 


Volume  68,  September,  1972 


129 


PREMARIN’(con|ugated 

ESTROGENS  TABLETS.  U.S.P) 

meets  every  US.P  requirement 
for  conjugated  estrogens  and... 


an  important 
one  of  our  own 

PREMARIN 

contains 

natural  estrosens 
exclusively! 

No  synthetic  supplements  or  substitutes. 

Because  we  feel  it’s  the  way  conjugated  estrogens 
should  be  made. 

And  it  is  surely  one  reason  why  PREMARIN 
is  by  far  the  most  widely  prescribed  agent  of  its  kind. 
And  why,  since  the  day  it  was  introduced  in  1 942, 
it  has  continued  to  be  the  measure  of  quality  among 
estrogen  preparations. 

Produced  under  strict  quality  controls, 

PREMARIN  assures  you  and  your  patients  consistency 
in  product  potency,  activity,  and  stability. 

PREMARIN.  The  complete  estrogen  complex. 

The  only  oral  estrogen  whose  composition  meets 
every  specification  for  conjugated  estrogens  in  the 
latest  United  States  Pharmacopeia  (Edition  XVIII) . . . 
and  contains  natural  estrogens  exclusively. 


PREMARIN' 

BRAND  OF 

CONjUGATED  ESTROGENS 
TABLETS,  U.S.P 

after  thirty  years... 
still  the  standard  for 
conjugated  estrogens 


BRIEF  SUMMARY 

(For  full  prescribing  information, 

see  package  circular.) 

PREMARIN®  (Conjugated  EstrogensTablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replace- 
ment therapy  in  the  management  of  estrogen  defi- 
ciency states,  notably  in  the  menopause  and  post- 
menopause. 

Precautions:  In  the  female:  To  avoid  continuous 
stimulation  of  breast  and  uterus,  cyclic  therapy  is 
recommended  (3  week  regimen  with  1 week  rest 
period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration 
is  recommended  (3  weeks  of  daily  estrogen  ther- 
apy and  1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or 
spotting  during  estrogen  therapy),  increase  estro- 
gen dosage  as  needed  to  stop  bleeding.  In  the 
following  cycle,  the  dosage  level  which  was  em- 
ployed for  hemostasis  should  be  used  for  daily 
administration.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free,  (See 
Precautions.) 

Menopause  (natural  or  artificial)-PREMARIN 
1.25  mg.  daily,  cyclically.  Adjust  dosage  upward  or 
downward  according  to  severity  of  symptoms  and 
response  of  the  patient.  For  maintenance,  adjust 
dosage  to  lowest  level  that  will  provide  effective 
control.  Many  clinicians  favor  continuing  cyclic 
estrogen  replacement  therapy  throughout  the 
postmenopause  as  a protective  influence  against 
accelerated  degenerative  changes  at  the  cellular 
level. 

Postmenopause— (\l  uterus  is  intact  the  patient 
is  considered  postmenopausal  from  one  year  after 
cessation  of  menstruation  to  end  of  life  span.)  If 
the  presenting  symptoms  are  those  of  the  meno- 
pause, see  above  for  dosage.  As  a protective 
measure  against  premature  degenerative  changes 
in  bone  and  cellular  metabolism  (e.g.  atrophic 
vaginitis,  osteoporosis),  give  PREMARIN  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  but 
subbleeding  level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis 
Vulvae,  and  Pruritus  Vulvae—^. 25  mg.  to  3.75  mg. 
daily,  or  more,  cyclically— depending  on  the  tissue 
response  of  the  individual  patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  No.  865— Each  purple  tablet  con- 
tains 2.5  mg.  No.  866— Each  yellow  tablet  contains 
1.25  mg.  No.  867— Each  red  tablet  contains  0.625 
mg.  No.  868-Each  green  tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency 
also  available  in  unit  dose  package  of  100. 


Ayerst. 


AYERST  LABORATORIES 
New  York,  N.Y.  10017 
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Allergy 


Clinics 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 


Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  AmeriMn  Acadeiny  AllerCT 
Peter  B.  Kamin,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J,  Raymer,  M.D.,  F.A.C.A.  . * b . i x 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.O.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


Daie  W.  Hayter,  M.D., 
Ophthalmoiogy 
O.  Sterling  Giliis,  lil,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Board  of  Allergy  and  Immunology 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D. 
Orville  C.  Thomas,  M.D. 
Kenneth  E.  Peirce,  M.D. 


Theodore  J.  Haywood,  M.D. 
Joseph  T.  Queng,  M.D. 
Rufus  E.  Lee,  Jr.,  M.D. 


Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChrlstI,  Texas,  882-3487 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANTS 
William  H.  Neil,  M.D. 

Victor  E.  McCail,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

Fellow  American  Association  for  Ciinical  Immunology  and  Allergy 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  884-3861 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


DRS.  SAMS  AND  MEADOWS 
Allergy  and  Immunology 

Joseph  T.  Sams,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 
C.  David  Meadows,  M.D. 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 
H.  R.  Rose,  M.D.,  A.B.F.P. 
C.  L.  Vernor,  M.D. 

T.  L.  Glenn,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 
Salvador  Ortiz,  M.D. 


OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S, 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 

B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  • Mrs.  Joyce  Pettit 


HERMANN  GREGORY,  M.D. 

Clinical  Allergy  and  Immunology 

Certified  American  Boards  of  Pediatrics  and  Allergy 

1310  Ninth  Street,  Wichita  Falls,  Texas  76301 
Phone  817  322-6926 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $10  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section  headings  are  limited  to 
those  specialties  in  which  there  is  an  American  Medical  Association  recognized  spe- 
cialty board  and/or  an  AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Assistant,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  20th  of  the  month  preceding  publication  month. 
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TEXAS  MEDICINE 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  (fester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.O.,  Obstetrics  & Gynecology 

F.I.C.A.,  Cardiovascular  Diseases 

nollio  f-A'C.S.,  General  Surgery 

Doyle  L,  Sharp,  M.D,,  General  Surgery 

Rudolph  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 
' D A B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 
Robert  B.  Curry,  M.D.,  Internal  Medicine 
Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 
Jose  Newman,  M.D.,  Internal  Medicine 
Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 
Souren  Chakmakjian,  M.p.,  p.A.B.P.,  Pediatrics  & Pediatric  Cardiology 
Munir  F.Bishara,  M.D.,  Pediatrics  & Infectious  Diseases 
Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 
H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
Wyatt  E-  Collins,  M.D.,  Consultant  in  Nuclear  Medicine 
Consultant  in  Pathology 
Eli^beth  Garnett,  R.N.,  Superintendent  of  Nurses 
E.  B.  Morgan,  F.A.A.M.A.,  Administrator 


LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  Family  Practice 

Miles  W.  Davis,  M.D.,  Family  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 


ADMINISTRATION 

C.  H.  “Hamm”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M,  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
J.  A.  Harris,  M.D.,  Family  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 

G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Complete  X-Ray,  Physical 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 

901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Ailensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  FJV.C.S. 

C.  B.  Marcum,  M.D.,  FJLC.S. 

J.  E.  Mathews,  M.D. 

INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D, 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

.^DIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashlon.  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 
Telephone  335-4333 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  FJV.C.S. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

W.  W.  Moorman,  M.D.,  F.A.C.P. 

D.  W.  Johnston,  M.D.,  FJl.C.P. 
Stephen  Eppstein,  M.D. 

A.  R.  Danlell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W,  Friediand,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 

H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D, 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardl,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglln,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eidridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electroca  rdiogra  phy- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hiiicroft,  Houston,  Texas  77036 
Teiephone  774-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatolo^,  Hair  Transplantation  & Dermoplanmg 


Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  CANON,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 


, T.  Cannon,  M.D.,  F.A.C.S. 

. G.  Ellsasser,  M.D.,  DAB  Oph. 


Ernest  Nalle,  Jr.,  M.D., 

DAB  Oto.,  F.A.C.S.,  F.I.C.S. 
John  David  Jones,  M.D. 


JUOB*  Tavae  (-linlo  1419  Main.  Lubbock.  Texas 


Family  & General  Practice 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 

*Dlplomate  American  Board  of  Family  Practice 


EVERETT  R.  SEALE,  M.D.  IRWIN  KURTZ,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies  Dlplomate  American  Board  of  Family  Practice 

« , D < I 1 DI,I«  Tom.  1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1—3  to  5 

3817  Brown  Street,  Dallas,  Teaxs 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH.  M.D. 

C.  LEROY  GOODMAN,  M.D. 

Dermatology  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas  76104 


50  years  of  service — 7922-7972 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

45,0(X)  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  4(X)  FILMS 
AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Gastroenterology 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis,  Gastroscopy 

im  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

DRS.  THOMPSON,  PATMAN  & PERSSON 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 


Internal  Medicine 


W.  CROCKETT  CHEARS,  JR.,  M.D.  JOHN  A.  WIGGINS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy  Diseases  of  the  Chest 

1027  Medical  Arts  Building,  Dallas,  Texas,  7484975  BronchOSCOpy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


L GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Oiplomato  Amoiican  Board  of  Surgery 

General  Surgery 

707  nfth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

R.  A.  GRUMMON,  M.D. 

Diplomat#  American  Board  of  Surgery 

General  Surgery 

1506  SL  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


ALEJANDRO  DURAN,  JR.,  M.D. 
Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 
1900  North  Oregon,  El  Paso,  Texas  79902 
Telephone  915  532-6257 


Neurological  Surgery 


Morris  Sanders,  M.D. 

Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomats  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 


Casey  E.  Patterson,  M.D. 
Tom  M.  Nash,  M.D. 
Charles  W.  Simpson,  M.D. 


James  E.  Bland,  M.D. 

Phillip  E.  Williams,  Jr.,  M.D. 


DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Bulldli^ 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 
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Ophthalmology 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  ^ort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neurological  Surgery 
712  North  Washington,  Dallas,  Texas,  214  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers  _ 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 


ALBERT  D’ERRICO,  M.D. 
Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 


DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D.  , ^ , , 

Diplomates  of  ttie  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas  


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


ARTHUR  M.  CLEMENTS,  M.D. 
Ophthalmology 


Neurology 


Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

411  Water  Street,  Waxahachie,  Texas  75165 

Telephone  214  937-7680 


MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swriss  Avenue  Medical  Building 
3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 


THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 


Orthopedic  Surgery 


Nuclear  Medicine 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandeimeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


HERBERT  C,  ALLEN,  JR.,  M.D.  FORT  WORTH  BONE  & JOINT  CLINIC 

Practice  Limited  to  Nuclear  Medicine 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 
Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders.  M.D. 

Arthur  Lorber,  M.D. 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St,  Abilene,  Texas  79601 
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HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D, 

5620  Greenbriar,  Houston,  Texas  77005,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


Diplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.O.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

‘Special  Attention  to  Surgery  of  the  Hand 
Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


Otolaryngology 


TOM  BARR,  M.D, 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

OJplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


FORT  WORTH  MEDICAL  LABORATORIES 
(PATHOLOGY  ASSOCIATES  OF  TEXAS) 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 


Wilson  G.  Brown,  M.D. 
Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 
George  V.  Miller,  M.D. 
John  R.  Thomas,  M.D. 
Joe  B.  Haden,  M.D. 


Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
‘Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  FJLC.S. 

Gerald  W.  Schofield,  M.D. 


James  P.  Evans,  M.D. 
Lewis  R.  Thompson,  M.D. 


4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


John  H.  Childers,  M.D. 
R.  R.  Rember,  M.D. 

W.  L.  Crofford,  M.D. 


E.  P.  Jenevein,  M.D. 
Garry  F.  Rust,  M.D. 


MEDICAL  LABORATORY  SERVICE  OF  DALLAS 


Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 
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NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 


Plastic  Surgery 


Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  FJV.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 


Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

DIplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P,  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittetruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P,  O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.  S.  WILKENFELD,  M.D. 

Diplomats,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Physical  Medicine  & Rehabilitation 


530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 


Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


Pasadena  Office 

904V4  E.  Southmoro,  Pasadena,  Texas  77502,  473-5488 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

DIplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Thei^y,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 
LYNN  SMITH,  SR.,  Administrator 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Sur^ry 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  "Information  for  Authors.” 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 
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Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

^hMnate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Canter  Office; 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 
Spring  Branch  Office: 

9820  Westviewr,  Houston,  Texas  77055,  528-2481 


W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Olplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 


WILLIAM  E.  BARNES,  M.D. 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

*Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
*Qerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Teiephone  224-5041 

*Dlplomate,  American  Board  of  Psychiatry  and  Neurology 


JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

^11  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Psychiatry 


Perry  C.  Talkington,  M.D. 

Hovrard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D, 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  U Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomates  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

nrst  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 

Business  Office 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


Seat  belts  save  lives  . . . 

. . . if  you  use  them! 
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DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D,,  D.A.B.R. 

Urology 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 

6011  Harry  Hines  Blvd.,  631-7070 

3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy,  X-Ray  and 

Radium  Therapy 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

DIplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

PLAINS  ASSOCIATED  CONSULTANTS  IN  RADIOLOGY 

Karl  Dockray,  M.D. 

Robert  Smalley,  M.D. 

Roentgen  Diagnosis,  Radium  Therapy  and  Nuclear  Medicine 

Services  to  Area  Hospitals  and  Clinics 

3519  21st  Street,  Lubbock  79410,  806/792-2141 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

Thoracic  Surgery 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

MARVIN  GREER  RAPE,  M.D. 

DIplomate  of  American  Board  of  Urology 

NEWTON  F.  MCDONALD,  M.D. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

Charles  T.  Meadows,  M.D.  & Associates 

Diplomats  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

>|<  Conference  on  Legislation 

Jan.  20,  1973,  Austin 

ALLAN  L.  GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

>|c  106th  Annual  Session 

May  3-6,  1973,  Dallas 

Conference  on  Medical  Practice 

Oct.  6,  1973,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 

This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  TrusL  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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TEXAS  MEDICINE 


Physicians  Wanted 


SURGEON  AND  TWO  GP's  needed  by  19  doctor  group 

vear*^‘'p>r“  Partnership  in  one 

yeai.  For  additicmal  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 


c«;tified  or  eligible,  to  associate  with  a progres- 
hAn»rf  • “•’«J'<^i''K^.'PPlt>specialty  group  in  West  Texas.  Many  fHnge 
benefits  including  retirement  program.  No  investment  required.  Adiofn^nl 
accredited  hospital.  City  population  36,000.  Contact  Ad-236  Texas  Medi 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Classified  Advertising 

fo^i^  PRACTICE  PHYSICIANS  NEEDED  to  join  group  of 

four  in  progressive  town  with  solid  economy;  excellent  hunting  nnnil 

t^nfo^e  llw  iffin‘‘"’?f  ‘akes  "fmmXte"Sity"“and 

live  more  lakes  in  60  mile  radius.  Well  equipped  46  bed  onen  staff  boo 
pitel  adjacent  to  new  modern  well  equipped  clinic  building  with  excel- 
laboratory  facilities.  Rotate  days  and  weJcends-  guar- 
anteed minimum  with  option  at  six  and  12  mon^^to  joirgrou^^on 
perman^ent  basis.  Contact  Business  Manager,  W.  Morris  Wright  F O 

Box  1080,  Graham,  Texas  76046.  Phone  817-64^444.  bright,  p.  o. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  TeLs  The 
%°n"  Port  Worth,  30  minutes  from  Waco 

and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 

no"’hosnitn'^l'"r  f 60-bed,  fully  accredited  hospital.  The  doctors  have 

no  hospital  financial  responsibility.  Will  start  the  right  man  at  S30  000 
salary  for  first  year  and  full  partnership  after  one  or  tw^yeafi  It  wiH 
be  necessary  to  do  some  obstetrics.  Please  reply  to  Ad  301  Tp'raa  iviz>fi' 
cine.  1801  North  Lamar  Blvd.,  Austin,  tSL  78701.  ’ ® 


neS^^a^  established  32-man  multispecialty  group  in  Dallas.  Texas 
ne^s  an  ob/gyn,  internal  medicine,  general  surgeon,  orthopedist  ami 
otolaijngologist.  Early  partnership,  liberal  vacation  an^mSf ’time 

tunit^r^^new’  f^c°rr  *’°®P‘*5'‘zation,  retirement  benefits,  teaching  opporl 
wnities,  new  facilities,  interview  expenses  paid.  Please  contact  Cecil 
Rosamond,  Administrator,  P.  O.  Box  28,  Dallas,  Texas.  ‘=0“tact  Cecil 


EMERGENCY  DEPARTMENT  PHYSICIAN  IN  TEXA^-  Meie+eic  f 
f patient  on  fee-Ior  strvicf  basfs 

department  status.  Average  earnings  $45,000  with  guarantee  Positions 

1^^731  an^BeaumonT  Call 

Blvd  Au^/n,  Ss  7^?0L  Medicine.  1801  North  Lamar 


DESIRE  GP,  SURGEON  OR  EENT.  16,000  population  rural  area  In 
ass^ocfec"'^  ranching.  Near  metropolitan  area.  Good  school  system  Need 
ssociaUon.  Cleburne,  Texas.  For  additional  information  contact  Ad  363 
Texas  Medicine.  1801  North  Lamar  Blvd..  Austin,  Tex^  ’ 


wRh™rgLr  m°aTntaSrBSi''za 'fo?b^ 

reply  to  Ad-365,  Ferae  Medicine.  1801  North  ulrnTr  Blvd.^A^tTn,  S: 


GENERAL  PRACTICE,  FAMILY  PRACTTCC  ^ 

practitioners.  Clinic.  40-^  hospital  4lbed  ?xte;ded  cf^^^^^^^ 


encouraged  and  financed,  other  fringe  benefit?  of  meetings  and  courses 
Ferae  Meddcine.  1801  North  LrmirBTvd'Tuft1n,'^rar7?7o"l.^° 

FAMILY  PRACTICE  PHYSICIAN  AND  INTCRMicm  7TT — ^ 

full  time  five  man  clinic  association  wiS,  pirt  «0e  radioS  ^ 

ical  pathologist  in  Clifton  Texas  T r.cr.+,=e  vc  -T  ^ ®Bn- 

mil^  from\ake  WhftneO’ ; good  15 

cently  completed,  modern  golf  course  p®”'' 

growing  progressive  small  town  ririsepf'^^  f'^kools,  churches  and 

-fOit’h 

river  has  an  excellent  ^Sni^  fm-  a gool  ?amilv  Colorado 

^cellent  small  hospital  (26  heS)  a^d  numfng  hOOe  (6rheH”:“'‘“‘°?“‘- 
Guaranteed  salary^  clinic  environment  and  ^ complex, 

make  this  difficult  to  turn  down  if  interested  in  workhig^^  a^nroCTea'^'*^ 
rur^  community.  Write  Ad-386,  Texas  MediciW  isni  ® ’'® 

Boulevard,  Austin,  Texas  78701.  * North  Lamar 


STUDENT  HEALTH:  GENERAL  PRACTITTONTp  nao/i  a • 
Southwest  Texas'^sfate^UniSrSaTMt 
students,  20  bed  infirmary  and  outpatient  department  f’  ii  V- 

&'^nd"st^t"u7“o’f^furs^^^^^^^ 

Ai^Un,-  1«01  North  Lamar"'  BoXvar"d! 


NEWLY  CONSTRUCTED.  MULTI-SPECIALTY.  8-man  clinic  has  open- 
mg  for  geimral  practitioner  and  internist.  New  120  bed  hospital  adjacent 
Bon^^n"^'  ^^’PPP^Pt'PS  530,000  to  $36,000  depending  on  board  certfuca- 
nnnli^otft  ®^P®”®P®®-.  Partnership  opportunity  in  two  years.  Interested 
ap^icante  send  curriculum  vitae  to  Ad-374,  Texas  Medicine  1801  ^rth 
Lamar  Boulevard,  Austin,  Texas  78701.  ixortn 

WELL  ESTABLISHED,  6 doctor  multispecialty  group  with  autono- 
i^us  laboratory  and  x-ray  facilities  and  located  across  street  from  680 
bed  general  hospital  seeks  an  eligible  or  certified  general  surged  ^d 
a general  practitioimr.  No  capital  outlay  requirement.  L.  B.  Swayze 
^li™'^*5^771°'^’  Dallas  Street,  San  Antonio.  Texas  78206.  Telephone 


w “ "'anted  to  join  a 3-doctor 

Salary  negotiable  leading  to  partnership. 
Contact  Midland  Women’s  Clinic,  2009  West  Wall,  Midland,  Texas  79701. 

TEXAS  MEDICINE 


Ca^^on^^V^?^^  practitioner  and  general  surgeon: 

Cameron  is  locat^  in  Central  Texas  with  a population  of  6,600  and 

tS'^hotntSil‘"^Ph®’e®®‘  i?  available  a fully  equipped  clinic  and  71- 

^ ’ Physician  potential  net  income  $40,000  to  $60,000  per  year 

For  additional  information,  contact  F.  L.  Gregory.  Acting  Administral 
tor,  Newton  Clinic,  Cameron,  Texas  76620,  817-697-6624. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 

schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $p, 000,  $14,000,  and  $15,000  per  year.  For  full  information 
An<.r  * .?■,  M D.,  Director  of  Training  and  Research, 

Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78761. 

INTERNIST  OR  GENERAL  PRACTITIONER— For  staff  of  80-bed 
medical  service  in  146-bed  Veterans  Administration  Hospital;  clean,  sunny, 
Unn  r churches,  schools  and  recreal 

f t?-  •’  salary ; Federal  retirement  and  vacation  bene- 
fit’tv  ^"’^’“rtPent.  Write  or  call  R.  R.  Griffin,  Act- 

ing  Jlirector,  VA  Hospital,  Amarillo,  Texas  79106.  Phone  806-355-9704. 

AH  Eor  staff  of  60-bed  surgical  service  in  146-bed 

etoans  Administration  Hospital ; clean,  sunny,  dry  climate  of  Texas 
Panhandle ; many  fine  churches,  schools,  and  recreation  facilities  • attrac- 
"■rtirement  and  vacation  benefits;  nondiscriiiiinat^n 
n employment.  Write  or  call:  R.  R.  Griffin,  Acting  Director  VA  Hos- 
pital,  Amarillo,  Texas  79106.  Phone  806-355-9704.  ’ 

PSYCHIATRIST,  salary  range  $18,000  to  $26,000. 
PI?!lAt  ^ braefits,  retirenient,  health  and  life  insurance.  40-hour  week 
Pleasant  wm-king  surroundings,  excellent  recreational  opportLitira 
Dallas  VA  I^spital.  Contact  Frieda  Wilhelm,  M.D.,  4600  South  Lan 
caster  Road,  Dallas.  Texas  75216.  Phone  214-376-5451,  ext  376  ^ 

general  medical  and  surgical  Veterans 
Administration  Hospital;  clean,  sunny,  dry  climate  of  Texas  Panhandle. 

rec?;atS;  Sties  ;Ittract^^^^^ 

mif  w A'’®'"®"*,,®??  vacation  benefits;  nondiscrimination  n emplw- 
B.  Griffin,  Acting  Director  VA  HosnPal  fv?? 
rillo,  Texas  79106.  Phone  806-355-9704  ^‘rector,  VA  Hospital,  Ama- 


Situations  Wanted 


and®°L^aS'"im*re5iatel/"'K^  TA  re"cfs 

1801  North  Lamar  Blvd.,  Austin.  Texas^7870L°  Medicine, 


censed  Texas '^wfth'  American  **Board^sA^nd^’c?^'^'d"*^^  (l.irector.  Irish,  li- 
CP.  Wishes  to  relocate  T^aT  ^L  th-  Canadian  certification  AP  and 
prefer  directorship.  Please  reply  to  Ad*403  A ' ^ considered— 

Lamar  Blvd.,  Austin.  T?vas  7«7^nA  Ad-403,  Texas  Medicine.  1801  North 


LOCUM  TENENS  OR  EMERGENCY  Rnnivr  a ^ Z-  i 

man  (including  ueurology-psychiatry) 

locum  tenens  or  emergency  room  work  fme  leputation,  desires 

within  150  miles  of  AusUn  Ssl  renlA  ^asis,  preferably 

North  Lamar  Blvd.,  Austin.  Texas  7870L  Texas  Medicine.  1801 


GENERAL  SURGEON — Board  eligible  tt'tvtp  qT!  •~u \ ^ 

speaking.  At  present  time  in  specializfd  post  English 

clinic.  Interested  in  solo  or  groim  tiaining  at  eastern 

next  July  1,  1973.  Gc?.d  references  surgery.  Available 

ome,  1801  North  Lam^^r  bIv^ "I'stin  ^^^i- 


— .c^uoLiii,  xexas  VoVUl. 

relocatrand®a™attwRhlloX^^  -*«hes  to 

medical  graduate.  Internshir  ConfedeS?  ‘’m  University 

Shreveport,  Louisiana.  Residency  Baltimore  Center, 

White  Memorial  Hospital.  Temple  Texas  B 

reply  to  Ad-364.  Fexas  Medicine.  1801  North''LZaTV.?d.!T,st?n.  Si 


For  Sale  or  For  Rent 


ea^*^TeJal  ^’leSI^eriy  ^to”  d^tO?'’/ of  36.000.  South- 
Blvd..  Austin.  tI^ss  ?87ni  ^fcdicme,  1801  North  Lamar 


* “''■'■A:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 

"“"ibers  can  be  substituted  for  formil 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
f number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  eontact  ad  number  holders  except  bv 
mai ; Copy  deadline  is  the  20th  of  the  month  preceding 
^®Bd  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FOR  SALE : 8 rooms  of  medical  equipment  in  exceUent  condition,  i(^ 
for  someone  just  opening  an  office.  Includes  electric  Ritter 
ncdlatric  table  with  scale.  Hamilton  exam  table  with  matching  cabinet, 
assorted  tables,  pans,  instruments,  some  lab^atory  equ^ei^. 

W Profexray  unit  with  darkroom  equipment.  Cont^t  R<^t  A. 
Lloyd,  M.D.,  1200  Ridgecrest,  Denton,  Texas  76201  or  phone  AC  817 

887-8182. - — — 

SOUTHEAST  MEDICAL  CENTER  has  customized  suites  available  for 
immediate  occupancy,  100  feet  from  Southeast  Baptist  Hospital.  Ideal  1(> 
cation  in  established  quadrant  of  San  Antonio  where  no  medical  svecial- 
ists  are  offered.  Only  17  minutes  by  freeway  from  downtown.  Contact 
Manager,  4242  East  Southcross,  San  Antonio  78222.  Phone  2^2-210d^ 


Wichita  Falls  Clinic-Hospital 

1300  Eighth  street,  Wichita  Falls,  Texas  76301 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield.  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M,D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D,S, 

Larry  J.  Cason,  D,D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Claude  D,  Wilson,  M,D,,  F.A.C.R. 

Joe  D.  Steed.  M.D.,  D.A.B.R. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

MEDICINE  . „ ^ , ,,  j.  . 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

GENERAL  PRACTICE 
James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

Farid  G.  Khoury,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


Drive 

Defensively. 


Published  to  save  lives  in  cooperation  with 
The  Advertising  Council  and  The  National  Safety  Council. 


Thinking  about  a new  practice  opportunity? 


Let  Us  Help  You! 


The  TMA 

Physicians’  Placement  Service 

will  circulate  your  biographical  sketch 
and  job  preferences  to  communities 
and  to  medical  groups 
looking  for  associates. 


No  service  fee  is  involved.  Just  write  or  call: 

Physicians’  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
(Phone:  AC  512  ■ 477-6704) 
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Advertising  Directory 


Arch  Laboratories 

Dicarbosil  26 

Ayerst  Laboratories 

Premarin  130-131 

Beaumont  Neurological  Center  90 

Beecham-Massengill 

Pharmaceuticals 

Bactocill,  Pyopen,  Totacillin  117 
Beverly  Hills  Hospital  and  Clinic  125 


Blue  Cross-Blue  Shield 

of  Texas  40-41 

Burroughs  Wellcome  Company 
Empirin  Compound 
with  Codeine  91 

Casualty  Indemnity  Exchange 

Malpractice  Insurance  38 

Dallas  Medical  & Surgical 

Clinic  and  Hospital  2nd  Cover 

The  Diagnostic  Clinic  of 

San  Antonio,  P.A.  122 

First  Texas  Pharmaceuticals,  Inc. 
Secran  Prenatal  Tabs  3 

C.  B.  Fleet  Co.,  Inc. 

Fleet  Enema  2 

Flint  Laboratories 

Synthroid  43-44 

Geigy  Pharmaceuticals 

DBI-TD  31 

Kelsey-Seybold  Clinic  89 

Eli  Lilly  and  Company 

llosone  Liquid  250  48 

Trinsicon  17-18 

The  Martin  X-Ray  and 

Radium  Clinic  89 


Medical  Arts  Clinic  of  Corsicana  42 

The  Medical  Protective  Company 
Malpractice  Insurance  90 

Merck  Sharp  & Dohme 

Mintezol  126-127 

Ortho  Pharmaceutical  Corporation 

Sporostacin  Cream  28 
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Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
ad  junctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  j)hysical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
apjiropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
projjer  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 

in  relief  of  clinically 
significant  anxiety 

, Ubriunr 

(chlordiazepoxide  HCI) 

5"mg,  lO-mg,  25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recomrriended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
vvithdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  jn  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation,  increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 
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A single-dose,  non-staining  anthelmini 
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with  just  one  non-staining  dose 
of  Antiminth  [pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 

Non-staining.  Doesn’t  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 

Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
[1  tsp.  per  50  lbs.}. 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  ^g/ml)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug 
Precautions.  Minor  transient  elevations  of  SCOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SCOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg./lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to,  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg.  pyrantel  base  per  ml 
supplied  in  60  cc.  bottles. 
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nor  shall  publication  of  any  advertisement  be  considered 
an  endorsement  of  or  approval  of  the  product  or  service 
involved. 
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the  methadone  program 
in  Dallas  County.  His 
coauthors,  all  of  whom 
are  associated  with  the 
program,  are  Mr.  William 
Portwood,  chief  social 
worker;  Mr.  James  Wilson, 
psychologist;  Mr.  Stephen 
Washington,  Jr.,  pro- 
gram coordinator;  and 
Mr.  Winston  Patterson,  Jr., 
drug  abuse  specialist 
and  counselor. 

109  Marijuana — Recent 
Research  Findings — 1972 

Dr.  Timothy  Sharma  is  a 
clinical  assistant  professor 
at  Baylor  College  of 
Medicine.  A psychiatrist, 
he  serves  as  associate 
director  of  the  Drug  Abuse 
Research  Section,  Texas 
Research  Institute  of 
Mental  Sciences,  is  a con- 
sultant to  the  Texas 
Narcotic  Officers  Associa- 
tion, and  participates 
in  various  other  programs 
dealing  with  problems 
of  drug  abuse. 

112  Pediatric  Grand 
Rounds:  Short  Bowel 
Syndrome 

Guest  editor  for  this  series 
is  Dr.  A.  A.  Mintz,  associ- 
ate professor.  Depart- 
ment of  Pediatrics,  Baylor 
College  of  Medicine, 
Houston.  Dr.  Russell  J. 
Blattner  is  professor  and 
chairman  of  the  depart- 
ment. Participants  in 
this  month’s  grand  rounds 
are  Dr.  George  Ferry, 
pediatric  gastroenterolo- 
gist; Dr.  George  Reul, 
assistant  chief  of  surgery, 
Ben  Taub  General  Hos- 
pital, and  Dr.  Philip 
Steuber,  chief  pediatric 
resident,  Ben  Taub  General 
Hospital. 
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ON  THE  COVER 

Much  already  has  been 
done  in  the  field  of  emer- 
gency medical  care,  but 
there  is  work  yet  to  ac- 
complish in  many  areas. 
The  editorial  on  page  47 
tells  some  of  the  things 
that  physicians  should  work 
toward  in  order  to  assure 
quality  emergency  care  for 
those  who  suffer  acci- 
dents or  sudden  illnesses. 

NEXT  MONTH 

Articles  scheduled  for 
November  are  on  coronary 
occlusive  disease;  ligating 
the  common  hepatic 
artery  for  uncontrollable 
hemobilia;  scleroderma  of 
the  esophagus;  benign 
soft  tissue  lesions  of  the 
extremities;  autonomous 
thyroid  nodules  in  children; 
and  infantile  asthma. 
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It’s  scary 

being  a new  lad  in  a 
tough  neighborhood 

“I  don’t  care  if  it’s  a boy  or  a girl  just  as  long 
as  it  is  healthy.”  Every  expecting  parent  says  it. 

But,  what  would  happen  if  the  little  guy  were 
born  premature  and  needed  to  stay  longer  in  the 
hospital.  What  would  you  do  if  that  new  born  girl  had  a 
collapsed  lung  and  needed  a special  breathing  apparatus. 
Or  needed  special  care  of  any  kind. 

Who  would  help  pay  for  that  extra 
hospital  care? 

If  you’re  protected  by  Blue  Cross/Blue 
Shield.  We  would.  Beeause  we  help  cover  infants 
from  birth. 

It’s  a tough  neighborhood  you’re  bringing 
that  new  kid  into,  but  with  lots  of  help  from  your  friends, 
like  Blue  Cross/Blue  Shield,  you  can  turn  that  tough 
neighborhood  into  a friendly,  loving,  reassuring  one. 

People  helping  people.  That’s  Blue  Cross/ 

Blue  Shield. 


BLUE  CROSS®  ® BLUE  SHIELD 

GROUP  HOSPITAL  SERVICE.  INC.  ©'  GROUP  LIFE  i HEALTH  INSURANCE  COMPANY 

Main  at  North  Central  Expressway,  Dallas,  Texas  75222 


® American  Hospital  Association 
®’  National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


TMA  Executive  Board  gives  authority 
to  establish  Texas  Medical  Foundation 


The  Texas  Medical  Association’s  Board 
of  Trustees  has  been  authorized  to  im- 
plement and  develop  a medical  foun- 
dation to  be  known  as  the  Texas  Medi- 
cal Foundation. 

TMA’s  Executive  Board,  meeting  in 
Austin  on  Sept.  24  to  hear  reports 
from  Association  councils,  committees, 
and  boards,  approved  implementation 
of  the  foundation  and  delegated  full 
responsibility  to  the  trustees  to  de- 
termine organization,  structure,  pro- 
grams, and  funding.  The  Executive 
Board  also  charged  the  trustees  with 
defining  the  relationship  of  the  Texas 
Medical  Association  to  the  Texas  Medi- 
cal Foundation. 

The  trustees  previously  had  secured 
and  registered  a charter  for  the  foun- 
dation. 

In  an  extensive  report  to  the  Execu- 
tive Board,  Dr.  Joseph  T.  Painter, 
chairman  of  the  Council  on  Tax-Fi- 
nanced Health  Care  Programs,  pre- 
sented his  council's  conclusions  recom- 
mending formation  of  the  foundation. 

“Continued  effective  representation 
of  the  individual  physician  and  the 
Association  is  contingent  upon  access 
to  physician-generated  and  controlled 
data  on  the  private  practice  of  medi- 
cine," said  Dr.  Painter,  quoting  the 
Council  report.  “An  informational  sys- 
tem to  generate  the  required  data  is 
feasible  and  structure  of  the  medical 
foundation  provides  the  organizational 
vehicle  for  implementation  of  the  data 
system  described.” 

Paralleling  the  report  of  the  Council 
on  Tax-Financed  Health  Care  Pro- 
grams, the  Board  of  Trustees  reported 
their  study  of  electronic  data  process- 
ing and  computer  systems.  They  noted 
that  TMA  had  been  using  electronic 
data  processing  to  some  extent  for 
several  years  in  membership  records. 

They  also  observed  that  soon  the 
Memorial  Library  will  become  a part  of 
Medline,  a data  communication  net- 
work operated  by  the  National  Library 
of  Medicine. 

The  trustees  reported  that  other 
Association  activities  could  be  adapted 
to  an  electronic  data  processing  sys- 
tem, including  addressing  and  mailing 
services,  studies  on  medical  manpower 
and  medical  practice,  the  insurance 
program,  and  record  keeping  for  phy- 
sician participation  in  continuing  med- 
ical education. 


The  Executive  Board  granted  the 
trustees  the  authority  to  proceed  with 
a study  on  medical  manpower,  if  funds 
are  available. 

Migrant  Health  Care  Program 
The  Executive  Board  also  voted  to  en- 
dorse immediate  initiation  and  devel- 
opment of  a federally-funded  prepaid 
capitation  program  for  migrant  health 
services  under  the  auspices  of  the 
Texas  Medical  Foundation. 

The  decision  was  based  on  an  ex- 
tensive review  by  the  Council  on  Tax- 
Financed  Health  Care  Programs  and 
the  Committee  on  Health  Care  of  the 
Poor.  It  is  hoped  that  a study  will  be 
undertaken  with  the  help  of  the  State 
Department  of  Health,  county  medical 
foundations,  and  other  groups. 

Public  Service 

The  Council  on  Public  Relations  and 
Public  Service  announced  plans  to  pro- 
duce and  distribute  public  service  an- 
nouncements. Suggested  feature  topics 
include  immunizations,  venereal  dis- 
ease, traffic  safety,  water  safety,  can- 
cer, heart  disease,  and  drug  abuse. 

The  Executive  Board  also  approved 
active  support  for  the  teaching  of 
health  education  in  schools,  with  spe- 
cial emphasis  on  venereal  disease 
programs. 

TMA  will  continue  to  work  with 
school  boards,  superintendents,  admin- 
istrators, and  parent-teacher  associa- 
tions, and  it  will  advise  them  of  TMA’s 
interest  in  assisting  with  educational 
programs. 

Emergency  Medical  Services 
Increasing  attention  will  be  devoted  to 
emergency  medical  services  as  a result 
of  the  Executive  Board’s  actions.  The 
Board  authorized  the  President  of  the 
Association  to  appoint  a special  com- 
mittee on  emergency  medical  services. 
Continuing  Education 
The  Executive  Board  has  asked  the 
trustees  to  give  serious  consideration 
to  continuing  education  of  physicians. 
A recommendation  that  physicians  be 
asked  to  report  their  activities  in  con- 
tinuing education  yearly,  on  a volun- 
tary basis,  was  referred  to  the  trustees. 
Also  referred  was  a recommendation 
that  physicians  be  asked  their  opinions 
regarding  whether  continuing  educa- 
tion should  be  required  for  (a)  hospital 
privileges,  (b)  membership  in  local 
societies,  (c)  membership  in  Texas 
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Medical  Association,  and  (d)  re-licen- 
sure. 

Medical  Manpower 

The  Executive  Board  called  for  support 
of  full  funding  for  health  manpower 
programs  under  HR  16654.  The  Board 
concurred  with  the  Council  on  Medical 
Education  and  Hospitals  that,  without 
full  funding,  medical  schools  in  Texas 
will  have  difficulty  in  fulfilling  project- 
ed quotas  of  medical  students  needed 
to  relieve  the  physician  shortage.  A 
previous  funding  bill  was  vetoed  by 
the  Administration  and  has  already 
affected  projected  enrollment  in  at 
least  one  Texas  school. 

Specialty  Society  Liaison 
Representatives  of  13  specialty  socie- 
ties met  with  the  TMA  Board  of  Trus- 
tees on  Sept.  22  to  discuss  programs 
and  activities  which  provide  opportun- 
ities for  the  Texas  Medical  Association 
to  cooperate  with  specialty  societies. 

Presently,  the  groups  work  together 
to  produce  scientific  programs  at  the 
annual  session,  and  they  maintain  liai- 
son through  an  administrative  office 
which  TMA  provides.  TMA  and  special- 
ty societies  also  work  together  for  sup- 
port of  legislative  activities. 

Dr.  John  Smith,  chairman  of  the 
Board  of  Trustees,  reported  that  several 
good  ideas  were  explored  for  extending 
liaison  with  specialty  societies  in  the 
future,  including  the  possibility  of  cre- 
ating an  inter-specialty  committee  for 
continuing  liaison. 

Journal  calls  for  entries 
in  writing  award  contest 

The  Scientific  Publication  Committee 
for  Texas  Medicine  is  now  calling  for 
entries  in  the  competition  for  the  8th 
annual  Texas  Medicine  award  for  ex- 
cellence in  scientific  writing  by  a med- 
ical student. 

papers  submitted  in  the  competition 
must  deal  with  a subject  within  the 
realm  of  the  basic  sciences  or  medi- 
cine and  must  be  prepared  by  a stu- 
dent v/ho  is  currently  enrolled  in  a 
Texas  medical  school.  Articles  pre- 
pared while  a student  has  been  en- 
rolled in  a Texas  medical  school  are 
also  acceptable.  Only  original  and  un- 
published manuscripts  will  be  consid- 
ered. There  is  no  minimum  nor  maxi- 
mum word  requirement  for  entries  and 
all  manuscripts  must  be  submitted  to 
the  managing  editor  of  Texas  Medicine 
by  April  1,  1973. 

The  award  was  established  in  1966 
by  the  Board  of  Publication  and  the 
Scientific  Publication  Committee  in  or- 
der to  encourage  and  recognize  excel- 


Earl  B.  Morris,  left,  a representative  of  Pfiz- 
er Laboratories,  looks  over  a set  of  books  on 
drug  abuse  with  TMA  librarian  Pauline  Duf- 
field,  and  TMA  President  Braswell  Locker, 
right.  The  books  were  donated  to  the  Associ- 
ation library  by  Pfizer. 

lence  in  scientific  and  medical  writing 
by  medical  students.  Criteria  for  judg- 
ing papers  are  excellence  of  scientific 
work  and  competence  of  writing.  Each 
entry  submitted  will  be  evaluated  by 
the  Scientific  Publication  Committee. 

The  award  winner  will  be  presented 
with  $300  and  a certificate.  In  addi- 
tion, his  article  will  be  published  in  a 
fall  issue  of  Texas  Medicine. 

Students  at  Texas  medical  schools 
will  soon  be  receiving  a brochure  giv- 
ing further  information  on  manuscript 
requirements. 

Last  year’s  winner  was  Ronald  J. 
Taska,  a student  at  Baylor  College  of 
Medicine  in  Houston.  Taska’s  article, 
“Peripheral  Tissue  Distribution,  Brain 
Distribution,  Metabolism,  Placental 
Transfer,  and  Fetal  Distribution  of 
Mescaline-i^C  in  Monkeys,”  was  pub- 
lished in  the  September,  1972,  issue 
of  the  journal. 

FTC  halts  advertising 
for  ^chiropractic  mattress’ 

The  Federal  Trade  Commission  h as 
ordered  companies  that  manufacture 
and  market  the  "Springwall  Chiroprac- 
tic” mattress  and  boxsprings  to  stop 
presenting  advertising  programs  that 
claim  their  products  are  approved  or 
endorsed  by  the  American  Chiropractic 
Association  (ACA). 

Eclipse  Sleep  Products,  Inc.,  and 
The  Land-O-Nod  Co.,  the  manufactur- 
ers of  the  mattresses  and  boxsprings, 
had  been  supplying  retailers  with  ad- 
vertising campaigns  which  claimed 
their  products  were  "constructed  and 
built  to  the  specifications  of  the  Ameri- 
can Chiropractic  Association,  and  sub- 
ject to  durability  and  comfort  tests  by 
leading  chiropractors.”  The  ads  also 
asserted  that  "The  Chiropractic  mat- 
tress has  been  designed  to  assist 
those  people  who  want  better  posture 
support  during  their  sleeping  hours.” 


An  FTC  investigation  revealed  that 
the  ACA  has  been  receiving  payment 
for  each  of  the  mattresses  and  box- 
springs  which  were  sold.  An  article  in 
the  June  issue  of  the  ACA  Journal  of 
Chiropractic  reports  that  Springwall  has 
contributed  more  than  $379,500  "for 
education,  research  and  public  service 
projects  of  the  chiropractic  profes- 
sion.” 

Part  of  this  money  has  been  used 
to  provide  scholarships  for  students  in 
ACA-recognized  colleges  of  chiroprac- 
tic. One  of  the  requirements  for  win- 
ning a Springwall  scholarship  is  that 
the  student  write  a 300-word  essay  on 
the  subject:  “From  a structural  stand- 
point, why  is  proper  sleep  support  es- 
sential to  maintaining  good  health?” 

The  FTC  has  ordered  the  companies 
which  manufacture  the  product  to 
cease  and  desist  from  using  the  word 
“chiropractic”  in  advertisements  and 
to  delete  claims  that  their  product  pro- 
vides "proper  sleep  support”  for  all 
persons  under  all  conditions.  In  addi- 
tion, the  FTC  has  ordered  that  adver- 
tisements which  claim  the  endorse- 
ment of  the  ACA  must  state  that  the 
association  is  receiving  payment  for 
such  endorsements. 

Texas  MDs  win  awards 
for  scientific  exhibits 

Several  Texas  physicians  were  present- 
ed with  certificates  of  merit  or  honor- 
able mention  for  their  scientific  exhib- 
its prepared  for  the  June  convention 
of  the  American  Medical  Association  in 
San  Francisco. 

Dr.  Thomas  Glass,  San  Antonio  gen- 
eral surgeon,  was  awarded  a certificate 
of  merit  for  his  snakebite  exhibit.  He 
was  also  chosen  as  one  of  four  scien- 
tific exhibitors  to  appear  on  a 30- 
minute  presentation  on  a local  tele- 
vision station. 

Drs.  Eugene  T.  O’Brien,  M.  Joseph 
Sheppard,  and  Jack  B.  Howard,  all  of 
Wilford  Hall  USAF  Medical  Center  at 
Lackland  Air  Force  Base,  were  awarded 
a certificate  of  merit  in  the  Section  on 
Orthopedic  Surgery  for  their  display  on 
injuries  of  the  talus. 

A certificate  of  merit  in  the  Section 
on  Urology  was  awarded  to  Dr.  Michael 
M.  Warren  of  the  University  of  Texas 
Medical  Branch  at  Galveston  for  his 
exhibit,  “Gold  Leaf  as  a Hemostatic 
Agent  in  Urologic  Surgery.” 

Honorable  mentions  in  the  Section 
on  Radiology  went  to  John  E.  Martin, 
Houston  radiologist,  for  an  exhibit  on 
Xeromammography,  and  to  Drs.  Lee  F. 
Rogers,  Winston  Puig,  Byron  Neal  Doo- 
ley, and  Leo  Cuello  of  the  University 
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of  Texas  Medical  School  at  San  An- 
tonio for  their  exhibit,  “Spontaneous 
Esophageal  Perforation;  A Pathophysi- 
ologic Roentgenographic  Correlation.” 

Nursing  Project  Council 
moves  into  2nd  year 

The  Nursing  Project  Council  of  the 
Texas  College  and  University  Coordi- 
nating Board  has  designated  three  task 
forces  to  begin  work  as  the  three-year 
project  moves  into  its  second  year. 
The  task  forces  will  study  nursing  util- 
ization, education,  and  continuing  ed- 
ucation in  Texas. 

The  project  was  begun  in  Septem- 
ber, 1971,  with  a 17-member  commit- 
tee appointed  by  Gov.  Preston  Smith 
assigned  to  study  the  state  of  the 
nursing  profession  in  Texas.  Mrs.  John 
T.  Jones,  Jr.,  Houston,  is  chairman  of 
the  project. 

Three  TMA  members  have  been  as- 
signed to  the  task  force  which  will 
study  the  way  nursing  education  re- 
lates to  nurse  utilization,  and  the  ex- 
pectations which  physicians  and  other 
employers  have  of  the  nursing  profes- 
sion. TMA  members  on  the  task  forces 
include  Drs.  Ted  Forsythe,  Lubbock; 
Leonides  Cigarroa,  Laredo;  and  Max  E. 
Johnson,  San  Antonio,  a retired  phy- 
sician. 

Other  task  forces  will  study  the  edu- 
cational objectives  of  schools  of  nurs- 
ing in  the  state  and  the  availability  and 
need  for  continuing  education. 

Commission  will  study^ 
roles  of  nurse,  physician 

The  first  meeting  of  the  Texas  Joint 
Practice  Commission  was  held  at  TMA 
Headquarters  in  June.  The  commis- 
sion, under  the  chairmanship  of  Dr. 
Ted  Forsythe,  will  study  the  changing 
roles  and  functions  of  the  nursing  and 
medical  professions  in  Texas. 

Members  of  the  commission  include 
five  TMA  representatives,  five  TNA  rep- 
resentatives, and  two  alternates  each 
from  TMA  and  TNA.  Mrs.  Ruth  Mc- 
Donald of  TNA  will  serve  as  vice-chair- 
man. 

The  Texas  commission  will  act  as 
liaison  with  the  National  Joint  Practice 
Commission.  The  purpose  of  the  na- 
tional group  is  to  study  the  roles  of 
the  nursing  and  medical  professions, 
to  define  and  examine  health  care 
needs,  to  work  toward  improving  com- 
munication between  nurses  and  physi- 
cians, and  to  make  proposals  which 
will  help  physicians  and  nurses  meet 
changing  roles  and  functions. 


At  the  June  meeting,  members 
heard  a report  from  Dr.  Forsythe  on 
the  Nursing  Project  Council  of  the 
Texas  College  and  University  Coordi- 
nating Board,  which  is  engaged  in 
studying  nursing  education  and  utiliza- 
tion in  the  state.  Members  also  dis- 
cussed funding,  organization,  and  a 
plan  of  action  for  the  commission  to 
follow. 

A second  meeting  was  held  Sept. 

22,  where  members  followed  up  sug- 
gestions made  at  the  June  meeting. 

TMA  representatives  on  the  com- 
mission are  Drs.  Forsythe  of  Lubbock; 
Marolyn  Cowart,  Houston;  Robert  A. 
Ingram,  Orange;  Max  E.  Johnson,  San 
Antonio;  and  Ernest  E.  Rising,  Jr., 
Arlington.  Dr.  William  A.  Godfrey  of 
Dallas  and  Dr.  William  Seybold,  of 
Houston  are  alternates.  Dr.  Braswell 
Locker,  president  of  TMA,  has  been 
named  an  ex  officio  member. 

The  Texas  Medical  Association  has 
encouraged  cooperation  between  the 
nursing  and  medical  professions  for  a 
number  of  years.  A TMA  policy  state- 
ment on  the  matter  notes  that  the  TMA 
“has  given  its  full  support  to  the  con- 
cept of  the  advancement  not  only  of 
nursing  education  and  improvement  in 
the  overall  nursing  care  picture,  but 
also  to  the  recognition  of  the  nurse  as 
a member  of  the  team  in  the  delivery 
of  health  care.” 

Annual  physician-nurse  conferences 
were  instituted  in  1967,  and  six  such 
conferences  have  been  held  since  that 
time.  The  most  recent  one  took  place 
in  April  of  this  year,  when  physicians 
and  nurses  met  in  San  Antonio  to  dis- 
cuss “Changing  Concepts  in  Nursing 
Education /Practice.” 

MDs  must  substantiate 
Medicare  hospital  visits 

An  article  in  the  Sept.  11,  1972,  issue 
of  the  AM  A Newsletter  reports  that  phy- 
sicians who  are  unable  to  substantiate 
dates  of  hospital  visits  may  be  sub- 
jected to  retroactive  denial  of  Medicare 
benefits. 

The  AMA  Division  of  Medical  Prac- 
tice reports  that  Medicare  rules  require 
that  physicians  be  able  to  provide  doc- 
umentary evidence  of  hospital  visits.  In 
some  instances  physicians  who  have 
not  been  able  to  present  such  evidence 
have  been  directed  to  return  Medicare 
payments  made  more  than  a year  ago. 

The  AMA  recommends  that  physi- 
cians who  submit  medical  claims  for 
hospital  visits  to  Medicare  patients 
make  sure  that  there  is  an  entry  on  the 


hospital  record  of  each  patient  to  sub- 
stantiate the  date  of  the  visit.  Other 
acceptable  evidence  is  the  physician’s 
progress  notes  made  on  the  hospital 
record  for  the  day  of  the  visit,  or 
nurses’  notes  indicating  that  the  phy- 
sician visited  the  patient  in  question 
on  a particular  day. 

Not  acceptable  is  a hospital  rule 
stating  that  physicians  are  to  visit  pa- 
tients daily;  and  a patient’s  statement 
that  the  physician  visited  him  on  a 
given  day,  if  the  statement  is  not  made 
within  a “reasonable  time”  after  the 
visit.  Entries  in  the  physician’s  own 
office  record  are  not  considered  as 
strong  evidence  as  the  hospital  record. 

Ruling  says  ear  piercing 
not  practice  of  medicine 

Texas  Attorney  General  Crawford  C. 
Martin  has  ruled  that  the  piercing  of 
ears  by  a lay  person  or  organization 
for  monetary  purposes  “does  not  con- 
stitute the  ‘practice  of  medicine’.” 

The  ruling  was  requested  by  the 
Texas  State  Board  of  Medical  Examin- 
ers. 

Martin  cites  Vernon’s  Civil  Statutes, 
Article  4510,  as  part  of  the  basis  for 
his  ruling.  The  article  refers  to  an  un- 
licensed practitioner  as  one  who  treats 
a physical  or  mental  “disease,  dis- 
order, deformity  or  injury  by  any  sys- 
tem or  method  to  effect  cures  thereof 
and  charge  therefore  . . .” 

"We  fail  to  see,”  continues  the  rul- 
ing, "how  the  piercing  of  ears  can  pos- 
sibly constitute  treatment  of  a ‘disease, 
disorder,  deformity,  or  injury’  within 
the  meaning  of  that  Article.” 

The  ruling  is  qualified  by  the  pro- 
vision that  any  subsequent  medical 
treatment  of  the  earlobe,  should  it  be 
required,  would  constitute  the  practice 
of  medicine. 

Proposal  would  abolish 
Lamar  Hospital  District 

A proposed  constitutional  amendment 
to  abolish  the  Lamar  County  Hospital 
District  will  appear  on  the  ballot  in  the 
Nov.  7 General  Election. 

The  district  was  created  by  a con- 
stitutional amendment  in  1960,  but  no 
longer  operates.  No  tax  is  presently 
being  assessed  for  its  operation. 

The  amendment  was  proposed  by 
the  Lamar  County  Commissioners 
Court,  which  also  proposes  to  dispose 
of  the  district’s  assets.  The  amend- 
ment is  a local  one  and,  according  to 
a report  of  the  Texas  Legislative  Coun- 
cil, there  is  no  argument  against  it. 
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WHEN  IT  COMES  TO  LIFE  AND 
HEALTH  INSURANCE  NEEDS 


IT  DOES  PAY  TO  PUT  All  YOUR  EGGS 

IN  ONE  BASKET 

TEXAS  MEDICAL  ASSOCIATION  CROUP  PLANS 

LIFE  INSURANCE  • LONG-TERM  DISABILITY  INSURANCE 
OFFICE  OVERHEAD  INSURANCE  • PERSONAL  ACCIDENT  INSURANCE 

MAJOR  MEDICAL  INSURANCE 


For  Further  Information  on  Enrollment,  Contact  Your 
Texas  Medical^  Association  Office  at  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701 
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US  health  team  to  visit 
Dallas  metropolitan  area 

About  600  Dallas  County  residents 
who  are  between  the  ages  of  one  and 
74  years  old  will  be  invited  to  receive 
health  and  nutrition  examinations  in  a 
study  beginning  Nov.  7 and  ending 
Dec.  16  in  the  Dallas  metropolitan 
area.  The  examining  program  is  part 
of  a nationwide  survey  of  young  per- 
sons and  adults  being  conducted  by 
the  Health  and  Nutrition  Survey  of  the 
US  Public  Health  Service. 

Members  of  the  survey  team  will 
examine  a representative  sample  of 
the  US  population  during  the  next  two 
years,  visiting  64  locations  throughout 
the  country.  They  will  be  collecting  uni- 
form statistical  information  on  selected 
chronic  disease  conditions,  and  on  the 
nutritional  status  of  the  sample  popu- 
lation. Persons  to  be  examined  are  se- 
lected by  scientific  sampling  tech- 
niques. Examinations  will  be  conducted 
at  the  survey’s  mobile  examination 
center  which  will  be  set  up  at  a cen- 
tral location. 

Each  examination  team  consists  of 
a general  examining  physician,  a der- 
matologist, an  ophthalmologist,  a den- 
tist, nurse,  laboratory  technician,  two 
health  technicians,  and  a supporting 
staff  of  administrative  personnel  and 
interviewers. 

All  data  collected  will  be  used  for 
statistical  purposes  and  will  remain 
confidential.  Copies  of  examination 
findings,  including  laboratory  reports, 
will  be  made  available  to  the  exam- 
inee’s physician,  if  it  is  requested  by 
the  patient. 

Before  the  actual  survey  begins,  in- 
terviewers from  the  Bureau  of  Census 
will  visit  selected  census  tracts  to  iden- 
tify eligible  persons  and  collect  related 
information.  The  sample  will  be  select- 
ed from  the  list  of  eligible  persons,  who 
will  be  contacted  by  survey  represen- 
tatives. No  charge  will  be  made  for 
participants  in  the  survey,  and  trans- 
portation will  be  provided  to  and  from 
the  mobile  examination  center. 

Federal  law  now  requires 
use  of  special  containers 

Physicians  who  dispense  drugs  to  their 
patients,  and  all  pharmacists  are  now 
required  to  place  all  drugs  which  con- 
tain aspirin  in  special  child-resistant 
containers  under  the  provisions  of 
the  recently-enacted  Poison  Prevention 
Packaging  Act. 

Beginning  Oct.  24,  1972,  all  drugs 
subject  to  abuse — narcotics,  stimu- 


lants and  sedatives — will  also  require 
child-proof  packages.  The  U.S.  Food 
and  Drug  Administration  has  indicated 
that  all  prescription  drugs  taken  orally 
will  require  child-resistant  packaging 
early  in  1973. 

The  Poison  Prevention  Packaging 
Act  was  passed  in  the  hope  that  the 
special  packages — which  are  difficult 
for  children  to  open,  but  which  can  be 
opened  by  adults — will  help  prevent 
accidental  ingestions  of  drugs  and 
potentially  toxic  household  products 
by  children.  In  1968,  325  deaths  of 
children  under  the  age  of  five  were 
attributed  to  accidental  ingestion  of 
toxic  products. 

Although  the  law  is  principally  di- 
rected toward  pharmacists,  physicians 
will  be  required  to  comply  with  it  if 
they  dispense  drugs  directly  to  pa- 
tients. In  addition,  pharmacists  have 
been  ordered  to  place  all  drugs  sub- 
ject to  the  act  in  child-resistant  con- 
tainers unless  the  physician  has  clearly 
directed  on  a written  prescription  or  in 
oral  orders  that  the  drug  be  packaged 
in  a conventional  container. 

According  to  an  article  in  the  Jour- 
nal of  the  American  Pharmaceutical 
Association,  pharmacists  may  dispense 
drugs  in  non-complying  containers 
when  a physician  has  determined  that 
the  patient’s  circumstances  warrant  it. 
Examples  are  the  dispensing  of  drugs 
to  nursing  homes  and  hospital  pa- 
tients, and  to  patients  who  have  con- 
ditions such  as  arthritis  which  would 
make  it  difficult  for  them  to  open  the 
packages. 

A patient  may  specifically  request 
that  the  drug  be  dispensed  in  a con- 
ventional container,  but  pharmacists 
have  been  advised  by  legal  counsel  to 
have  the  patient  sign  a request  form 
which  may  be  kept  in  his  records. 

In  addition  to  the  drugs  mentioned, 
some  household  products,  such  as 
wintergreen  oil  preparations  containing 
more  than  5%  methyl  salicylate  and 
certain  liquid  furniture  polishes  must 
be  packaged  in  the  special  containers 
before  the  end  of  1972. 

The  use  of  special  containers  for 
drugs  other  than  those  containing 
aspirin  and  those  subject  to  abuse, 
and  for  other  household  products  has 
been  proposed,  but  is  not  required  at 
this  time. 

Clifton  J.  Latiolais,  president  of  the 
American  Pharmaceutical  Association, 
stresses  that  chi  Id- resistant  packaging 
alone  will  not  solve  the  problem  of 
accidental  poisoning.  Patients  must  be 
educated  in  the  use  of  drugs.  Latiolais 


says  pharmacists  will  be  making  a spe- 
cial effort  to  ensure  that  patients  use 
the  containers  properly. 

MDs  urged  to  answer 
Texas  Medicine  survey 

Texas  Medicine,  the  journal  of  the 
Texas  Medical  Association,  is  conduct- 
ing a survey  of  its  readers  to  deter- 
mine ways  in  which  the  journal  might 
better  serve  the  Texas  physician. 

The  one-page  survey  form  was  mail- 
ed in  September  and  physicians  are 
urged  to  take  time  to  respond  to  the 
11  questions — all  of  which  can  be 
quickly  answered  by  checking  the  ap- 
propriate box.  Space  is  also  provided 
should  the  physician  wish  to  make 
remarks  or  suggestions. 

Results  will  be  compiled  by  the  staff 
of  Texas  Medicine  and  published  in  a 
future  issue  of  the  journal. 

Additional  survey  forms  are  available 
from  Texas  Aledicine,  should  any  phy- 
sician not  receive  his  or  her  copy. 

AHA  chooses  Cardwell 
as  chairman-elect 

Horace  M.  Cardwell,  administrator  of 
Memorial  Hospital  in  Lufkin,  and  a 
member  of  the  board  of  directors  of 
Blue  Cross  and  Blue  Shield  of  Texas, 
has  been  chosen  as  chairman-elect  of 
the  American  Hospital  Association. 

Cardwell  received  his  BS  degree  in 
economics  from  Texas  A&M  University. 
After  serving  with  the  US  Army,  he 
became  a medical  representative  for 
Lederle  Laboratories.  In  1946,  he 
joined  the  staff  of  Hermann  Hospital 
in  Houston  as  assistant  administrator. 
He  assumed  his  position  in  Lufkin  two 
years  later. 

Active  in  professional  groups.  Card- 
well  has  served  as  president  of  the 
Texas  Association  of  Hospital  Account- 
ants, the  State  Board  of  Vocational 
Nurse  Examiners,  and  the  Texas  Hos- 
pital Association.  In  1954,  he  served 
as  chairman  of  the  Hospital-lnsurance- 
Physicians  Joint  Advisory  Commission 
of  Texas.  He  is  a trustee  of  the  Ameri- 
can Council  on  Administrative  Practice 
and  a fellow  of  the  American  College 
of  Hospital  Administrators. 

John  Alexander  McMahon,  president 
of  North  Carolina  Blue  Cross  and  Blue 
Shield,  has  been  named  president  of 
the  association. 

The  AHA  is  in  the  process  of  chang- 
ing its  titles.  The  old  office  of  ‘ execu- 
tive president”  is  now  “president.”  The 
old  “president”  title  has  been  changed 
to  “chairman.” 
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FDA  revises  standards 
for  x-ray  equipment 

The  Food  and  Drug  Administration  has 
established  new  radiation  protection 
standards  for  diagnostic  x-ray  ma- 
chines and  their  components.  The  re- 
quirements are  set  forth  in  an 
FDA  standard  specifying  improvements 
manufacturers  must  make  to  reduce 
patient  and  operator  x-ray  exposures 
from  diagnostic  x-ray  equipment  pro- 
duced after  Aug.  15,  1973. 

According  to  the  FDA,  the  standard 
will  “reduce  substantially  the  impor- 
tance of  excessive  beam  size  as  a 
cause  of  unnecessary  x-ray  exposure” 
by  requiring  that  all  types  of  equip- 
ment be  capable  of  restricting  the 
beam  to  the  size  of  the  x-ray  film  or 
fluoroscope  receptor.  Beam  restriction 
in  general  purpose  stationary  x-ray 


machines  would  have  to  be  effected 
either  automatically  or  by  devices  to 
prevent  the  equipment  from  being  op- 
erated until  the  beam  is  restricted 
manually. 

In  order  to  reduce  the  need  for  re- 
peat examinations,  the  standard  also 
requires  that  equipment  incorporate 
features  that  will  make  it  possible  for 
the  operator  to  obtain  a desired  im- 
age quality  at  given  machine  settings 
for  voltage,  current,  and  time. 

A limit  on  the  amount  of  leakage 
has  also  been  established,  requiring 
that  under  certain  conditions,  the  leak- 
age may  not  exceed  100  milliroentgens 
in  one  hour  at  a distance  of  one  meter 
from  the  tube  assembly. 

The  FDA  considers  x-ray  equipment 
assemblers  as  manufacturers  and  will 
require  them  to  certify  that  producer’s 


instructions  were  followed.  Similar  cer- 
tifications must  be  made  by  physicians 
and  other  x-ray  equipment  users  if 
they  install  or  replace  components  pro- 
duced under  the  standard. 

College  debaters  choose 
health  insurance  as  topic 

The  national  health  insurance  question 
will  be  the  intercollegiate  debate  topic 
for  the  1972-73  academic  year.  The 
subject,  “Resolved:  that  the  federal 
government  should  provide  a program 
of  comprehensive  medical  care  for  all 
US  citizens,”  was  chosen  in  a nation- 
wide poll  of  college  and  university  for- 
ensic departments. 

Voting  was  limited  to  four  proposi- 
tions and  a proposition  calling  for  with- 
drawal of  all  military  ground  forces  to 
installations  within  the  United  States 
and  its  possessions  was  second  in  the 
balloting. 

The  AMA  is  developing  a special  kit 
as  a service  for  debaters.  The  kit  will 
provide  information  on  current  national 
health  care  proposals.  Among  the  ma- 
terials to  be  included  are  the  AMA 
pamphlet,  “Medical  and  Health  Care 
For  All,  and  a bibliography  of  source 
material. 

Scott  and  White  Clinic 
celebrates  75th  year 

Former  President  Lyndon  B.  Johnson 
and  AMA  President  Charles  A.  Hoffman 
were  the  featured  speakers  Sept.  16  at 
Scott  and  White  Hospital  and  Clinic’s 
75th  anniversary  celebration  in  Temple. 

In  addition  to  speeches  by  Johnson 
and  Hoffman,  the  celebration  featured 
an  open  house,  special  exhibits,  films, 
and  a reception.  Approximately  4,000 
people  attended. 

Scott  and  White  Hospital  began  in 
1897  when  Drs.  A.  C.  Scott,  Sr.,  and 
R.  R.  White  formed  a partnership  in 
Temple.  The  two  founded  their  own 
private  clinic  in  a house  in  1904.  In 
1963,  the  hospital  moved  to  its  present 
305-bed  facility  on  a 300-acre  site  in 
south  Temple.  Since  then,  the  hospital 
has  been  expanded  twice. 

A log  cabin  medical  museum,  which 
once  belonged  to  Dr.  Scott,  is  located 
on  the  lawn  of  the  hospital  and  was 
recently  dedicated  by  the  Texas  His- 
torical Survey  Committee  and  the  Scott 
and  White  staff. 

The  cabin  has  been  stocked  with 
medical  memorabilia  and  features  a 
fireplace  fashioned  from  Dr.  Scott’s 
collection  of  semi-precious  and  lumi- 
nescent rocks. 


Former  President  Lyndon  B.  Johnson  greets  AMA  President  Charles  A.  Hoffman,  left  at 
celebration  of  Scott  and  White  Memorial  Hospital  and  Scott  and 
White  Clinic  in  Temple.  President  Johnson  and  Dr.  Hoffman  were  featured  speakers  at  the 
Sept.  16  program. 
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UT  extension  offers 
courses  in  management 

The  University  of  Texas  Division  of 
Extension  is  again  offering  accounts 
management  seminars  in  17  Texas 
cities  this  fall  and  winter. 

The  courses,  taught  by  William  J. 
(Bill)  Strickler,  will  include  methods  of 
managing  accounts  more  effectively, 
better  accounts  control,  and  use  of 
effective  credit  tools.  A special  section 
of  the  course  is  devoted  to  medical, 
dental,  and  hospital  accounts  manage- 
ment, and  is  given  separately  in  larger 
cities. 

Each  course  will  consist  of  three, 
three-hour  sessions.  The  cost  is  $10 
per  participant,  which  covers  the  cost 
of  the  course  and  the  necessary  ma- 
terials. 

Dates  and  places  of  coming  courses 
include  Sweetwater,  Oct.  31-Nov.  2, 
Abilene,  Nov.  7-9;  Austin,  Nov.  13-15; 
Galveston,  Dec.  4-6;  Pearsall,  Jan.  9-11, 
Waco,  Jan.  22-24;  Cleveland,  Jan.  29- 
31;  Killeen,  Feb.  20-22;  San  Marcos, 
March  5-7;  Hondo,  March  7-14;  Port 
Arthur,  March  19-21  and  March  26-28. 

UT  Southwestern  grad 
scores  highest  on  boards 

The  Texas  State  Board  of  Medical 
Examiners  has  announced  that  Dr. 
Michael  Wesley  Laughlin,  a graduate 
of  The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas,  made  the 
highest  grade — a general  average  of 
91.1 — on  the  board  examinations  giv- 
en June  12,  13,  and  14,  1972.  Dr. 
Laughlin  is  now  a resident  of  Salt  Lake 
City,  Utah. 

Second  highest  grade  was  made  by 
Dr.  Jon  Stephen  Golden,  also  a gradu- 
ate of  Southwestern.  The  San  Antonio 
native  scored  a general  average  of 
90.7. 

Dr.  Lanny  Garth  Close,  of  Baltimore, 
Md.,  scored  90.4,  the  third  highest 
average.  Dr.  Close  is  a graduate  of  the 
Baylor  College  of  Medicine  in  Houston. 

VPVN  seeks  100  MDs 
to  serve  in  Viet  Nam 

The  Agency  for  International  Develop- 
ment has  requested  the  American  Med- 
ical Association  to  continue  the  ad- 
ministration of  the  Volunteer  Physi- 
cians for  Viet  Nam  (VPVN)  during  fis- 
cal year  1973.  Approximately  100 
volunteer  physicians  will  be  needed  in 
that  year. 

So  far,  743  physicians  have  served 
940  tours  of  service  in  Viet  Nam  since 
the  VPVN  program  began  in  1965. 


The  VPVN  is  asking  former  volun- 
teers to  help  in  the  recruiting  effort 
for  1973.  To  aid  the  effort,  an  exhibit 
on  the  VPVN  program  has  been  devel- 
oped for  display  at  medical  and  spe- 
cialty meetings.  A sound  color  film  is 
also  available,  as  well  as  pamphlets 
and  brochures. 

Forty-three  Texas  physicians  have 
served  a total  of  55  tours  in  Viet  Nam 
since  1965.  They  include  Drs.  Willard 

E.  Adams,  Garland;  Richard  O.  Albert, 
Alice;  William  R.  Albracht.  Stephen- 
ville;  Jerry  W.  Bains,  Galveston;  Exeter 

F.  Bell,  Jr.,  Houston;  Billy  Jim  Blanken- 
ship, Galveston;  Ray  L.  Brewer,  Hous- 
ton; John  V.  Connolly,  Ingleside;  James 
E.  Dill,  San  Antonio;  and  Emerson 
Emory,  Dallas. 

Others  include  Drs.  Sterling  Fly, 
Uvalde;  Robert  Franken,  San  Angelo; 
Robert  E.  Haan,  El  Paso;  Richard  B. 
Hartin,  Garland;  Charles  W.  Hase,  Sher- 
man; Joe  D.  Heath,  Kermit;  Otto 
Heins,  Raymondville;  Charles  M.  Hen- 
ner,  Santa  Anna;  Curtis  R.  Jordan, 
Palestine;  Richard  A.  Keffler,  Lubbock; 
Benjamin  F.  Kitchen,  Houston;  Vincent 
J.  Kitowski,  Houston;  and  Michael 
Koehl,  San  Antonio. 

Also,  Drs.  Kurt  Lekisch,  Austin;  John 
C.  Long,  Plainview;  Frederick  C.  Lowry, 
Austin;  Mark  Marians,  El  Paso;  John 
W.  McFadden,  Jr.,  Galveston;  Paul  R. 
Meyer,  Port  Arthur;  John  D.  Nelson, 
Dallas;  Jay  F.  Norton,  Corpus  Christi; 
Lumir  F.  Novak,  San  Antonio;  Andrew 
W.  Para,  Big  Spring;  James  A.  Roberts, 
Big  Spring;  Ted  A.  Schafer,  Houston; 
and  Roscoe  A.  Schulze,  Flatonia. 

More  VPVN  volunteers  include  Drs. 
Edward  B.  Singleton,  Houston;  Merle 
E.  Smith,  San  Antonio;  William  W.  Tay- 
lor, Dallas;  Leonard  A.  Toomin,  Beau- 
mont; Wayne  E.  Truax,  Galveston; 
Frank  Van  Orden,  Trinidad;  and  Felix 
A.  Walters,  Nederland. 

JAMA  article  recommends 
above-the-waist  blocking 

Blocking  high,  rather  than  low,  may  be 
one  way  of  reducing  the  high  incidence 
of  football  knee  injuries,  a committee 
of  the  American  Medical  Association 
strongly  believes. 

Specifically,  members  of  the  AMA’s 
Committee  on  the  Medical  Aspects  of 
Sports  are  urging  that  the  rules  be 
changed  to  require  all  downfield  block- 
ing to  be  done  above  the  waist.  Medi- 
cal sentiment  for  such  a move  has 
been  developing  since  results  of  a 
Michigan  study  revealed  that  more 
than  half  of  all  serious  injuries  result- 


ed from  below-the-waist  cross-body 
blocks. 

In  the  study,  published  originally 
in  the  Journal  of  the  American  Medical 
Association,  Dr.  Thomas  R.  Peterson 
found  that  54%  of  all  serious  knee 
injuries  were  caused  by  the  cross-body 
block.  When  only  contact  injuries  were 
considered — eliminating  causes  such 
as  the  strain  and  twisting  of  a sudden 
change  in  direction  without  actual 
contact — knee  injuries  attributable  to 
the  cross-body  block  rose  to  70%. 

Many  coaches  “feel  that  the  aims 
of  cross-body  blocking  can  be  accom- 
plished by  other  means,  and  do  not 
teach  this  method,”  Dr.  Peterson  said 
in  his  report  in  JAMA.  “At  the  early 
high  school  level,  however,  the  cross- 
body block  is  taught  routinely,  and  it 
becomes  an  instinctive  maneuver  for 
most  football  players,  particularly  in 
desperation  efforts.” 

Dr.  Peterson,  an  orthopedic  surgeon 
and  a clinical  instructor  in  surgery  at 
the  University  of  Michigan  Medical 
School,  also  pointed  to  the  possibility 
of  even  more  serious  injury  to  the 
blocker,  whose  ribs,  spine,  lungs,  kid- 
neys, and  other  internal  organs  are  ex- 
posed to  injury  during  a cross-body 
block. 

A rules  change  by  the  NCAA,  in  ef- 
fect for  last  fall’s  football  season,  took 
one  step  in  this  direction,  and  is  re- 
ported to  have  brought  some  reduction 
in  the  number  of  knee  injuries  over 
previous  seasons.  That  change  makes 
it  illegal  for  an  end  or  back  to  block 
below  the  waist  after  returning  to  the 
scrimmage  area  from  downfield  or 
from  a flanking  position,  the  so-called 
“crack-back”  block. 

But  this  does  not  affect  blocking 
downfield,  such  as  on  kicks  or  pass 
plays,  explained  Tim  Craig,  PhD,  secre- 
tary to  the  AMA  Committee  on  the 
Medical  Aspects  of  Sports. 

“The  biggest  injury  potential  from 
such  blocks  below  the  waist  comes 
downfield,  because  of  the  great  mo- 
mentum generated  there,”  Dr.  Craig 
said.  “In  the  tangle  of  the  scrimmage, 
the  players  don’t  have  enough  room  to 
get  up  to  full  steam.” 

The  potential  for  injury  is  so  well 
recognized  by  the  football  players  and 
coaches  themselves.  Dr.  Craig  noted, 
that  they  dub  their  kick  coverage  and 
kick  return  units  “suicide  squads.” 

Dr.  Craig  said  the  eight-member 
AMA  committee,  headed  by  Alex  Rac- 
hun,  MD,  of  Ithaca,  N.Y.,  will  consider 
formalizing  the  recommendation. 


14 


TEXAS  MEDICINE 


If  not,  the  new  Rocom 
Health  History  Questionnaire 
asks  questions  in  Spanish... 


1.  cLc  niolestan  coyuniuraso  musculos  n'gidos  o dolorosos? 1.  S.  X No 

2.  tSe  le  hinchan  las  coyunturas? 2.  Si No 

3.  niolestan  dolorcs  cn  la  espalda  u hombros?  3.  Si  No 

4.  ^Le  duelen  los  pies  con  frccuencia? 4.  Si No  X 

5.  iEsia  desabilitado  en  alguna  manera? 5.  Si NoX 

6.  (.Tiene  algi'in  problema  con  su  piel? 6.  Si NoX 

7.  ^Le  pica  o quema  la  piel? 7.  Si' NoX 

8-  iSangra  por  largo  ticmpo  cuando  se  hace  una  pequena  cortadura?  ....  8.  Si No  X 

9.  iSc  lastima  facilniente  formando  un  cardenal  o niorete? 9.  Si Ni'X 

10.  iSe  ha  desmayado  o se  ha  sentido  como  que  se  va  a desmayar? 10.  Si Ni  X 

11.  cTiene  alguna  parte  del  cuerpo  siemprc  adormecida? 11.  Si  X No 

12.  tHa  tenido  alguna  vez  convulciones?  12.  Si NoX 

13.  tLe  ha  cambiado  ultimamenie  su  letra  al  cscribir? 13.  Si NoX 

14.  iTiene  tendencia  a^temblar  o menearse  mucho? 14.  Si NoX 

15.  fcSe  pone  nervioso  en  presencia  de  personas  extranas? 15.  Si  X No 

16.  tSe  le  hace  dificil  tomar  decisiones? 16.  Si  X No 

17.  iSe  le  hace  dificil  concentrar  o recordar? 17.  Si  X No 

18.  tSe  siente  solo  o deprimido? 18  si NoX 

19.  iLlora  a menudo? 19  gf NoX 

20.  ^Diria  usted  que  tiene  una  perspectiva  irremediable? 20.  Si No  X 

21.  iTiene  dificultad  en  relajar  0 reposar? 21.  SiX  No 

22.  iTiende  a preocuparse  demasiado? 22.  SiX  No 

23.  ^Le  molcstan  o asustan  algunos  suenos  o pensamientos? 23.  Si  __  No  X 

24.  ^Tiende  a scr  timido  o sensitivo? 24.  Si No  X 

25.  tSe  molesta  mucho  cuando  lo  critican? 25.  Si  X No 

26.  iPierde  el  genio  con  frecuencia? 26.  Si  No 

27.  ^Cosas  pequefias  lo  hacen  molestar? 27.  X No 

28.  ^Le  molesta  cualquier  trabajo  o problemas  familiares? 28.  Si No  X 

29.  ^Tiene  algun  problema  con  su  vida  sexual? 29.  Si No  X 

30.  ^Ha  considerado  alguna  vez  suicidarsc? 30.  Si NoX 

31.  fcHa  deseado  alguna  vez.  o buscado.  ayuda  psiquialrica? 31.  Si  X No 

Copyright  © 1971  Patient  Care  Systems,  Inc.  All  rights  reserved. 


provides 
answers  in 
English 

13.  MUSCULOSKELFTAL 

X aching  muscles  or  joints 

swollen  joints 

X back  or  shoulder  pains 

painful  feet 

handicapped 

14.  SKIN 

skin  problems 

itching  or  burning  skin 

bleeds  easily 

bruises  easily 

l.S.  NEUROLOGICAL 

faintness 

X numbness 

convulsions 

change  in  handwriting 

trembles 

16.  MOOD 

X nervous  with  strangers 
X difficulty  making  decisions 
X lack  of  concentration  or  memory 

lonely  or  depressed 

cries  often 

hopeless  outlook 

X difficulty  relaxing 
X worries  a lot 

frightening  dreams  or  thoughts 

shy  or  sensitive 

X dislikes  criticism 
X . loses  temper 
X annoyed  by  little  things 

work  or  family  problems 

sexual  difficulties 

considered  suicide 

X desired  psychiatric  help 


When  your  patient  speaks  little  English  and  your  Spanish  is 
limited  or  nonexistent,  you  need  the  new  Rocom  Health  History 
Questionnaire  (Spanish). 

The  uniqueness  of  this  new  Rocom  system  lies  in  the  fact 
that  the  questions  are  asked  in  Spanish,  but  you  read  the  answers 
in  English.  The  form  itself  does  the  “translating.  ” 

You  have  to  see  it  yourself  to  appreciate  the  ease  and 
completeness  of  this  new  history-taking  technique,  which  includes 
1 29  questions  covering  all  body  systems. 

‘Created  and  developed  by  Patient  Care  Systems,  Inc. 


Division  of  Hoffmann  - La  Roche  Inc. 
Box  169,  Fairview,  New  Jersey  07022 


For  information  about  the  new  Rocom  Health 
History  Questionnaire  (Spanish)  and  other 
components  in  the  Rocom  Medical  Management 
System,  please  fill  out  the  coupon  and  send  it 
to  us. 

Name 


Specialty 


Address 


City State Zip 
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Do  you  communicate 
with  your  patients? 

When  one  California  physician  told  an 
anxious  mother  a “lumbar  puncture” 
would  have  to  be  done  on  her  child, 
she  thought  it  meant  that  he  was  go- 
ing to  drain  the  child’s  lungs.  Another 
mother  thought  "incubation  period” 
meant  the  length  of  time  she  was  to 
keep  her  child  in  bed.  When  another 
was  told  by  the  physician  he  would 
have  to  “explore,”  she  had  no  idea 
he  meant  surgery. 

These  real  episodes  happened  fre- 
quently in  the  800  mother-doctor  en- 
counters recorded  at  Childrens’  Hos- 
pital in  Los  Angeles.  The  study  done 
by  Barbara  M.  Korsch  and  Vida 
Frances  Negrete  showed  that  physi- 
cians often  talk  jargon  or  seem  not  to 
fully  heed  a patient’s  concerns.  Mutual 
dissatisfaction  is  a frequent  result. 

Noting  that  the  old  system  of  a 
close,  long-term  relationship  with  a 
“family  doctor”  is  being  replaced  by 
short-term  encounters  with  specialists, 
and  that  there  is  “widespread  dissatis- 
faction among  patients  with  doctors,” 
and  vice  versa,  Korsch  and  Negrete 
decided  to  study  the  problem.  The 
results  of  their  study  are  published  in 
the  August,  1972,  issue  of  Scientific 
American. 

The  results  they  obtained  from  over 
800  recordings  of  physician-patient  en- 
counters, and  subsequent  interviews 
with  both,  may  surprise  some  practic- 
ing physicians.  Although  nearly  76% 
of  the  anxious  mothers  interviewed 
were  more  or  less  satisfied  with  the 
care  their  children  received,  nearly  a 
fifth  of  the  800  mothers  felt  that  they 
had  not  received  a clear  statement  of 
what  was  wrong  with  their  baby  and 
almost  half  of  the  group  were  “still 
wondering  when  they  left  the  physician 
what  had  caused  their  child’s  illness.” 

In  follow-up  interviews,  Korsch  and 
Negrete  found  that  42%  of  the  moth- 
ers had  carried  out  all  of  the  physi- 
cian’s medical  advice,  38%  had  com- 
plied only  in  part  and  11%  not  at  all. 
They  found  a “substantial”  correlation 
between  the  mother’s  expressed  satis- 
faction with  the  visit  and  her  compli- 
ance with  the  instructions  of  the  phy- 
sician. 

The  researchers  also  discovered  that 
length  of  the  interview  with  the  doctor 
had  little  to  do  with  the  degree  of 
satisfaction  felt  by  the  mother.  On 
examining  some  of  the  longer  ses- 
sions, the  authors  say,  “we  noted  that 
time  was  consumed  largely  by  failures 
in  communication;  the  doctor  and  pa- 


tient were  spending  time  trying  to  get 
on  the  same  wavelength!” 

They  also  discovered  that  satisfac- 
tion with  the  physician’s  communica- 
tion was  not  significantly  higher  among 
college-educated  mothers  than  it  was 
among  those  with  less  education. 

The  physicians  studied  by  Korsch 
and  Negrete  tended  generally  to  be 
too  technical  in  their  conversation — 
terms  such  as  nares,  peristalsis  and 
Coombs  titre  were  not  understood  by 
the  patients. 

The  severest  complaint  of  the  moth- 
ers, however,  was  that  the  physician 
showed  too  little  interest  in  their  con- 
cern about  their  child.  “High  among 
the  expectations  of  the  mothers  in 
coming  to  the  clinic,”  the  authors  say, 
“was  that  the  doctor  would  be  friendly 
and  sympathetic  not  only  to  the  child, 
but  also  to  the  worried  parent.  The 
recordings  show,  however,  that  less 
than  5%  of  the  physician’s  conversa- 
tion was  friendly  or  personal  in  na- 
ture.” The  authors  conclude  that  the 
disregard  of  the  mother’s  concern  was 
an  important  hindrance  in  the  success 
of  the  communication. 

As  a result  of  the  study,  Korsch 
and  Negrete  have  some  recommenda- 
tions for  successful  physician-patient 
communication.  First,  they  found  that 
expression  of  friendly  interest  in  the 
patient  with  whom  they  were  conduct- 
ing the  conversation — the  mother,  in 
this  case,  is  helpful.  Although  most 
phyicians  believed  they  had  been 
friendly,  fewer  than  half  of  the  patients 
had  that  impression.  “Patient  rapport 
thrived  on  specific  instructions,  expres- 
sions of  trust  in  the  mothers’  care- 
taking ability  and  offers  of  continued 
interest.” 

The  researchers  also  found  that  on 
the  average,  much  to  his  surprise,  the 
physician  did  more  talking  than  the 
mother.  They  noted  that  “the  session 
tended  to  have  a more  successful  out- 
come when  the  patient  had  an  active 


interchange  with  the  doctor.” 

Finally,  they  note  that  “friendly 
treatment  of  the  patient  generally  had 
favorable  results;  harsh  treatment  tend- 
ed to  yield  poor  results.” 

Korsch  and  Negrete  feel  that  the 
communication  patterns  they  discov- 
ered apply  to  medical  practice  gener- 
ally, and  that  the  factors  they  analyzed 
“may  well  be  found  to  have  a far 
weightier  influence  in  preserving  health 
and  well-being  than  they  are  credited 
with  now.” 

JCAH  revises  standards 
for  hospital  accreditation 

In  response  to  growing  demands  from 
the  public  to  institute  effective  con- 
trols over  the  quality  and  cost  of  ser- 
vices, the  Joint  Commission  on  Accred- 
itation of  Hospitals  has  issued  revised 
standards  that  order  hospital  boards, 
administration,  and  organized  medical 
staffs  to  implement  programs  which 
assure  cost  effective,  quality  care  for 
all  patients. 

The  new  requirements  will  be  ex- 
plained at  a series  of  TAP  Institutes 
(trustees,  administrators  and  physi- 
cians) which  will  be  held  in  several 
locations  throughout  the  country  dur- 
ing the  coming  months.  In  addition  to 
explaining  how  to  implement  the  new 
requirements,  the  institutes  will  advise 
key  hospital  personnel  on  how  to  con- 
duct and  document  an  internal  quality 
assurance  program  which  will  enable  a 
hospital  to  become  or  to  remain  ac- 
credited. 

The  present  TAP  Institute  schedule 
includes  meetings  in  Mississippi,  Ten- 
nessee, Maine,  West  Virginia,  Maryland 
and  Missouri.  Additional  sessions  are 
to  be  announced. 

The  Joint  Commission  on  Hospital 
Accreditation  is  a member  organization 
of  the  American  College  of  Physicians, 
American  College  of  Surgeons,  Ameri- 
can Medical  Association  and  American 
Hospital  Association. 


NIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

a^s  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
ians  interested  in  enrolling  in  the  program,  comparative  values  for  investments 
re  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
omparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 

n mutual  funds.)  Original  Net  asset 

pric6  r valuo  par  snare  ^ 

Investment  media  9-30-68  8-31-72 8 31  72 


ercantile  National  Bank  Stock  Fund 
3omis-Sayles  Capital  Development  Fund 
Rowe  Price  Growth  Stock  Fund 
Domis-Sayles  Mutual  Fund 
tein  Roe  & Farnham  Balanced  Fund 
lercantile  Bank  Fixed  Income  Fund 


$10.25 

$12.70 

$12.70 

14.20 

13.80 

15.98 

25.93 

32.64 

36.39 

16.82 

15.61 

19.70 

23.34 

24.51 

31.35 

10.00 

11.38 

11.38 

^HiiistPd  to  include  dividends  and  distributions  since  9-30-68. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine ..  .is. .. 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

- George  Sarton,  from  ‘‘The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 

of  two  or  more  drugs? 


Are  combination  drug  products 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs? 


Doctor  of  Medicine 


Louis  Lasapna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
I'niversity  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  cajisule, 
tablet,  or  liquid,  is  a ques- 
! tion  that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case, 
i,  Among  the  advantages 

' is,  first  of  all,  convenience. 

' The  more  medications  that 

! are  taken  concurrently  and 

I the  more  complicated  the 

! directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
i the  standpoint  of  conven- 

ience and  accuracy,  and 
i economy  as  well,  you  can 

! make  an  important  case  for 

'I  putting  medications  to- 

I getherinonepreparation,as 

I long  as  they  are  compatible. 

1 By  the  same  token,  when 

! you  prescribe  a irroperly 

tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
j reasonable  dosage  ratios  as 

I well.  Compatibility  of  the 

j'  formulation  should  he  dem- 

onstrated in  the  laboratory 
and  clinic  before  the  i)rod- 
uct  is  available  for  pre- 
! scri ption— which  is  more 

than  can  usually  be  said  for 


the  i^hysician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  "typi- 
cal" jjatients. 

There  is  no  doubt  that 
many  "atypical"  ])atients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
anprle,  of  the  problems  that 
would  arise  if  the  comjro- 
nents  of  widely  acceptefl 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-anti hypertensives,  al- 
ways had  to  he  prescribed, 
jrurchased  anci  ingested 
separately. 

One  disaflvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
a t i o n contains.  For  e x - 
amirle,  a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  irrohlem  is  a function 
of  physician  education, 
rather  than  of  combination 
therai^y  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  comirared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence anfl  severity  of  side 
effects  were  the  same.  But 
blood  jrressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  "titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosj^here.  there  is  no 
liossibility  of  a new  com- 
l)ination  being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  api^ly  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
johysician  acceptance  over 
a long  i^eriod  should  he 
given  some  weight  as  evi- 
flence  of  the  efficacy  and 
safety  of  these  drugs. 

The  FD.4,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controllefl  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  deal 
of  money.  I wish  we  could 
agree  on  a “grandfather 
clause"  approach  to  jrrepa- 
rations  thaf  have  been  in  use 
for  a number  of  years  and 
that  have  an  apparently 
satisfactory  track  record. 

For  examirle,  I think 
some  of  the  antibiotic  com- 
binations that  were  taken 
off  the  market  by  the  FDA 
performed  quite  well.  I am 
thinking  jrarticularlv  of 
irenicillin  - streptomycir| 
combinations  that  ])atientj 
— esi:)eciall V surgical  paj 
tients  — were  given  in  one 
injection.  This  made  for 
less  discomfort  for  the  pa- 
tient, less  demand  on 
nurses’  time,  and  fewer 
oirportunities  for  dosage 
errors.  To  take  such  a 
prejraration  off  the  market 
doesn't  seem  to  he  good 
medicine,  unless  actual  us- 
age showed  a great  deal  of 
harm  from  the  injections 
(rather  than  the  proper 
use)  of  the  combination. 

The  point  that  should  be 
emphasized  is  that  there 
are  both  rational  and  irra- 
tional combinations.  The 
real  question  is,  who  should 
determine  which  is  whichj 
Obviously,  the  FDA  must 
play  a major  role  in  mak- 
ing this  determination.  In 
fact,  I don't  think  it  can 
avoid  taking  the  ultimate 
responsibility,  but  it  should 
enlist  the  help  of  outside 
physicians  anel  experts  in 
assessing  the  evidence  and 
in  making  the  ultimate  de- 
cision. 


Advertisement 


One  of  a series 


Maker  of  Medicine 


. Clarke  W eseoe,  M.I). 
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II  two  medications  are 
used  effectively  to  treat  a 
certain  cotidition,  and  it  is 
known  that  they  are  com- 
patible, it  clearly  is  useful 
and  convenient  to  provide 
them  in  one  dosage  form. 
It  would  make  no  sense,  in 
fact  it  would  be  pedantic, 
to  insist  they  always  be 
prescribed  separately.  To 
avoid  the  aj^pearance  of 
I^edantry,  the  "expert”  de- 
cries the  combination  be- 
cause it  is  a fixed  dosage 
form.  When  the  "ex|)ert” 
invokes  the  concej^t  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient pharmaceutical  ])rei)- 
arations  are  also  fixed 
dosage  forms.  By  a singular 
semantic  exercise  he  im- 
plies a j)ejorative  meaning 
to  the  term  “fixerl  dose" 
only  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
jile  fact  that  only  in  the 
rarest  of  circumstances 
does  any  physician  attemi^t 
to  titrate  an  exact  thera- 
peutic resi^onse  in  his  i)a- 
tient.  It  is  quite  jiossihle 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  l)loy 
often  called  into  ))lay  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


combi  nations  generally. 
(Ihviously,  no  one  should 
he  exjiosed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  neefled. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  he. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  iiersons,  I suppose, 
would  finrl  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  yiower 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  w'hich  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  meflication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impre.ssed  by 
stuflies  showing  that  the 
rate  of  error  climbs  mark- 
Cflly  with  the  number  of 
medications  to  be  taken, 
even  with  sojihisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  suiiports  the  logic 
of  combination  therajiy. 

The  cost  argument  for 
combinations  appears  to  he 
irrefutable.  In  1971,  R.  A. 
Gosselin  studierl  the  71 
combination  iiroducts  (ex- 
cluding oral  contracejitives) 
among  the  200  most  iire- 
scrihefl  drugs.  The  study 
found  that  if  all  71  products 
were  fliscontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
l)rice  of  medicines  to  pa- 
tients would  jumi)  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

'rhe  |)art  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  i)lay  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  (hat  any  medication 
on  the  market  is  safe  anrl 
efl’ective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitlefi  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  afl- 
flition  of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  jjrod- 
uct.  It  makes  no  sense  to 
recommenfl  the  use  of  two 
products  for  certain  condi- 
tions anfl  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhai)py  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  proflucts 
submitted  for  review.  The 
term  “effective,  hut”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  i)laced 
numerous  useful  combina- 
tion imoducts  in  neeflless 
jeoi)ardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  baserl  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  oinnions  of 
the  ijanelists.  These  “in- 
formerl”  ot^inions  were  ac- 
cepted at  face  value,  while 


the  “informed”  oijinions  of 
others  who  had  used  the 
jiroducts  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  he  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
aflvances  in  therapy  are 
seldom  made  in  leaps  and 
hounds  but  rather  by  small 
l^ainstaking  stejis— and  that 
some  of  these  steps  have  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  he  to  regulatory 
agencies  either. 

In  the  end,  the  iJracticing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limitefl. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  jmoof  of  any 
jmofluct's  effectiveness  is 
acceptance  by  phvsicians 
who  have  observed  its  ac- 
tions in  ijatients  over  time. 
The  corollary  statement 
may  he  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remerly 
may  not  alivays  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  C^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


He  ¥ron*t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Divs.on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


Wichita  Falls  Clinic-Hospital 


1300  Eighth  Street,  Wichita  Falls,  Texas  76301 


GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman.  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

MEDICINE 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr..  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

GENERAL  PRACTICE 
James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

Farid  G.  Khoury,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Sfarlite  Village  Clinic 


Center  Point,  Texas 


Ph.:  ME  4-2426 


— A specialized  clinic  dedicated  to  the 


physical,  mental,  and  spiritual  treatment 


of  men  and  women  suffering  from 


alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Bactocill 

(sodium  oxacillin) 

•capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


CED 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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Welch  Foundation  gives 
basic  research  grants 

Trustees  of  the  Robert  A.  Welch  Foun- 
dation of  Houston  have  announced 
grants-in-aid  totaling  $1,506,000  to 
support  basic  chemical  research  at 
eight  components  of  The  University  of 
Texas  System. 

The  institutions  and  amounts  are: 
UT  Austin,  $1,071,000;  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  $99,000; 
Galveston  Medical  Branch,  $72,000; 
San  Antonio  Medical  School,  $12,000; 
Southwestern  Medical  School,  Dallas, 
$128,000;  UT  Arlington,  $55,000;  UT 
Dallas,  $24,000;  and  UT  El  Paso, 
$45,000. 

Chancellor  Charles  A.  LeMaistre 
said,  “The  University  of  Texas  System 
is  grateful  to  the  Robert  A.  Welch  Foun- 
dation for  the  grants-in-aid  to  support 
basic  chemical  research  at  eight  of  our 
component  institutions.  Private  philan- 
thropy as  performed  by  the  Welch 
Foundation  is  absolutely  essential  to 
the  University.  One  major  requirement 
of  excellence  in  teaching  is  continued 
growth  in  the  search  to  extend  man’s 
knowledge.” 

The  Welch  Foundation  awarded  a 
grand  total  of  $4,199,000  to  32  Texas 
colleges  and  universities.  The  grants 
involve  155  scientific  investigators  in 
the  field  of  chemical  research. 

Jack  Binion,  foundation  president, 
explained  that  in  direct  contrast  to 
so-called  “contract”  research,  the  in- 
vestigators whose  research  is  being 
aided  will  be  working  on  research  prob- 
lems of  their  own  choice. 

Such  grants  are  especially  valuable 
in  these  days  when  larger  and  larger 
amounts  of  research  and  development 
funds  (both  government  and  private) 
are  being  shifted  more  toward  applied 
and  “mission-oriented”  investigations, 
he  pointed  out. 

CHAMPUS  participants 
must  pay  deductible 

Military  dependents  whose  health  care 
expenses  are  covered  by  CHAMPUS 
(Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services),  may  have 
claims  rejected  because  they  have  not 
met  the  deductible  requirement  for  out- 
patient care. 

At  the  beginning  of  each  fiscal  year, 
beneficiaries  of  CHAMPUS  must  obtain 
new  outpatient  deductible  certificates 
before  their  claims  can  be  processed. 
The  certificates  are  available  from  the 
various  CHAMPUS  fiscal  administrators 
in  each  of  the  states,  upon  the  receipt 


of  completed  claim  forms  and  itemized 
bills  or  receipts  for  health  care  and 
services. 

The  deductible  amounts  to  the  first 
$50  of  outpatient  health  care  received 
each  fiscal  year  if  one  family  member 
received  care.  If  more  than  one  family 
member  was  treated,  the  deductible 
amouts  to  $100  per  family  group  per 
fiscal  year. 

After  the  deductible  requirement  is 
met,  dependents  of  active  duty  person- 
nel must  pay  20%  of  outpatient  care 
charges,  while  retirees,  their  depen- 
dents and  dependents  of  deceased 
active  duty  and  retired  personnel  pay 
25%  of  allowable  charges. 

Increasing  deaths  from 
drugs  noted  in  state 

The  Texas  State  Board  of  Pharmacy 
reports  that  deaths  caused  by  narcot- 
ics ^ro  on  the  increase. 

Statistics  reported  for  three  months 
indicate  that  all  ages  are  involved  and 
that  fatalities  are  almost  equally  dis- 
tributed between  the  sexes. 

A breakdown  by  drug  class,  sex,  and 
age  of  deaths  recorded  from  March  to 
June  of  this  year  is  shown  in  the  table. 

“Something  new  and  rather  upset- 
ting,” said  Joe  Arnette,  executive  sec- 
retary of  the  Board  of  Pharmacy,  “is 
the  inhalation  of  PAM  Aerosol  Spray.” 
He  added  that  the  three  deaths  record- 
ed from  use  of  the  spray  were  all  in 
different  parts  of  Texas. 


UT  Austin  gets  funds 
for  alcoholism  studies 

A grant  from  the  Texas  Commission 
on  Alcoholism  will  enable  The  Univer- 
sity of  Texas  at  Austin  to  expand  the 
programs  of  its  Institute  of  Alcohol 
Studies. 

One  of  the  major  programs  being 
planned  is  an  in-depth  graduate  level 
course  which  will  provide  six  hours  of 
University  credit.  Dr.  Melvin  P.  Sikes 
(PhD),  program  director  for  the  Insti- 
tute, says  the  graduate  program  “will 
be  designed  for  persons  responsible 
for  planning  and  operating  organiza- 
tional programs  concerning  alcohol 
abuse  and  alcoholism,  training  officers 
and  personnel  directors,  as  well  as 
supervisors  or  trainers  of  counseling  or 
clinical  personnel  who  deal  with  per- 
sons suffering  from  alcohol  abuse.” 

The  course  will  consist  of  four  weeks 
of  study  at  the  UT  Austin  campus  and 
eight  weeks  of  work  at  the  student’s 
home  station,  doing  field  research.  A 
student  stipend  of  $75  per  week  will 
be  provided  by  the  Texas  Institute  of 
Alcohol  Studies  for  each  student  dur- 
ing the  four  weeks  of  study  in  Austin. 

The  first  offering  of  the  course  is 
scheduled  for  Oct.  16.  Thirty-two  stu- 
dents will  be  accepted.  Dr.  Sikes  says 
the  National  Institute  on  Alcohol  Abuse 
and  Alcoholism  is  considering  provid- 
ing a grant  to  continue  the  program 
for  four  more  sessions  during  1973. 


Drug 

Male 

Female 

Age  range/ no. 

Total 

Narcotics 

27 

4 

16-30/24 

31-44/7 

31 

Barbiturates 

6 

17 

19-30/12 

31-50/10 
over  51/1 

23 

Aspirin 

Drug  overdosage 

2 

4 

1-30/3 
over  30/3 

6 

(mixed  medication) 

6 

5 

18-30/7 
over  30/4 

11 

Methamphetamine 

0 

1 

24/1 

1 

Darvon 

1 

3 

20-30/2 
over  30/2 

4 

Hydrodiuril 

Doriden,  codeine, 

0 

1 

39/1 

1 

Librium 

0 

1 

46/1 

1 

Noludar 

1 

1 

46-51/2 

2 

Elavil 

0 

3 

18-33/3 

3 

Tussionex 

1 

0 

3/1 

1 

Placidyl 

0 

1 

42/1 

1 

Phenothiazine 

0 

1 

51/1 

1 

Tofranil 

1 

1 

19-47/2 

2 

Ergot-type 

0 

1 

19/1 

1 

PAM 

3 

0 

12-16/3 

3 

Total 

48 

44 

92 

Narcotic  deaths  in  Texas,  March  to  June,  1972. 
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TEXAS  MEDICINE 


Your  help  is  needed  to  inform 
Texans  about  the  seriousness 
of  venereal  disease. 


get  the  facts  / seek  early  treatment 


Tfie  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
in  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VO  brought  a drop  in  reported  cases 
after  World  War  II.  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VD  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  aiso  ranked  very  high 
in  the  incidence  of  gonorrhea. 

WHO’S  GETTING  IT?  Over  half  of  all  new  VD  In* 
fections  are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  all  the  venereally  infected  young  adults 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  "free  love.”  VD 
Is  not  contracted  from  towels,  dishes,  or  public 
toilets.  It  Is  spread  through  intimate  contact,  pri- 
marily sexual  intercourse,  with  someone  who  has  the 
disease. 


Venereal  disease  contin- 
ues to  strengthen  its  posi- 
tion as  the  number  one 
communicable  disease  in 
the  nation  simply  because 
people  are  not  aware  of  the 
seriousness  of  the  VD  prob- 
lem within  their  own  com- 
munities or  of  the  danger- 
ous consequences  of  the 
disease. 

Texas  had  the  highest 
syphilis  rate  in  the  nation 
last  year  and  also  ranked 
very  high  in  the  incidence 
of  gonorrhea. 

As  part  of  an  educational 
program  on  VD,  the  Texas 
Medical  Association  has 
produced  an  informative 
pamphlet  for  free  distribu- 
tion to  the  public.  You  can 
help  by  ordering  this 
pamphlet  and  distributing 
it  in  your  community. 

Particular  attention  needs 
to  be  directed  toward 
young  people.  The  majority 
of  venereal  disease  cases 
in  Texas  are  among  the  15 
to  24  year  old  age  jgroup 
and  our  state  now  is  re- 
porting 10  percent  of  all 
the  venereally  infected 
young  adults  in  the  nation. 

Your  assistance  is  need- 
ed to  help  control  the  se- 
rious spread  of  VD  in 
Texas. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

- FREE  - 
FROM  TMA 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 

Please  send  me copies  of  the  pamphlet, 

"VD  Is  Sex  Pollution." 

Name 

Address 

City State Zi  p 


Prescribe 

the  discoverer’s  brand 

Pyopen" 

(disodium  carbenicillin) 

*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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Arkansas  physician  gives 
political  advice  to  MDs 

Dr.  Morris  M.  Henry,  Arkansas  physi- 
cian and  state  senator,  has  written  a 
paper  for  the  American  Association  of 
Ophthalmology  which  he  feels  will  be 
helpful  to  physicians  interested  in  par- 
ticipating in  the  political  process. 

Dr.  Henry  says  the  easiest  way  to 
support  the  candidate  of  your  choice 
is  financially.  He  cautions  the  contrib- 
utor, however,  to  make  the  contribu- 
tion before  the  candidate  takes  office, 
as  contributions  afterwards  may  be 
misconstrued. 

In  addition.  Dr.  Henry  suggests  that 
the  physician  consider  volunteering  to 
work  for  the  candidate,  and  perhaps 
having  his  family  volunteer  as  well. 
Other  methods  of  developing  political 
influence  are  inviting  the  candidate  or 
office-holder  to  speak  before  medical 
society  meetings,  or  to  attend  when 
the  topic  of  discussion  concerns  legis- 
lation or  politics.  Dr.  Henry  also  urges 
the  physician  to  keep  in  touch  with 
the  legislator  through  frequent  letters, 
phone  calls,  and  even  visits. 

The  paper  is  entitled  “How  Do  You 
Go  About  Developing  Political  Influ- 
ence?”, and  is  available  from  the 
American  Association  of  Ophthalmol- 
ogy. 

NCA  establishes  criteria 
for  diagnosis  of  alcoholism 

The  National  Council  on  Alcoholism, 
Inc.,  (ACA),  has  announced  a medical 
criteria  for  the  diagnosis  of  alcoholism. 
The  criteria  are  the  first  ever  formu- 
lated and  were  published  jointly  by 
the  A merican  Journal  of  Psychiatry 
and  the  Annals  of  Internal  Medicine 
in  August. 

The  preparation  of  the  criteria  was 
done  by  a committee  established  by 
the  NCA.  TMA  member  William  M.  Mc- 
Isaac,  MD,  of  Houston,  was  a member 
of  the  committee.  Dr.  Mclsaac  is  asso- 
ciated with  the  Texas  Research  Insti- 
tute of  Mental  Science. 

For  the  purpose  of  diagnosis,  the 
criteria  appears  under  headings  of 
"Major,”  and  “Minor,”  and  are  assem- 
bled according  to  type — “Physical  and 
Laboratory,”  and  “Behavioral,  Psycho- 
logical, and  Attitudinal.”  Because  early 
diagnosis  is  helpful  in  treatment  and 
recovery,  manifestations  are  separated 
into  “Early,”  and  “Late.”  Each  symp- 
tom is  finally  graded  by  group  num- 
bers representing  the  degree  of  impli- 
cation and  presence  of  alcoholism. 

Also  included  are  brief  discussions 


of  recurrent  and  arrested  alcoholism 
cross  dependency,  tolerance,  and  a 
list  of  categories  of  persons  with  a 
“high  risk”  for  alcoholism. 

Examples  of  major  criteria  are  the 
presence  of  withdrawal  syndrome,  tol- 
erance to  the  effects  of  alcohol,  the 
presence  of  alcoholic  blackout  periods, 
and  continued  drinking  despite  strong 
medical  or  social  contraindications. 
Minor  criteria  include  physiological  dis- 
orders such  as  cardiac  arrhythmias, 
and  behavior  patterns  such  as  gulping 
drinks,  taking  drink  surreptitiously,  and 
automobile  accidents. 

Although  the  main  purpose  for  for- 
mulating the  criteria  is  to  aid  the  phy- 
sician in  dealing  with  alcoholism  prob- 
lems, the  NCA  was  also  motivated  by 
legal  decisions  such  as  Powell  v.  Texas, 
where  the  state  Supreme  Court  ruled 
that  there  is  “no  agreement  as  to  the 
meaning,  manifestations,  or  treatment 
of  ‘alcoholism  as  a disease.’  " 

The  criteria  committee  of  the  NCA 
is  a continuing  one  and  it  is  expected 
that  experience  ratings  for  the  current 
criteria  will  be  used  as  a guide  for 
future  modification. 

Texas  lawmen  to  learn 
methods  of  tracing  drugs 

Texas  police  and  prosecutors  will  be 
among  the  beneficiaries  of  a $330,000 
pilot  program  which  is  being  initiated 
by  the  federal  government  to  help  stop 
the  spillover  of  legal  drugs  onto  the 
blackmarket. 

The  program,  which  will  train  law- 
men in  the  intricacies  of  tracing  the 
sources  of  the  spillovers,  is  also  being 
offered  to  state  and  local  police  and 
prosecutors  in  Michigan  and  Mississip- 
pi. The  training  will  take  place  in 
Washington,  D.C. 

An  official  of  the  Bureau  of  Nar- 
cotics and  Dangerous  Drugs  has  said 
that  despite  the  existence  of  federal 
legislation  in  the  field  and  the  enact- 
ment in  35  states  of  model  state  con- 
trolled substances  acts,  the  illegal  di- 
version of  drugs  remains  a major 
problem. 

The  BNDD  exercises  its  supervision 
at  the  level  of  the  manufacturer  and 
the  distributor,  while  the  states  are  re- 
sponsible for  policing  at  the  retail  lev- 
el— retail  and  hospital  pharmacies  and 
physicians’  offices. 

According  to  a BNDD  official,  many 
local  police  are  not  equipped  or  trained 
to  carry  out  the  type  of  detective  work 
required  to  ferret  out  people  selling 
legitimate  drugs  on  the  black  market. 


In  addition,  he  noted,  prosecutors  are 
not  familiar  with  this  area  and  unsure 
of  how  to  handle  the  cases  that  are 
brought. 

Specialized  training  in  such  fields  as 
bookkeeping  is  needed  because  often 
the  evidence,  as  in  tax  cases,  depends 
on  careful  checking  of  the  mandatory 
records  that  must  be  kept  by  all  who 
dispense  drugs  that  are  subject  to 
abuse,  the  BNDD  aide  said. 

He  added  that  even  when  police  are 
alerted  to  the  apparent  criminal  deal- 
ings of  a local  pharmacy,  for  example, 
they  often  find  themselves  in  a posi- 
tion where  they  do  not  know  how  to 
accumulate  the  required  evidence  of 
wrongdoing. 

Houston,  Baylor  planning 
health  career  high  school 

A resolution  to  plan  an  educational 
program  to  train  young  people  for 
health  careers  was  unanimously  ap- 
proved by  the  Houston  Independent 
School  District  Board  Aug.  14. 

The  proposal  provides  for  the  plan- 
ning of  a High  School  of  Health  Pro- 
fessions and  Sciences  by  the  H.I.S.D. 
and  the  Center  for  Allied  Health  Man- 
power Development  at  Baylor  College 
of  Medicine.  The  high  school  will  offer 
health  career  counseling,  a health- 
oriented  high  school  curriculum,  and 
health  occupational  training. 

This  program  will  provide  the 
school’s  graduates  with  the  necessary 
skills  to  enter  directly  into  a health 
care  occupation  or  to  continue  their 
specialized  training  at  the  college  level. 

The  high  school’s  curriculum  will 
lead  directly  to  a community  college 
health  program  for  health  care  profes- 
sionals. With  an  associate  degree  from 
the  community  college,  the  student 
may  transfer  to  a baccalaureate  pro- 
gram in  any  college.  An  additional 
option  will  be  available  in  the  future 
when  Baylor  establishes  its  Bachelor 
of  Health  Science  program. 

“Such  a comprehensive  training  pro- 
gram will  completely  eliminate  the  con- 
cept of  terminal  medical  education 
and  provide  a pathway  that  will  allow 
a student  to  go  as  far  as  his  interests 
and  capacity  in  the  health  care  field 
will  take  him,”  said  Dr.  Robert  E. 
Roush,  director  of  Baylor’s  Center  for 
Allied  Health  Manpower  Development. 

Initially,  enrollment  in  the  proposed 
program  will  be  limited  to  30  sopho- 
more students  as  a pilot  project.  If 
successful,  the  program  will  eventually 
be  expanded  to  include  750  students. 
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Drugs. 

If  you*ve  got 
questions 
wc’vc  got 
answers. 


Questions  asked  by  people  like  you  are 
answered  in  the  Federal  source  book:  ''Answers 
to  the  most  frequently  asked  questions  about 
drug  abuse." 

For  your  free  copy  send  in  the  coupon 

below. 


For  a copy  of  the  Federal  source  book: 

"Answers  to  the  most  frequently  asked 
questions  about  drug  abuse" 

write  to:  Drug  Abuse  Questions  and  Answers 

National  Clearinghouse  for  Drug 
Abuse  Information 
Box  1080 

Washington,  D.C.  20013 

Name: 

Address: 

City: State: Zip: 


advertising  contributed  for  the  public  good 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

lUaclIlln 

(ampicillin  trihydrate) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc,  and  250  mg./5  cc.  ampicillin. 


CED 

Beecham-Massengill  Pharmaceuticals 
Division  ot  Beecham  Inc.  Bristol,  Tennessee  37620 
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UTMB  scientist  warns 
of  mercury  pollution 

The  expression  "mad  as  a hatter”  has 
a degree  of  truth  in  it,  says  Dr.  Bohdan 
R.  Nechay  (DVM),  associate  professor 
of  pharmacology  and  toxicology  at  The 
University  of  Texas  Medical  Branch  at 
Galveston. 

“There  was  a good  reason  for  the 
high  incidence  of  insanity  among  hat- 
ters,” explains  Dr.  Nechay.  "Madness 
was  an  occupational  hazard  because 
the  hatters  used  mercury  to  polish 
hats.  The  poor  devils  suffered  from 
mercury  toxicity.” 

He  adds  that  "all  heavy  metals  are 
poisonous,  but  mercury  has  very  spe- 
cial properties.  Methyl  mercury  has  an 
affinity  for  the  cortex,  the  part  of  the 
brain  which  governs  our  rational  be- 
havior, our  thinking,  and  feelings.” 

The  pharmacologist  has  been  study- 
ing the  effects  of  mercury  on  the  kid- 
neys for  many  years.  "It  cooks,”  he 
says.  "It  coagulates  and  corrodes  the 
living  tissue.  It  destroys  the  function.” 

Last  fall.  Dr.  Nechay  reported  on  the 
action  of  mercury  on  the  enzymes 
which  enable  the  kidneys  to  maintain 
salt  and  water  balance  in  the  body  to 
participants  at  the  Fourth  Rochester 
International  Conference  on  Environ- 
mental Toxicity  sponsored  by  the  Atom- 
ic Energy  Commission.  Similar  en- 
zymes, which  govern  the  brain's  elec- 
trical activity,  are  found  in  the  brain. 

Mercury  attracted  attention  in  North 
America  in  1969  when  fish  from  a 
Canadian  lake  were  analyzed  and  found 
to  be  contaminated.  The  first  example 
of  mercury  poisoning  on  an  epidemic 
scale  occurred  in  Japan  when  fish-eat- 
ing residents  of  a town  suffered  a mas- 
sive outbreak  of  mercury  poisoning 
which  left  many  of  them  deaf,  blind,  or 
insane;  resulted  in  the  birth  of  de- 
formed infants;  and  caused  at  least  47 
deaths.  In  Sweden,  mercury  contam- 
ination of  fish  has  long  been  recog- 
nized as  a matter  of  public  health  im- 
portance. 

In  explaining  the  pollution  process. 
Dr.  Nechay  said,  “There  is  mercury  in 
coal,  which  pollutes  the  earth  when 
the  coal  is  burned.  Mercury  also  is 
used  in  paper  industry  as  an  anti-foam- 
ing agent  and  in  agriculture  as,  among 
other  things,  a fungicide.”  The  pharma- 
cologist said  that  mercury  is  also  used 
in  the  manufacturing  of  medicine.  "It  is 
still  used  in  diuretics,”  he  said,  add- 
ing, “but  there  are  better  agents  now. 
Eventually,  the  Food  and  Drug  Admin- 
istration will  clamp  down  on  medicinal 
agents  containing  mercury.”  Natural 


processes  such  as  volcanoes  account 
for  very  little  mercury  pollution,  he 
noted. 

Mercury,  as  a pollutant,  is  either 
dumped  into  the  water  or  eventually 
reaches  the  lakes,  streams,  and  oceans 
of  the  world  where,  Dr.  Nechay  ex- 
plained, a recently  discovered  phe- 
nomenon occurs.  "The  mercury,  in 
whatever  form,  is  transformed  by  bac- 
teria at  the  bottom  of  the  water  into 
an  extremely  toxic  form — methyl  mer- 
cury. This  was  not  known  until  very 
recently.” 

Methyl  mercury  is  picked  up  by 
plankton,  which  are  eaten  by  larger 
water  creatures  that  are  in  turn  eaten 
by  still  larger  animals,  and  so  on.  Mer- 
cury is  thus  accumulated  in  the  larger 
predatory  fish  like  tuna  and  swordfish, 
some  of  which  are  consumed  by  hu- 
mans. Of  course,  some  of  the  fish  are 
themselves  killed  off  by  the  poisons. 
They  decompose,  and  the  food  chain 
starts  over  again. 

“Once  ingested,”  explained  Dr.  Ne- 
chay, "the  mercury  moves  all  over  the 
body,  but  concentrates  in  the  cortex 
of  the  brain. 

“Mercury  poisoning  is  usually  chron- 
ic with  a slow  onset  and  of  long  dura- 
tion. It  is  difficult  to  diagnose;  one  can 
be  sick  with  it  for  years  and  can  be- 
come psychologically  deranged.  Preg- 
nant women  can  give  birth  to  deformed 
babies  when  the  poison  spreads  into 
the  fetus,”  he  commented. 

Nature  itself,  says  the  pharmacolo- 
gist, removes  some  of  the  toxic  mer- 
cury, but  very,  very  slowly.  Removal 
depends  on  the  condition  of  the  bot- 
tom of  the  water  body  containing  the 
element.  For  example.  Dr.  Nechay  esti- 
mates that  half  of  the  mercury  dumped 
thus  far  will  have  been  naturally  re- 
moved in  42,000  years.  "And,”  he 
warns,  “we  are  polluting  at  a far  swift- 
er rate  than  that,  of  course.” 

In  seeking  a solution  to  the  dilemma, 
at  least  one  group  of  toxicologists  has 
developed  a resin  which  binds  methyl 
mercury  molecules  and  assures  their 
excretion  in  the  feces  of  rats. 

Dr.  Nechay,  who  studied  veterinary 
medicine  in  Germany  and  at  the  Uni- 
versity of  Minnesota,  has  been  an 
American  heart  fellow  at  the  University 
of  Florida  College  of  Medicine  and  a 
National  Institutes  of  Health  fellow  in 
the  department  of  pharmacology  at 
the  Medical  School  of  Uppsala  Univer- 
sity in  Sweden.  He  came  to  the  Medi- 
cal Branch  in  1968. 

"I  don’t  want  to  be  an  alarmist,”  he 
said,  "but  the  problem  is  almost  epi- 


demic in  Japan  and  surely  will  be 
worse,  worldwide,  before  very  long.” 

Houston  physicians  win 
Heath  Memorial  Award 

Drs.  Gilbert  H.  Fletcher  and  William  S. 
MacComb,  both  of  The  University  of 
Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  have  been  mned 
1972  recipients  of  Anderson’s  Heath 
Memorial  Award. 

This  is  the  first  time  in  its  seven- 
year  history  that  the  award  has  been 
presented  to  a member  of  the  Ander- 
son staff. 

The  Heath  medallion  is  given  for 
outstanding  contributions  to  improving 
care  of  the  cancer  patient  through  the 
clinical  application  of  basic  science 
research. 

The  physicians  will  receive  the  honor 
at  M.  D.  Anderson’s  17th  Annual  Clini- 
cal Conference  scheduled  for  Nov.  4-6 
in  Houston. 

Dr.  Fletcher,  a radiotherapist,  and 
Dr.  MacComb,  a surgeon,  were  selected 
for  their  work  in  bringing  radiotherapy 
and  surgery  into  closer  harmony  in 
treating  the  cancer  patient. 

In  collaboration,  the  recipients  de- 
signed a system  at  M.  D.  Anderson 
Hospital  in  which  representatives  of 
surgery  and  radiotherapy  simulta- 
neously examine  every  head  and  neck 
patient  entering  the  clinics.  They  then 
can  map  the  best  course  of  treatment 
for  each  patient. 

As  the  success  of  this  effort  has 
become  nationally  recognized,  the  two 
pioneer’s  procedures  have  served  as  a 
prototype  for  integrated  head  and  neck 
cancer  care  used  by  other  hospitals. 

Drs.  Fletcher  and  MacComb  have 
also  been  honored  internationally  for 
their  individual  contributions  to  radio- 
therapy and  surgery. 

Dr.  Fletcher  helped  design  the  cobalt- 
60  unit,  an  important  radiotherapy 
tool  used  in  treating  cancer.  He  also 
influenced  the  design  of  other  radio- 
therapeutic  equipment  used  in  radium 
implants  for  the  benefit  of  certain 
patients  with  cancer  of  the  uterus. 

Dr.  MacComb’s  primary  activity  has 
been  as  a teacher,  training  more  than 
150  surgical  fellows  in  head  and  neck 
surgery  during  his  career. 

Currently,  Dr.  Fletcher  is  head  of 
Anderson’s  radiotherapy  department 
and  professor  of  radiotherapy.  Dr.  Mac- 
Comb is  surgical  director  of  Houston’s 
Regional  Maxillofacial  Restorative  Cen- 
ter and  a professor  of  surgery  in  An- 
derson’s head  and  neck  service. 
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Contact  your  local  agent,  or 
Russell  Grace  Insurance 
2304  West  7th  Street  • Ft.  Worth,  Texas  76107 
(817)  332-9269  or 


SECURUY  SINCE  1912 

DASUAIIY  INDEMNITY  EXGHANBE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier 
that  won 
when  tro 
comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with  inno- 
vations and  new  developments  in  this  clouded,  sensitive  area  of  liability 
protection.  And  the  one  that  doesn’t  talk  malpractice  coverage  just  to 
get  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Texas  doctors  need  is  Casualty  Indemnity  Exchange,  the  car- 
ierthat  in  1968  pioneered  the  modern  approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY  in  the  market. 
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ARIZONA 

PHOENIX  • 1841  No.  23rd  Ave. 

85005  . Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue 
95926 •Telephone:  (916)  342-5612 

LOS  AN6ELES  • 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Ro$eviHe  Rd. 

North  Highlands,  California  • 95660 
Telephone:  (916)  483-4976 

SAN  OIEGO  • 5248  Linda  Vista  Road 
92110‘ Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  E,  Harris  Ave. 
South  San  Francisco,  Calif.  ♦ 94080 
Telephone:  (415)  871-9543 

COLORADO 

I COLORADO  SPRINGS  * 3626  N.  El  Paso 
"80907 •Telephone;  (303)  471-7370  < 

DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  • 80211 
Telephone:  (303)  255-1491  ^ = 

NEWJE^EY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  jersey  • 07066 
Telephone:  (201)  382-8350 
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SCHERER  is  the  house  that  has  it. ..here 
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single  source  for  the  best  in  Medical 
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TEXAS  MEDICAL  ASSOCIATION 

A workshop  designed  to  provide  physicians  with  more  under- 
standing of  the  legislative  process  will  be  sponsored  by  the 
Texas  Medical  Association,  Nov.  11-12,  at  the  Terrace  Motor 
Hotel  in  Austin.  Featured  speakers  for  the  legislative  workshop 
are  Dr.  James  H.  Sammons,  Baytown;  William  P.  Hobby,  Hous- 
ton; and  John  Hill,  Houston.  Four  section  meetings  are  sched- 
uled and  will  cover  the  following  topics;  The  Birth  of  a Bill 
and  the  Procedure  through  the  State  Legislature,  How  the 
Individual  Citizen  Can  be  Effective  in  Influencing  Legislation, 
The  Role  of  Texas  Medicine  in  Political  Action  and  in  Keeping 
Abreast  of  Legislation,  and  The  Decision-Making  Process  of 
the  Legislator. 

Contact:  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  executive  secretary. 


AMERICAN  MEDICAL  ASSOCIATION 

This  year’s  AMA  Clinical  Convention  will  take  place  Nov.  26- 
29  in  Cincinnati.  Featured  speakers  and  their  topics  are: 
Dr.  George  Crile,  Jr.,  general  surgeon  at  the  Cleveland  Clinic, 
Cleveland,  “Mastectomy:  Simple  vs.  Radical  Procedures”;  Dr. 
John  T.  Grayhack,  chairman  of  the  department  of  urology. 
Northwestern  University  Medical  School,  Chicago,  “Prosta- 
tectomy— Benign  Prostatic  Hypertrophy  and  Carcinoma”;  Dr. 
Albert  S.  Klainer,  professor  of  medicine.  West  Virginia  School 
of  Medicine,  Morgantown,  “Opportunistic  Infections — The  Im- 
mune Depleted  Patient”;  Dr.  William  Likoff,  chief  of  the  car- 
diovascular section,  Hahnemann  Medical  School,  Philadelphia, 
“Angina  with  Normal  Coronary  Arteriograms”;  Dr.  Robert  A. 
Robinson,  professor  of  orthopedic  surgery,  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Baltimore,  “Total  Hip  Replacement”; 
and  Dr.  Johnson  Thistle,  department  of  gastroenterology,  Mayo 
Graduate  School  of  Medicine,  Rochester,  “Medical  Dissolution  of 
Gallstones.”  Discussions  of  health  care  delivery  will  cover  such 
topics  as  medical  foundations,  utilization  and  peer  review,  and 
health-care  quality  and  assessment.  Other  sessions  will  cover  in- 
fectious disease,  joint  disease,  non-institutional  psychiatric  care, 
commonly  encountered  problems  of  the  head  and  neck,  care  of  the 
acutely  injured  patient,  and  practical  anesthesia.  A dermatology 
program  featuring  an  expert  panel  is  also  planned,  and  three 
postgraduate  courses  will  be  offered. 

Contact:  AMA,  Department  of  Scientific  Assembly,  535  N. 
Dearborn  St.,  Chicago  60610. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  -will 
emphasize  the  theme,  "Federal  Medicine: 
A National  Resource,”  during  their  79th 
annual  convention  in  San  Antonio,  Dec. 
10-13.  "New  Generation  of  Hospitals.” 
"The  National  Library  of  Medicine,” 
“Automation  in  Health  Care  Delivery,” 
and  "What’s  New  in  Transplantation” 
will  be  presented  during  the  scientific 
portion  of  the  meeting.  A panel  discussion 
on  the  contributions  of  federal  medical 
programs  to  national  health  delivery  will 
cover  family  practice,  MAST,  emergency 
medical  care,  paramedical  training  and 
utilization,  alcohol  rehabilitation,  and 
health  maintenance  organization  concept. 
Contact:  RADM  Walter  Welham,  MC 

USN  Ret.,  8502  Connecticut  Ave.,  Chevy 
Chase,  Md.  20015,  executive  director. 


CURRENT  REGIONAL  MEETINGS 


OKLAHOMA  CITY  CLINICAL  SOCIETY 
announces  its  Fall  Clinical  Conference  to 
be  held  at  the  Skirvin  Hotel,  Oklahoma 
City,  Oct.  23-25.  Presentations  by  guest 
faculty  will  include  "Cardiac  Revasculari- 
zation,” "Diabetes— the  Old.  the  Young, 
the  Pregnant,”  and  “Drugs — Use,  Abuse, 
Misuse.”  Contact:  Alma  O’Donnell,  601 
Northwest  Expressway.  Oklahoma  City 
73118,  executive  secretary. 


SOUTHERN  MEDICAL  ASSOCIATION, 
meeting  in  New  Orleans,  Nov,  13-16,  will 
present  symposia  on  head  and  neck  in- 
juries, inhalation  therapy,  and  gallstone 
disease.  A special  symposium  on  "Rapid 
Treatment  of  Sexual  Dysfunction — Phil- 
osophy and  Format”  will  feature  Drs. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses  on  p.  39. 
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William  H.  Masters  and  Virginia  E.  John- 
son. Section  meetings  are  scheduled  in 
allergy,  anesthesiology,  colon  and  rectal 
surgery,  dermatology,  family  practice, 
gastroenterology,  gynecology,  industrial 
medicine  and  surgery,  medicine,  neurology 
and  psychiatry,  obstetrics,  ophthalmology, 
orthopedic  and  traumatic  surgery,  otolaryn- 
gology, pathology,  pediatrics.  physical 
medicine  and  rehabilitation,  plastic  and 
reconstructive  surgery,  radiology,  surgery, 
and  urology.  In  addition,  the  sections  on 
gynecology,  obstetrics,  and  pathology  will 
present  the  George  Papanicolaou  Memorial 
Seminar  in  Gynecologic  Pathology.  Meeting 
conjointly  with  SMA  will  be  the  Southern 
Chapter  of  the  American  College  of  Chest 
Physicians  and  Southern  Gynecological  and 
Obstetrical  Society.  Contact ; Robert  F. 
Butts,  2601  Highland  Ave.,  Birmingham, 
Ala.  35205,  executive  director. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ASSOCIATION  OF  GYNE- 
COLOGICAL LAPAROSCOPISTS  has 
planned  a symposium  to  provide  the  phy- 
sician with  more  understanding  of  the 
role  of  laparoscopy  in  gynecology  through 
scientific  paper  presentations,  panel  dis- 
cussions. slide  presentations,  and  lunch- 
eon round  table  discussions.  Nov.  12-14 
are  the  dates  of  the  symposium,  which  will 
be  held  at  the  Stardust  Hotel  in  Las  Vegas. 
Presentations  will  cover  the  impact  of 
laparoscopy  in  gynecology,  fertility  stud- 
ies via  laparoscopy,  gynecological  lapa- 
roscopy compared  with  other  endoscopic 
procedures,  and  ovarian  biopsy  under 
endoscopy  in  the  functional  syndromes 
and  in  hormonal  feminine  sterility. 
“Laparoscopy  Complications,  Prevention, 
Diagnosis  and  Treatment”  will  be  dis- 
cussed in  a panel  session.  Subjects  of 
round  table  discussions  are  dangers  in 
performing  pneumoperitoneum,  indica- 
tions for  laparoscopy,  instrumentation  for 
laparoscopy,  fertility  evaluation  via  lapa- 
roscopy, and  immerliate  post-partum  tubal 
interruption  via  laparoscope.  Contact:  Dr. 
Jordan  M.  Phillips,  11239  South  Lake- 
woorl  Blvd.,  Downey,  Calif.  90241,  chair- 
man. 


AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS’ 38th  annual  scientific  assembly 
in  Denver,  Oct.  23-26,  will  feature  work- 
shops, symposia,  guest  lectures,  fireside 
conferences,  tutorial  sessions,  and  presen- 
tation of  86  scientific  papers.  Also  sched- 
uled are  clinic  visits  to  hospitals  and 
teaching  centers  in  Denver.  Symposia  top- 
ics are  diagnosis  of  early  airway  disease. 


reversible  obstructive  disease  (asthma),  and 
cardiopulmonary  response  to  high  altitude. 
Scientific  papers  will  cover  arrhythmias 
and  pharmacologic  topics,  thoracic  and 
cardiovascular  surgery,  cardiovascular  func- 
tion and  dysfunction,  diagnostic  techniques 
and  physiologic  monitoring,  obstructive 
lung  disease,  and  pulmonary  topics.  Con- 
tact: Dr.  Alfred  Soffer,  112  E.  Chestnut, 
Chicago  60611,  executive  director. 


AMERICAN  COLLEGE  OF  EMERGEN- 
CY PHY’SICIANS  has  themed  its  fourth 
annual  scientific  assembly  “Emergency 
Department — Medicine  and  Management.” 
The  assembly  is  scheduled  for  Nov.  8-10 
at  the  San  Francisco  Hilton  Hotel  in 
San  Francisco.  Topics  to  be  covered  are 
shock,  initial  management  of  trauma, 
laceration  repairs,  diabetic  ketoacidosis, 
common  errors  in  the  emergency  depart- 
ment, initial  airway  management,  and 
acute  abdomen  evaluation.  Registrants 
may  participate  in  demonstration  tech- 
niques of  endotracheal  intubation  and 
tracheostomy,  insertion  of  chest  tube, 
cardiopulmonary  resuscitation,  and  central 
venous  pressure.  Emergency  department 
management  will  be  emphasized  in  round 
table  discussions.  Contact:  Arthur  E. 
Auer,  241  E.  Saginaw,  East  Lansing, 
Mich.  48823,  executive  director. 


AMERICAN  MEDICAL  ASSOCIATION 
is  sponsoring  the  Third  National  Confer- 
ence of  State  Metlical  Association  Repre- 
sentatives on  Continuing  Merlical  Educa- 
tion, Oct.  24-26,  at  Chicago’s  Ambassador 
Hotel.  Representatives  will  study  accredi- 
tation of  continuing  medical  education  by 
state  medical  associations,  requirement  of 
continuing  merlical  education  participation 
for  state  medical  association  membership, 
peer  review  as  an  educational  necessity, 
and  self-assessment  as  an  educational 
tool.  Accreditation,  peer  review,  and  com- 
pulsory continuing  education  will  be  dis- 
cussed further  in  panel  sessions.  Contact: 
AMA,  535  N.  Dearborn  St.,  Chicago  60610. 


AMERICAN  MEDICAL  WOMEN’S  AS- 
SOCIATION, INC.,  will  meet  in  Colum- 
bus, Ohio,  Nov.  11-14.  The  scientific  ses- 
sion of  the  57th  annual  meeting  will 
feature  original  papers  dealing  with  con- 
genital malformations  and  the  rehabili- 
tation process.  “Rehabilitation  of  Con- 
genitally Malformed  Babies:  Operations 
and  Late  Results.”  “Refinishing  the  Un- 
finished,” and  “Rehabilitation  as  an  Art 


Form”  are  topics  of  the  papers.  Also  to 
be  discussed  is  the  field  of  Physical  Medi- 
cine and  Rehabilitation  and  the  opportuni- 
ties it  offers  to  the  woman  physician. 
Contact:  Gertrude  F.  Conroy,  1740  Broad- 
way, New  York  10019.  executive  director. 


AMERICAN  SOCIETY  OF  CLINICAL 
HYPNOSIS  will  present  its  15th  annual 
scientific  meeting  and  a Workshop  on 
Clinical  Hypnosis  and  Hypnotherapy, 
Nov.  1-6,  at  the  Town  and  Country  Hotel 
in  San  Diego.  Hypnosis  and  religion,  defi- 
nition of  hypnosis,  and  guidelines  for 
teaching  relaxation  and  learning  proce- 
dures will  be  discussed  in  panel  sessions. 
Other  topics  to  be  covered  during  the 
meeting  are:  strategies  of  hypnosis  in 
children,  the  management  of  an  ulcera- 
tive colitis  with  hypnosis,  programming 
the  obese  for  hypnotherapy,  hysterical 
seizures  and  hypnosis,  role  of  hypnosis 
in  marriage  counseling,  and  symbolon 
cybernetics — the  theory  and  practice  of 
teaching  emotional  control.  Contact:  F. 
D.  Nowlin,  800  Washington  Ave.  SE. 
Minneapolis  55414,  executive  secretary. 


AMERICAN  SOCIETY  OF  CYTOLOGY 
announces  its  annual  scientific  meeting  at 
the  Fairmont-Roosevelt  Hotel  in  New  Or- 
leans, Nov.  1-4.  Scheduled  presentations 
are:  “Cytopreparatory  Techniques  for  Endo- 
metrial Jet  Wash  Specimens,”  “Dysplasia 
of  the  Uterine  Cervix : Anatomical  Distri- 
bution in  Relation  to  Morphological  Sub- 
classification.” “The  Diagnosis  of  Breast 
Lesions  from  Cytologic  Material,  Urinary 
Conduit  Cytology,”  “The  Prevalence  and 
Significance  of  Abnormal  Smears  in  Teen- 
agers,” “Status  of  Cytology  in  Undergrad- 
uate Medical  Education,”  * Carcinoma  of 
the  Vagina  Following  Cervical  Cancer,” 
“X  Chromosomal  Anomalies  in  the  New- 
born,” and  “Cytologic  Diagnosis  of  Malig- 
nant Melanoma.”  Problems  in  early  diag- 
nosis of  pulmonary  cancer  will  be  studied 
in  a panel  session.  Contact:  Dr.  Warren 
R.  Lang,  7112  Lincoln  Dr.,  Philadelphia 
19119,  executive  secretary. 


ASSOCIATION  OF  AMERICAN  MEDI- 
CAL COLLEGES  announces  its  annual 
meeting,  themed  “From  Medical  School  to 
Academic  Health  Center,”  scheduled  for 
Nov.  2-6  at  the  Hotel  Fontainbleau  in 
Miami  Beach.  Senator  Edward  M.  Ken- 
nedy. Mass.,  will  address  the  Association 
on  “The  Challenge  of  Health  Professions 
Education  in  the  Seventies.”  Other  presen- 
tations will  be  “Integration  of  Education- 
al Programs  for  Health  Professionals,” 
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TEXAS  MEDICINE 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  tor  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  inlormation. 


GEIGY  Pharmaceuticals 
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JL  of  moderate  to  severe  iotensity 


Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  jjeriods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are:  . 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information. ) 


50  mg.  iablet 
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Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions : Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS)  ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Undo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied : Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 
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MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meelinffs. 


“The  Continuum  of  Undergraduate  and 
Graduate  Medical  Education.”  "The  Role 
of  the  Academic  Health  Center  in  Deliv- 
ering Health  Care,”  “Directions  for  Re- 
search in  the  Academic  Health  Center,” 
“Area  Health  Education  Centers  and  the 
Regionalization  of  Academic  Medicine,” 
“Enlarging  Human  Capability;  The  Role 
of  the  Health  Sciences,”  and  “Health  at 
the  Crossroads:  Which  Road  to  Follow.” 
The  Association’s  Council  of  Deans  and 
Council  of  Academic  Societies  will  meet 
together  to  discuss  approaches  to  ac- 
complishing the  joint  mission  of  colleges 
and  medical  schools.  Contact:  Dr.  John 
A.  D.  Cooper,  One  Dupont  Circle  NW, 
Washington,  DC  20036,  president. 


INTERNA-nONAL  COLLEGE  OF  SUR- 
GEONS' 6th  Western  Hemisphere  Con- 
gress is  slated  for  Nov.  12-16  in  San 
Diego.  Features  of  the  congress  are  a cor- 
onary symposium;  a memorial  lecture  by 
Dr.  Denton  A.  Cooley,  Texas  Heart  Insti- 
tute, Houston:  a cancer  symposium:  and 
postgraduate  courses  on  cancer  therapy, 
colon  and  rectal  surgery,  obstetrics  and 
gynecology,  surgical  anatomy  of  the  ab- 
domen, surgical  technique  of  total  hip 
arthroplasty,  urological  surgery,  and  vas- 
cular surgery.  Contact:  Karl  Nystrom, 
1616  Lake  Shore  Dr.,  Chicago  60610,  ad- 
ministrative director. 


ALSO  IN  OCTOBER 


AMERICAN  DENTAL  ASSOCIATION,  San  Francisco, 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 


ALSO  IN  NOVEMBER 


■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov.  16- 
20,  1972.  Dr.  James  M.  Hundley,  44  East  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION.  Atlan- 
tic City,  Nov.  12-17,  1972.  Dr.  James  R.  Kimmey,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

■ KIDNEY  FOUNDATION  OF  HOUSTON  AND  THE 
GREATER  GULF  COAST,  Symposium  on  Management 
of  Renal  Disease — 1972,  Houston.  Nov.  10-11,  1972.  Dr.  G. 
Eknoyan,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston  77025. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Guad- 
alajara. Nov.  8-12,  1972.  Virginia  E.  Bryant,  333  W. 
Thomas  Rd.,  No.  207,  Phoenix  36013. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Nov.  30-Dec.  2,  1972.  Dr.  Dennis  J.  Factor,  1317  N. 
Washington,  Dallas  76204,  Chrmn.,  Regis.  & Pub.  Rela. 
Comm. 


INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  OF  NORTH  AMER- 
ICA has  planned  a program,  designed 
primarily  for  family  physicians  and  in- 
ternists, which  will  include  a diversified 
lecture  program,  "live”  television,  medi- 
cal motion  pictures,  panel  discussions, 
and  special  symposia  on  diabetes,  pedi- 
atric problems  in  office  practice,  urinary 
infections,  hypertension,  and  anemia.  The 
scientific  assembly  will  be  held  at  the 
Washington-Hilton  Hotel,  Washington, 
DC,  Nov.  13-16.  Problems  of  the  painful 
foot,  differential  diagnosis  of  abdominal 
pain,  dermatology  clinic,  rehabilitation  of 
common  neurologic  disorders,  cardiac 
evaluation,  and  pulmonary  ventilation 
techniques  will  be  covered  in  television 
programs.  Contact:  Dr.  Alton  Ochsner, 
PO  Box  6445,  Madison,  Wis.  63705,  pro- 
gram chairman. 


RADIOLOGICAL  SOCIETY  OF  NORTH 
AMERICA,  INC.,  has  planned  a scientific 
assembly  to  include  sessions  in  diagnosis, 
radiation  therapy,  neuroradiology,  nuclear 
medicine,  pediatric  radiology,  cardiovas- 
cular radiology,  and  physics.  The  annual 
Assembly,  which  is  scheduled  for  Nov.  26- 
Dec.  1 at  the  Palmer  House  in  Chicago, 
will  also  feature  108  refresher  courses  and 
scientific  and  technical  exhibits.  Contact: 
Adele  Swenson,  713  E.  Genesee  St.,  Syra- 
cuse NY  13210.  executive  director. 


■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  Dal- 
las, Nov.  30,  1972.  Dr.  Tom  W.  Duke,  PO  Box  3460, 
Amarillo  79106,  Sec.-Treas. 

TEXAS  DERMATOLOGICAL  SOCIETY,  New  Orleans. 
Nov.  11-14,  1972.  Dr.  Eugene  P.  Schoch,  Jr.,  3A  Medi- 
cal Arts  Sq.,  Austin  78706,  Sec. 


ALSO  IN  DECEMBER 


AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  2-7,  1972.  Dorothy  P.  Compton.  2250 
NW  Flanders  St.,  Portland,  Ore.  97210,  Exec.  Sec. 

AMERICAN  ACADEMY’  OF  PSYCHOANALYSIS,  New 
York  City,  Dec.  8-10,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Las  Vegas.  Dec.  3-6,  1972.  Winfield  Singletary. 
3664  9th  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla.,  Dec.  4-6,  1972.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center.  Durham,  NC  27706,  Sec. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE.  Dal- 
las. Dec.  2,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78206,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Austin.  Dec.  11-13,  1972.  Dr.  M H.  Crabb.  1612  Summit 
Ave..  Suite  303,  Ft.  Worth  76102,  Sec. 
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1973 

JANUARY 

■ SOUTHWEST  ALLERGY  FORUM,  El  Paso,  Jan.  15- 
17,  1973.  Dr.  Albert  H.  Unger,  6232  Gateway  E.,  El 
Paso  79905,  Pres. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  19- 
21,  1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Galveston, 
Jan.  26-27,  1973.  Dr.  James  C.  Stinson,  Scott  and  White 
Clinic,  Temple  76501,  Sec.-Treas. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  Washington, 
DC,  Feb.  10-14,  1973.  James  O.  Kelley,  225  E.  Michigan 
St.,  Milwaukee  63202,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas,  Feb.  1-6,  1973.  Dr.  C.  V.  Heck. 
430  N.  Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  Washington,  DC,  Feb.  24-27,  1973. 
Dr.  A.  J.  French,  Dept,  of  Pathology,  University  of 
Michigan  Medical  School.  Ann  Arbor  48104,  Sec. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  San  Fran- 
cisco, Feb.  14-18,  1973.  William  D.  Nelligan,  9650  Rock- 
ville Pike,  Bethesda,  Md.  20014,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, Las  Vegas,  February  1973.  Arthur  E.  Auer,  241 
E.  Saginaw  St.,  East  Lansing,  Mich.  48823,  Exec.  Dir. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio, 
Feb.  16,  1973.  S.  E.  Cockrell,  Jr.,  202  W.  French  PL, 
San  Antonio  78212,  Exec.  Officer. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Feb.  15-16,  1973. 
S.  E.  Cockrell,  Jr.,  202  W.  French  PL,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Miami  Beach,  Feb.  25-March  3,  1973.  Dr.  John  G.  Bel- 
lows. 30  N.  Michigan  Ave.,  Chicago  60602,  Exec.  Sec. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas, 
Feb.  18,  1973.  Robert  E.  Monroe,  1117  W.  42nd  St.,  Aus- 
tin 78756,  Exec.  Sec.-Treas. 


MARCH 

AMERICAN  CANCER  SOCIETY,  First  National  Con- 
ference on  Urologic  Cancer,  Washington,  DC,  March 
29-31,  1973.  Dr.  Sidney  L.  Arje,  219  E.  42nd  St.,  New 
York  10017. 

■ AMERICAN  MEDICAL  ASSOCIATION/TEXAS  MED- 
ICAL ASSOCIATION,  Speakers  and  Leadership  Training 
Seminar,  Austin,  March  10-11,  1973.  Jon  R.  Hornaday, 
TMA,  1801  N.  Lamar  Blvd.,  Austin  78701,  Dir.  of  Pub. 
Rel. 


AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS, 
Hawaii.  March  16-26,  1973.  Dr.  Blaise  F.  Alfano,  675 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  NewiK)rt  Beach,  Calif.,  March  11-15, 
1973.  Dr.  Simon  Fre<lricks,  1103  Medical  Towers,  Hous- 
ton 77025,  Prog.  Chrmn. 


AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS,  New  Orleans,  March  22- 
23,  1973.  Elaine  Galasso,  1718  Gallagher  Rd.,  Norristown, 
Pa.  19401,  Exec.  Sec. 


■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  12-14,  1973.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  19-22,  1973.  Frances  W.  Shumaker, 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOCIETY  OF  NUCLEAR  MEDICINE,  SOUTHWEST- 
ERN CHAPTER,  New  Orleans,  March  16-18,  1973.  Dr. 
Thomas  P.  Haynie,  6723  Bertner,  Houston  77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Austin,  March  16-17,  1973.  Dr.  Den- 
nis M.  Voulgaris,  2100  N.  Fulton  St.,  Wharton  77488, 
Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Ft.  Worth, 
March  2-3,  1973.  Dr.  Frederick  J.  Bonte,  5323  Harry 
Hines  Blvd.,  Dallas  75236,  Prog.  Chrmn. 


APRIL 


AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  St.  Louis,  April  3-5, 
1973.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St.,  Dur- 
ham, NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Boston, 
April  23-28,  1973.  Stanley  A.  Nelson,  4005  W.  65th  St., 
Minneapolis  55435,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  New 
York  City,  April  9-12,  1973.  Dr.  John  E.  Pauly,  Univer- 
sity of  Arkansas  School  of  Medicine,  Little  Rock  72201, 
Sec. 

■ AMERICAN  ASSOCIATION  OF  PLANNED  PAR- 
ENTHOOD PHYSICIANS,  Houston,  April  11-14,  1973. 
Richard  A.  Ferguson,  3601  Fannin  St.,  Houston  77004, 
Exec.  Dir. 

■ AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Dallas,  April  30-May  2,  1973.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  ALLERGISTS.  Atlanta, 
April  7-12,  1973.  Dr.  John  D.  Gillaspie,  2141  14th  St., 
Boulder,  Colo.  80302,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  San  Francis- 
co, April  1-6,  1973.  William  C.  Stronach,  20  N.  Wacker 
Dr.,  Room  2920,  Chicago  60606,  Exec.  Dir. 
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AMERICAN  COLLEGE  OF  SURGEONS,  New  York 
City,  April  2-4,  1973,  C.  Rollins  Hanlon,  56  E.  Erie  St,, 
GhicaKO  G0611,  Dir. 

AMERICAN  GERIATRICS  SOCIETY.  INC.,  Beverly 
Hills,  Aiiril  2,5-26,  1973.  Dr.  Edward  Henderson,  10 

Columbus  Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION.  Fourth  National 
Congress  on  Medical  Ethics,  Washington,  DC.  April  26- 
28,  1973.  AMA,  Judicial  Council,  535  N.  Dearborn  St., 
Chicago  60610. 

■ E^HTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
April  14,  1973.  Dr.  Edward  F.  Pesek,  1413  Avenue  G., 
Bay  City  77414,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION.  Denver.  April 
15-19,  1973.  Howard  N.  Schulz,  150  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY.  25th 
Annual  Congress  and  Teaching  Seminar,  Tokyo,  Hong 
Kong,  Thailand,  April  29-May  14,  1973.  Dr.  Alfred  J. 
Cantor.  147-41  Sanford  Ave.,  Flushing,  NY  11355,  Exec. 
Officer. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  INC.,  Wash- 
ington, DC,  April  4-6,  1973.  William  W.  Moore,  Jr.,  2 
Park  Ave.,  New  York  10016,  Exec.  Dir. 

■ TENTH  DISTRICT  MEDICAL  SOCIETY,  April  1973. 
E.  Mittendorf,  PO  Box  768,  Beaumont  77704,  Exec.  Sec. 

■ TEXAS  DENTAL  ASSOCIATION,  Austin,  April  29- 
May  2,  1973.  Dr.  Joe  C.  Carrington,  Jr.,  4920  Interre- 
gional Hwy.,  Austin  78751,  Exec.  Officer. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  Min- 
eral Wells,  April  1973.  Dr.  Dorothy  Patras,  PO  Box 
1118,  Ft,  Worth  76101,  Sec.-Treas. 


MAY 


AEROSPACE  MEDICAL  ASSOCIATION,  Las  Vegas, 
hf^y  7-10,  1973.  Dr.  Merrill  H,  Goodwin,  Washington 
NatT.  Airport,  Washington,  DC  20001,  Kxec.  Sec. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GY- 
NECOLOGISTS, Bal  Harbour,  Fla.,  May  21-24,  1973.  Dr. 
Michael  Newton,  79  W.  Monroe,  Chicago  60603,  Exec. 
Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  19,  1973.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  76235,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION. 
New  York  City,  May  20-26,  1973.  Charles  B.  Slack, 
6900  Grove  Rd.,  Thorofare,  NJ  08086,  Exec.  Sec. 

AMERICAN  PEDIATRIC  SOCIETY,  San  Francisco, 
May  16-20,  1973.  Dr.  C.  D.  Cook,  333  Cedar  St.,  New 
Haven,  Conn.  06514,  See. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Honolulu, 
May  7-11,  1973.  Dr.  Walter  E.  Barton,  1700  18th  St., 
NW,  Washington,  DC  20009,  Med.  Dir. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Monterey,  Calif.,  May  29-June  1, 


1973.  Dr.  Eugene  H.  Courtiss,  2000  Washington  St., 
Newton  Lower  Falls.  Boston  02162,  Sec. 

AMERICAN  THORACIC  SOCIETY,  New  York  City, 
May  20-23,  1973.  Robert  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  New 
York  City,  May  14-17,  1973.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION.  Kansas  City,  Ks, 
May  27-31,  1973.  Helen  Brown  Schmidt,  919  N.  Michigan 
Ave.,  Chicago  60611,  Exec.  Sec. 

national  league  for  nursing,  Minneapolis, 
May  6-9,  1973.  Margaret  E.  Walsh,  10  Columbus  Circle, 
New  York  10019,  Sec.  & Gen.  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City,  May  16-18,  1973. 
Dr.  Wilfred  D.  David,  79  Madison  Ave.,  New  York 
10016,  Exec.  Dir. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  New  York  City,  May  20-23, 
1973.  Dr.  Robert  J,  Anderson,  1740  Broadway,  New 
York  10019,  Mng.  Dir. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Corpus  Christi,  May  23-25,  1973.  Elsie  Howard, 
2109  Commerce,  Dallas  76201,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Scottsdale, 
Ariz.,  May  7-10,  1973.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73101,  Sec.-Treas. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston.  May  20- 
23,  1973.  Gordon  L.  Wright,  PO  Box  4553,  Austin  78765, 
Dir.  of  Ed.  & Pub.  Info. 

■ TEX.\S  MEDICAL  ASSOCIATION,  Dallas,  May  3-6, 
1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 


JUNE 


■ AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFIL- 
IATE, INC.,  Dallas,  June  19-24,  1973.  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78766,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  New  York  City. 
June  24-28,  1973.  AMA,  535  N.  Dearborn  St.,  Chicago 
60610. 


JULY 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  16th  Annual  Ruidoso  Sum- 
mer Clinic,  Ruidoso.  NM,  July  16-19,  1973.  Bob  Reid, 
PO  Box  466,  Sunland  Park,  NM  88063,  Exec.  Sec. 


AUGUST 


■ AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION, 
Dallas,  Aug.  23-24,  1973.  Curt  W.  Reimann,  5100  Ridge 
Oak,  Austin  78731,  Exec.  V.-Pres. 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


NEOPLASIA  OF  HEAD  AND  NECK:  This 
is  the  subject  of  UT  M.  D.  Anderson 
Hospital  and  Tumor  Institute's  17th 
Annual  Clinical  Conference  scheduled 
for  Nov.  2-3  at  the  Shamrock  Hilton 
Hotel  in  Houston.  Cosponsoring  the 
Conference  are  the  Division  of  Continu- 
ing Education,  UT  Graduate  School  of 
Biomedical  Sciences  at  Houston,  and 
American  Cancer  Society,  Inc.  Topics 
to  be  presented  are  “A  Review  of  Can- 
cer Treatment  for  Neoplasms  of  the 
Head  and  Neck,"  "Angiography  in  Neo- 
plasms of  the  Head  and  Neck,”  "Role 
of  the  Oral  Surgeon  in  the  Diagnosis  of 
Head  and  Neck  Cancer,”  and  "The 
Changing  Treatment  of  Rhabdomyosar- 
coma in  Children.”  Panel  sessions  will 
be  devoted  to  larynx,  oral  cavity,  and 
oropharynx  and  hypopharynx. 

The  Fifth  Annual  Special  Pathology 
Program,  "Tumors  of  the  Head  and 
Neck:  Clinical  Pathologic  Discussion  of 
Cases  Illustrating  Interaction  of  Diag- 
nosis and  Choice  of  Therapy,”  is  sched- 
uled for  Nov.  4.  The  Department  of 
Anatomical  Pathology  at  UT  M.  D.  An- 
derson and  the  Texas  Society  of  Path- 
ologists will  sponsor  the  program, 
which  will  stress  case  histories  of  pa- 
tients with  odontogenic  lesions  and  tu- 
mors of  the  salivary  glands,  nasal  cav- 
ity, soft  tissues,  and  Jaw. 

The  Conference  is  acceptable  for  12 
prescribed  hours  by  the  AAFP;  there  is 
no  tuition  charge.  Inquiries  may  be  di- 
rected to  Mrs.  Jane  Brandenberger,  In- 
formation Coordinator,  UT  M.  D.  An- 
derson Hospital  and  Tumor  Institute, 
Texas  Medical  Center,  Houston  77025. 

OBSTETRICS  - GYNECOLOGY  - PEDI- 
ATRICS: The  departments  of  obstet- 
rics, gynecology,  and  pediatrics  at 
Scott  and  White  Clinic  in  Temple  will 
present  the  13th  Annual  T.  F.  Bunkley 
Seminar,  "Intensive  Obstetric  and  Nur- 
sery Care,”  Nov.  3-4  in  Temple.  Formal 
presentations,  panel  discussions,  and 
demonstrations  of  fetal  monitoring  and 
neonatal  intensive  care  are  scheduled. 
Guest  faculty  will  be  Dr.  Richard  H. 
Paul,  assistant  professor  of  obstetrics 
and  gynecology.  University  of  Southern 
California,  Los  Angeles;  and  Dr.  H.  Wil- 
liam Diserens,  department  of  pediat- 
rics, UT  Medical  School  at  San  An- 
tonio. Contact:  Dr.  D.  P.  Baker,  Depart- 
ment of  Ob-Gyn,  or  the  Department 


of  Education,  Scott  and  White  Clinic, 
Temple  76501. 

NEUROMUSCULAR  DISEASES:  Nov.  6-8 
are  the  dates  for  a course  in  Neuro- 
muscular Diseases,  sponsored  by  the 
Veterans  Administration  Hospital  with 
the  cooperation  of  Baylor  College  of 
Medicine  and  the  National  Institutes  of 
Health.  The  course  will  take  place  in 
Houston  at  the  Shamrock  Hilton  Hotel. 
There  is  no  registration  fee  and  the 
course  is  open  to  all  physicians.  For 
more  information,  write  to  Dr.  William 
P.  Blocker,  Jr.,  Chief,  PM&S  Service, 
VA  Hospital,  2002  Holcombe  Blvd., 
Houston  77031. 

RENAL  DISEASE:  "Management  of  Re- 
nal Disease — 1972”  is  the  title  of  a 
symposium  being  sponsored  by  the 
Kidney  Foundation  of  Houston  and  the 
Greater  Gulf  Coast  at  the  Astroworld 
Hotel  in  Houston,  Nov.  10-11.  Sessions 
will  be  devoted  to  diuretics,  hyperten- 
sion, and  kidney  function  tests.  Baylor 
College  of  Medicine  faculty  will  parti- 
cipate in  the  symposium,  in  addition  to 
Dr.  Roscoe  R.  Robinson,  professor  of 
medicine  and  director,  division  of  neph- 
rology, Duke  University  Medical  Center, 
Durham,  NC. 

Registration  fee  for  physicians  is 
$15.  The  course  is  acceptable  for  9 pre- 
scribed hours  by  the  AAFP.  Contact:  Dr. 
G.  Eknoyan,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston  77025. 

PSYCHIATRY:  Texas  Research  Institute 
of  Mental  Sciences  has  scheduled  a 
symposium  on  Psychiatric  Problems  of 
Adolescents,  Nov.  15-17,  in  Houston. 
The  program  will  include  discussions 
of  "normal”  adolescence;  suicide, 
the  second  highest  cause  of  death 
among  young  people;  drug  abuse  re- 
search, prevention,  and  treatment  as 
applied  to  adolescents;  identity  devel- 
opment and  the  alienation  phenome- 
non; changes,  current  and  proposed,  in 
the  judicial  system’s  treatment  of  ado- 
lescents, including  a consideration  of 
new  advocacy  laws;  the  pre-sociopathic 
adolescent — etiology  and  treatment; 
and  the  impact  of  the  "new”  morality 
and  sexual  mores  on  today’s  adoles- 
cents. Coordinating  the  symposium  is 
Dr.  Joseph  C.  Schoolar,  Assistant  Di- 
rector and  Head  of  the  Clinical  and 
Sociological  Research  Division,  Texas 


Research  Institute  of  Mental  Sciences, 
1300  Moursund,  Houston  77025. 

CARDIAC  AUSCULTATION:  "Fundamen- 
tals of  Cardiac  Auscultation”  is  the  title 
of  a course  being  sponsored  by  UT 
Medical  School  at  San  Antonio,  Dec. 
2-3,  in  Corpus  Christi.  The  pertinent 
physiology  and  pathophysiology  for  the 
production  of  heart  sounds  and  heart 
murmurs  will  be  offered  with  concomi- 
tant presentation  of  these  sounds  using 
a cardio-simulator. 

The  course  is  acceptable  for  10  pre- 
scribed hours  by  the  AAFP.  Enrollment 
fee  is  $50.  Contact  the  director  of  the 
course.  Dr.  Robert  C.  Talley,  Associate 
Professor,  Division  of  Cardiovascular 
Diseases,  UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr.,  San  An- 
tonio 78229. 

CLINICAL  CARDIOLOGY:  An  intensive 
review  in  cardiology  will  be  presented 
by  the  Division  of  Continuing  Educa- 
tion, UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Dec.  4-7,  in 
Houston.  The  Clinical  Cardiology  Sym- 
posium will  feature  guest  lecturer  Dr. 
S.  Gilbert  Blount,  Jr.,  professor  of  med- 
icine and  head,  division  of  cardiology. 
University  of  Colorado  Medical  School, 
Denver.  Some  of  the  topics  to  be  dis- 
cussed are  angina  pectoris — patho- 
physiology and  treatment;  congenital 
heart  disease  in  the  adult;  the  mitral 
valve  complex  and  non-rheumatic  mi- 
tral insufficiency;  differential  diagnosis 
of  obstruction  to  outflow  from  the  left 
ventricle;  and  the  effect  of  altitude  and 
hypoxia  on  the  pulmonary  circulation. 
For  further  information  write:  The  Of- 
fice of  the  Dean,  Division  of  Continuing 
Education,  UT  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  PO  Box 
20367,  Houston  77025. 

PROFESSIONAL  ACTIVITY  STUDY,  MED- 
ICAL AUDIT  PROGRAM:  The  Commis- 
sion on  Professional  and  Hospital  Ac- 
tivities is  sponsoring  a PAS  and  MAP 
Regional  Workshop  at  the  Hilton  Inn 
in  Dallas,  Dec.  7.  Physicians,  hospital 
administrators  and  trustees,  medical 
record  administrators,  health  record 
analysts,  and  health  organization  rep- 
resentatives are  invited  to  this  educa- 
tional session  on  techniques  of  medical 
auditing  and  utilization  review.  Contact: 
Fred  W.  Trader,  1968  Green  Road,  Ann 
Arbor,  Mich.  48105. 
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MORE  CONTINUING  EDUCATION  COURSES 


NOVEMBER 

The  Battered  Child.  Sponsored  by  Uni- 
versity of  Colorado  School  of  Medicine, 
Nov.  27-28,  Denver.  Fee:  $60.  Contact: 
Office  of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Ave.,  Den- 
ver 80220. 

Workshop  on  Clinical  Hypnosis  and 
Hypnotherapy.  Sponsored  by  American 
Society  of  Clinical  Hypnosis,  Nov.  1-4, 
San  Diego.  Contact:  F.  D.  Nowlin, 
800  Washington  Ave.  SE,  Minneapolis 
55414,  Exec.  Sec. 

Current  and  Future  Concepts  in  Gas- 
troenterology. Sponsored  by  American 
College  of  Physicians,  Nov.  6-8,  Uni- 
versity of  Arizona  College  of  Medicine, 
Tucson.  Fee:  $80,  ACP  members;  $125, 
nonmembers.  Credit:  21  hours,  AMA 
Phy.  Recog.  Award.  Contact:  Registrar, 
Postgraduate  Courses,  American  Col- 
lege of  Physicians,  4200  Pine  St., 
Philadelphia  19104. 

Virology  in  Medicine.  Sponsored  by 
University  of  Chicago,  Division  of  Bio- 
logical Sciences  and  Pritzker  School  of 
Medicine,  Nov.  8,  University  of  Chi- 
cago. Fee:  $15.  Contact:  Frontiers  of 
Medicine,  Room  404,  Culver  Hall,  Uni- 
versity of  Chicago,  Chicago  60637. 

Emergency  Care  and  Transportation  of 
the  Sick  and  Injured.  Sponsored  by 
Committee  on  Injuries,  American  Acad- 
emy of  Orthopaedic  Surgeons,  Nov. 
26-29,  St.  Louis.  Fee:  $50.  Contact: 
American  Academy  of  Orthopaedic  Sur- 
geons, 430  N.  Michigan  Ave.,  Chicago 
60611. 

Intensive  Obstetric  and  Nursery  Care, 
13th  Annual  T.  F.  Bunkley  Seminar. 

Sponsored  by  Departments  of  Obstet- 
rics, Gynecology,  and  Pediatrics,  Scott 
and  White  Clinic,  Nov.  3-4,  Temple. 
Contact:  Dr.  D.  P.  Baker,  Department 
of  Ob-Gyn,  Scott  and  White  Clinic, 
Temple  76501. 

Postgraduate  Course  in  Neuromuscular 
Disease.  Spronsored  by  Department  of 
Neurology,  University  of  Miami  School 


of  Medicine,  Nov.  8-11,  Miami  Beach. 
Fee:  $125.  Contact:  Bill  Bouck,  Man- 
agement International,  Inc.,  1150  NW 
14th  St.,  Miami  33136. 

The  Evaluation  and  Treatment  of  the 
Infertile  Couple.  Sponsored  by  Ameri- 
can Fertility  Society,  Nov.  12,  New 
Orleans.  Fee:  $75.  Contact:  Dr.  Herbert 
H.  Thomas,  1801  Ninth  Ave.  S.,  Bir- 
mingham, Ala.  35205,  Med.  Dir. 

DECEMBER 

20th  Annual  Scott  and  White  Confer- 
ence in  Medicine  and  Surgery.  Spon- 
sored by  Scott  and  White  Clinic,  Dec. 
1-2,  Temple.  Contact:  Dr.  P.  H.  Howard, 
Jr.,  Department  of  Education,  Scott 
and  White  Clinic,  Temple  76501. 

Advances  in  Diagnosis  and  Treatment 
in  Clinical  Medicine.  Sponsored  by 
American  College  of  Physicians,  Dec. 
4-8,  Anaheim,  Calif.  Fee:  $80,  ACP 
members;  $125,  nonmembers.  Credit: 
Fulfills  requirements  for  Category  1, 
AMA  Phy.  Recog.  Award.  Contact:  Reg- 
istrar, Postgraduate  Courses,  American 
College  of  Physicians,  4200  Pine  St., 
Philadelphia  19104. 

JANUARY 

Management  of  Sexual  and  Marital 
Inadequacy.  Sponsored  by  Institute  for 
Comprehensive  Medicine,  Jan,  12-14, 
San  Francisco:  Jan.  16-18,  Scottsdale, 
Ariz.  Fee:  $175.  Credit:  20  hours. 
Category  2,  AMA  Phy.  Recog.  Award. 
Contact:  Institute  for  Comprehensive 
Medicine,  9735  Wilshire  Blvd.,  Beverly 
Hills,  Calif.  90212. 

General  Practice  Review.  Sponsored  by 
University  of  Colorado  School  of  Medi- 
cine, Jan.  22-27,  Denver.  Fee:  $125. 
Contact:  Office  of  Postgraduate  Medi- 
cal Education,  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Ave.,  Denver  80220. 

Application  of  Nutrition  in  the  Health 
Sciences.  Sponsored  by  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  at  Houston, 
Jan.  12-13,  Houston.  Contact:  Office 
of  the  Dean,  Division  of  Continuing 


Education,  UT  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  PO  Box 
20367,  Houston  77025. 

FEBRUARY 

Recent  Advances  in  the  Immunopro- 
phylaxis and  Chemotherapy  of  Infec- 
tious Diseases.  Sponsored  by  American 
College  of  Physicians,  Feb.  8-10,  Uni- 
versity of  Arizona  College  of  Medicine, 
Tucson.  Fee:  $80,  ACP  members; 
$125,  nonmembers.  Contact:  Registrar, 
Postgraduate  Courses,  American  Col- 
lege of  Physicians,  4200  Pine  St., 
Philadelphia,  19104. 

Sixth  Annual  Symposium  on  Surgery 
of  the  Hand.  Sponsored  by  University 
of  Colorado  School  of  Medicine,  Feb. 
21-24,  Denver.  Contact:  Office  of  Post- 
graduate Medical  Education,  University 
of  Colorado  School  of  Medicine,  4200 
East  Ninth  Ave.,  Denver  80220. 

Pediatric  Cardiopulmonary  Care.  Spon- 
sored by  American  College  of  Chest 
Physicians,  Feb.  25-March  1,  Univer- 
sity of  Colorado  Medical  Center,  Aspen. 
Contact:  American  College  of  Chest 
Physicians,  112  East  Chestnut  St., 
Chicago  60611. 

Family  Practice  Review.  Sponsored  by 
UT  Medical  Branch  at  Galveston,  Feb. 
4-10,  Galveston.  Fee:  $100.  Credit: 
441/2  hours,  AAFP.  Contact:  Dr.  Ste- 
phen R.  Lewis,  Director,  Postgraduate 
Education,  UT  Medical  Branch,  Galves- 
ton 77550. 

MARCH 

Problems  of  Office  Pediatrics.  Spon- 
sored by  Department  of  Pediatrics,  UT 
Medical  Branch  at  Galveston,  March 
15-16,  Galveston.  Fee:  $75.  Contact: 
Dr.  Lillian  H.  Lockhart,  Assistant  Pro- 
fessor of  Pediatrics,  UT  Medical 
Branch,  Galveston  77550. 

Immunological  Aspects  of  Neoplasia. 
Sponsored  by  UT  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston, 
March  6-9,  Houston.  Contact:  Dr.  Evan 
M.  Hersh,  UT  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Texas  Medical 
Center,  Houston  77025,  Chrmn. 
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for  up  to  24  hours  a day. 


THERE  ARE  TWO  FORMS 
OF  SUSTAINED  ACTION  ISORDIL- 
ISORDIL  TEMBIDS  CAPSULES,  40  mg., 

AND  ISORDIL  TEMBIDS  TABLETS,  40  mg. 

Widely  accepted  Isordil  Tembids  Tablets  are  now 
joined  by  an  additional  sustained  action  form, 
Isordil  Tembids  Capsules,  providing  greater  pre- 
scribing flexibility. 

*lndications:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National 
Research  Council  and/or  other  information, 

FDA  has  classified  the  indication  as  follows: 

"Possibly”  effective:  When  taken  by  the  oral 
route,  Isordil  (isosorbide  dinitrate)  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  cor- 
onary artery  disease).  It  is  not  intended  to  abort 
the  acute  anginal  episode,  but  is  widely  re- 
garded as  useful  in  the  prophylactic  treatment 
of  angina  pectoris. 

Final  classification  of  the  less-than-effective  in- 
dications  requires  further  investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  dur- 
ing the  early  days  of  the  acute  phase  of  myocar- 
dial infarction  (the  period  during  which  clinical 
and  laboratory  findings  are  unstable)  are  insuffi- 
cient to  establish  safety. 

Precautions:  Tolerance  to  this  drug  and  cross- 
tolerance to  other  nitrites  and  nitrates  may  occur. 
In  patients  with  functional  or  organic  gastroin- 
testinal hypermotility  or  malabsorption  syndrome, 
it  is  suggested  that  either  the  ISORDIL  5 mg.  or 
10  mg.  Oral  tablets  or  sublingual  tablets  be  the 
preferred  therapy.  The  reason  for  this  is  that  a few 
patients  have  reported  passing  partially  dissolved 
ISORDIL  TEMBIDS  tablets  in  their  stools.  This 
phenomenon  is  believed  to  be  on  the  basis  of 
physiological  variability  and  to  reflect  rapid  gas- 
trointestinal transit  of  the  sustained  action  tablet. 
TEMBIDS  SHOULD  NOT  BE  CHEWED. 

Adverse  Reactions:  Cutaneous  vasodilation  with 
flushing.  Headache  is  common  and  may  be  severe 
and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral 
ischemia  associated  with  postural  hypotension 
may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  ace- 
tylcholine, histamine,  and  many  other  agents.  An 
occasional  individual  exhibits  marked  sensitivity 
to  the  hypotensive  effects  of  nitrite,  and  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration  and  collapse)  can  occur 
even  with  the  usual  therapeutic  dose.  Alcohol  may 
enhance  this  effect.  Drug  rash  and/or  exfoliative 
dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information 
and/or  professional  samples? 

TEMBIDS'  - TRADEMARK  FOR  SUSTAINED  ACTION  UBLETS  AND  CAPSULES 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y  10017 
DEDICATED  TO  IMPROVING  THE  QUALITY 
OF  LIFE, THROUGH  MEDICINE 


EfudGX'Cfluorourocil) 

works  where  it  counts... 


Lesion  #2— Two  days  after  initiation  of  ther' 
apy.  Electron  micrograph  of  solar  keratotic 
skin  from  patient’s  hand. 

Typical  abnormalities  are: 

Malpighian  cells  [containing  an  abundance  of 
thick  tonofibrils  (T)]  which  are  connected  with 
well-developed  desmosomes  (D).  Note  the 
clumped  tonofibrils  in  the  so-called  ‘dyskera- 
totic’  cell  (arrow)  indicative  of  solar  keratosis. 
No  change  can  be  noted  at  this  level  after  two 


Lesion  #3— Two  weeks  after  initiation  of  ther- 
apy. Electron  micrograph  of  skin  from  patient’s 
hand. 

Improvement  shown: 

Less  conspicuous  desmosomes  (D),  widened 
intercellular  spaces  and  Malpighian  cetis 
showing  a remarkable  reduction  of  tonofibrils 
(T).  The  arrow  indicates  a degenerating 
dyskeratotic  celi.  x 5000  (12/31/71) 


days  of  therapy,  x 5000  (12/16/71) 


Solar,  actinic  or  senile  keratoses 

By  whatever  name  they  may  be  known,  they  commonly 
occur  as  multiple  lesions  and  chiefly  on  the  exposed 
portions  of  the  skin.  Because  they  may  be  premalignant, 
it  is  generally  agreed  that  they  should  be  treated.  Sur- 
gery, cryotherapy,  or  electrodesiccation  may  present 
certain  drawbacks,  both  for  the  physician  and  the 
patient,  but  there  is  Efudex®  (fluorouracil)— as  an  alter- 
native to  conventional  therapy. 

Sequence  of  therapy - 
Selectivity  of  response 

The  easily  applied  Efudex  cream  or  solution  usually 
begins  to  show  effects  within  a few  days— an  erythema 
in  the  area  of  the  lesions.  Within  two  weeks  after  ini- 
tiation of  therapy,  this  reaction  usually  reaches  its 
height  of  unsightliness  and  discomfort,  declining  after 
discontinuation  of  therapy.  This  reaction  occurs  in 
affected  areas.  Since  the  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied  to  rule 
out  the  presence  of  a frank  neoplasm. 


Acceptable  results 

Treatment  with  Efudex  (fluorouracil)  provides  highly 
acceptable  cosmetic  results  posttherapeutically.  The 
incidence  of  scarring  is  low.*  This  is  particularly  impor- 
tant with  multiple  facial  lesions.  Efudex  should  be 
applied  with  care  near  the  nose,  eyes  and  mouth. 

5%  cream/solution-a  Roche  exclusive 

Only  Roche  formulates  the  5%  cream  and  solution 
—high  in  patient  acceptability— economical— and  higher 
in  clinical  efficacy  than  the  2%  formulation  for  lesions 
of  the  hands  and  forearms. 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


' \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  N.J.  07110 
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Before  lreatrnent  — 12/14/71  After  treatment— Two  weeks  after 

therapy  stopped  — 1 / 28/ 72 


This  patienfs  solar  keratoses 

responded  to 

Efudex  (fluorourocil)  5% 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflam- 
matory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  derma- 
titis, scarring,  soreness  and  tenderness.  Also  reported— in- 
somnia, stomatitis,  suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 


propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


An  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Not  too  little,  not  too  much... 
but  just  right! 


"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ili^neXiquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 


Additional  inlormation  available 
to  the  profession  on  request. 

Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 

NATIONAL  HEALTH  CARE  PROPOSALS 


One  of  the  gravest  problems  con- 
fronting the  health  care  delivery 
system  is  the  distribution  of 
health  professionals.  Far  too  many 
rural  communities  in  Texas  do 
not  have  a physician.  Many  physi- 
cians who  do  serve  rural  com- 
munities will  soon  retire.  We  must 
act  to  reverse  the  current  trend 
toward  greater  maldistribution  of 
doctors,  dentists,  and  optometrists. 

During  the  92nd  Congress, 
several  solutions  to  problems  of 
physician  shortage  have  been 
considered.  The  Comprehensive 
Health  Manpower  Training  Act  of 
1971  includes  two  programs  aimed 
at  correcting  physician  shortages. 

First,  the  Act  established  a 
family  practice  fellowship  and 
scholarship  program  to  encourage 
more  medical  students  to  enter 
the  field  of  primary  care.  This 
is  designed  as  a brake  on  the  in- 
creasing number  of  medical 
students  annually  continuing  their 
studies  in  a specialty.  To  spe- 
cialists, practice  in  a rural  commu- 
nity is  not  attractive  because 
there  is  an  insufficient  population 
base  to  support  their  specialized 
practice. 

Second,  a program  of  “loan 
forgiveness’’  was  expanded — 
so  that  a medical  school  graduate 
by  establishing  his  practice  in 
a designated  physician  shortage 
area,  can  forego  repayment  of 


a portion  of  any  federal  education 
loans  he  received. 

In  an  effort  to  provide  a further 
and  more  significant  financial 
incentive  for  physicians  to  locate 
their  practices  in  shortage  areas,  I 
have  introduced  S 3499,  which 
proposes  that  the  first  $20,000  of 
adjusted  gross  income  from 
medical  sources  for  doctors,  den- 
tists, or  optometrists  be  tax-exempt 
for  the  first  taxable  year  of  prac- 
tice in  an  established  shortage 
area.  This  tax  incentive  could  con- 
tinue for  five  years  on  a declining 
scale.  To  be  eligible  for  this  in- 
centive exemption,  the  recipient 
would  have  to  agree  to  practice  at 
least  two  years  in  the  shortage 
area.  This  legislation  (1)  provides 
an  incentive  to  all  practicing 
physicians  rather  than  just  to  medi- 
cal students  and  recent  gradu- 
ates, and  its  benefits  would  be  felt 
immediately;  and  (2)  encourages 
physicians  to  act  voluntarily 
to  correct  a serious  shortcoming  in 
our  health  care  delivery  system. 

I have  also  co-sponsored  legisla- 
tion to  encourage  greater  utili- 
zation of  health  paraprofessionals 
practicing  under  the  proper  guid- 
ance of  the  physician.  The  Com- 
prehensive Health  Manpower 
Training  Act  of  1971  includes  fed- 
eral funds  for  developing  and 
expanding  the  training  programs  for 
physician’s  assistants  and  other 
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paraprofessionals  to  help  rural  practitioners 
to  serve  a larger  number  of  patients. 

On  July  28,  the  Senate  approved  legislation 
I proposed  to  allow  the  Secretary  of  the 
Department  of  Defense,  in  cooperation  with  the 
Department  of  Health,  Education  and  Welfare 
and  the  Department  of  Transportation,  to 
continue  and  to  expand  the  Military  Assistance 
to  Safety  and  Traffic  (MAST)  program. 

Texas  has  been  fortunate  to  have  one  of  the 
pilot  MAST  programs  in  Fort  Sam  Houston,  ser- 
ving the  nine  counties  surrounding  San 
Antonio.  Through  MAST  we  have  learned  that 
military  helicopters  and  paramedics  can  render 
valuable  service  in  speeding  victims  of  farm 
and  highway  accidents  to  medical  facilities. 

Another  issue  of  major  importance  is 
National  Health  Insurance.  Many  proposals 
have  been  introduced  in  the  92nd  Congress. 

The  growth  of  the  health  care  industry  has 
been  nothing  less  than  astounding  in  the 
past  decade.  Composing  some  7.4%  of  the 
gross  national  product,  health  care  is  now  the 
third  largest  industry  in  the  United  States. 

It  has  been  characterized  as  an  extremely  diver- 
sified and  uncoordinated  system.  Many  of 
its  problems  are  no  doubt  caused  by  its  tremen- 
dous growth.  At  the  same  time,  little  atten- 
tion has  been  given  to  the  role  of  public  sector 
involvement  in  the  health  care  system. 
According  to  a preliminary  report  of  New  York 
Nelson  Rockefeller’s  Steering  Committee  on 
Social  Problems,  there  are  now  68  different 
controlling  agencies  in  the  health  field  at  the 
federal,  state  and  local  levels.  In  the  Depart- 
ment of  HEW  alone,  25  major  programs  operate 
almost  independently  of  each  other.  In  addi- 
tion, almost  every  other  federal  department  has 
some  responsibility  for  carrying  out  at  least 
a segment  of  the  federal  health  care  effort. 

The  federal  role  in  the  health  care  area  suf- 
fers from  the  same  basic  problem  that  the 
federal  government  has  in  most  other  areas  of 
policy  making:  over-bureaucratization.  It  is 
thus  incumbent  upon  the  Congress  to  get  the 
federal  health  care  effort  in  order  before 
adding  on  yet  another  layer  of  programs  in  the 
name  of  national  health  insurance. 

The  congressional  committees  studying 


national  health  insurance  proposals  are  review- 
ing past  federal  health  care  programs  in  an 
effort  to  insure  that  new  programs  do  not  com- 
pound earlier  mistakes.  This  is  responsible 
action. 

1 am  supporting  a number  of  proposals  on 
national  health  insurance,  but  I am  not 
wedded  to  the  specifics  of  any  proposal. 

In  the  Senate,  1 have  sponsored  the  so-called 
Medicredit  proposal  which  would  provide 
income  tax  credits  towards  the  purchase  of 
private  health  insurance  policies  and  would 
replace  the  current,  but,  ineffective,  Medicaid 
program.  I am  also  supporting  the  National 
Catastrophic  Illness  Protection  Act  whereby  the 
federal  government  would  act  as  reinsurer 
of  private  insurance  companies  who  offer 
catastrophic  illness  protection  at  a reasonable 
rate.  Still  another  proposal,  the  National 
Health  Care  Act,  is  constructive  in  that  it  seeks 
to  mobilize  a public-private  and  federal-state- 
local  partnership  approach  in  improving 
the  health  care  delivery  system. 

These  three  proposals  reflect  philosophic  and 
pragmatic  consistency  and  each  contains 
worthy  ingredients.  They  would  assist  the  public 
in  obtaining  health  care  coverage  at  a rea- 
sonable rate  on  a voluntary  basis  without  gov- 
ernmental intervention  in  the  traditional 
doctor-patient  relationship.  They  are  premised 
upon  the  view  that  our  health  care  system 
is  the  best  in  the  world  and  that  any  govern- 
mental participation  in  this  system  should 
utilize  the  talents  and  expertise  of  the  private 
sector  through  a cooperative  approach. 

These  bills  avoid  any  temptation  to  give  the 
bureaucracy  in  Washington  the  power  to 
dictate  what  type  of  health  care  delivery  system 
should  be  effected. 

On  the  other  hand,  supporters  of  the 
Kennedy-McGovern  Health  Security  Act  premise 
their  views  on  the  belief  that  there  is  some- 
thing uniquely  wrong  with  the  current  health 
care  delivery  system.  Unlike  the  proposals 

Sen.  Tower  was  a guest  speaker  at  the  Texas  Medi- 
cal Association’s  1972  Annual  Session  in  San  Antonio. 
He  and  the  other  guests  were  invited  to  submit  man- 
uscripts to  Texas  Medicine  for  consideration.  Sen. 
Tower  has  provided  this  summary  of  his  interest  and 
his  legislative  efforts  concerning  issues  facing  the 
medical  profession  in  Texas. 
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I am  supporting,  the  Health  Security  Act 
would  require  yet  another  payroll  tax  as  well  as 
high  appropriations  from  general  federal 
revenues.  Estimates  of  the  cost  of  this  program 
range  from  $55  to  $77  billion  a year. 

I do  not  believe  this  country  needs  or  even 
wants  cradle-to-grave  national  health  insur- 
ance. The  purpose  of  government  should  be  to 
offer  incentives  for  people  to  take  advantage 
of  what  is  available  in  the  private  sector.  A 
total  federal  takeover  of  our  health  care  deliv- 
ery system,  as  is  envisioned  in  the  Health 
Security  Act,  runs  counter  to  the  traditions  of 
our  country.  It  runs  contrary  to  the  view  that 
our  problems  cannot  be  solved  by  letting  the 
massive  federal  establishment  control  and 
administer  programs  without  allowing  state  and 
local  governments  and  the  private  sector 
the  opportunity  to  participate  in  policy-making. 

The  problems  of  our  health  care  delivery 
system  are  primarily  those  of  maldistribution  of 
manpower  and  in  certain  instances  ineffec- 
tive utilization  of  existing  supply  sources. 

We  can  improve  the  system  by  better  coordina- 
ting existing  public  programs  and  by  imple- 
menting programs  that  make  health  care 
services  more  easily  accessible  to  our  popula- 
tion. We  would  be  taking  a great  step  backward 
if  we  were  to  implement  a form  of  “national- 
ized” health  insurance  resulting  in  a break- 
down in  the  private  health  care  system  and 
its  traditional  close  doctor-patient  relationship. 

Sen.  John  Tower,  Washington,  DC,  United  States 
Senate. 


CHALLENGE  OF  EMERGENCY  MEDICINE 

Emergency  medical  care  has  recently  become 
a popular  discussion  item  in  both  medical 
and  lay  circles.  The  problems  associated  with 
rendering  emergency  medical  care  have 
always  been  present,  but  it  has  only  been  in 
the  past  few  years  that  they  have  received  the 
emphasis  necessary  to  improve  our  emer- 
gency medical  systems  drastically.  This  year, 
emergency  medical  services  were  placed  in 
a top  priority  position  by  both  the  White 
House  and  the  AMA. 

Although  some  communities  have  been 
rendering  good  emergency  care  for  years,  they 


have  failed  to  stimulate  other  areas  to  do  the 
same.  In  recent  years,  larger  communities — 
such  as  Jacksonville  and  Miami,  Fla,  and 
Seattle,  Wash — have  made  major  strides  in  this 
field  and  have  directed  the  attention  of  the 
nation  toward  their  accomplishments.  Many 
Texans  have  likewise  become  involved,  and  last 
year  Houston  effected  a major  revision  in 
its  emergency  ambulance  services. 

Emergency  ambulance  services  are  an 
important  component  of  the  total  emergency 
care  of  the  community.  They  probably  repre- 
sent the  area  most  emphasized  in  the  literature 
and  press.  Also,  these  services  can  be  most 
easily  improved.  New  ambulance  designs 
are  much  more  functional;  standard  courses 
are  readily  available  for  “Emergency  Medical 
Technician — Ambulance”  training;  elabo- 
rate communication  and  monitoring  equipment 
is  advertised  nationally.  Houston  improved 
its  ambulance  service,  and  other  cities  such  as 
Dallas,  San  Antonio,  and  Galveston  are  not 
far  behind.  These  are  advances  that  are 
long  overdue.  However,  this  does  not  end  the 
problem.  We  have  much  progress  to  make 
in  our  rural  communities  which  do  not  have  the 
city  funds  to  upgrade  their  services.  State 
help  is  urgently  needed;  indeed,  federal 
funds  may  be  required. 

Another  area  of  importance  is  the  hospital 
emergency  department.  It  is  frustrating  to 
the  trained  emergency  medical  technician 
(EMT)  to  deliver  a critically  ill  or  injured  patient 
to  a hospital  emergency  department  and 
observe  inadequate  care  due  to  the  lack  of 
staffing  and  lack  of  equipment.  If  emergency 
medical  services  are  to  be  improved,  we  also 
must  concentrate  on  the  receiving  facility. 
Categorization  of  emergency  departments  in  a 
community  is  a primary  step  to  better  service. 

A booklet  is  available  from  your  AMA  which 
outlines  a procedure  by  which  this  may  be 
accomplished.  Once  done,  this  provides  two 
great  services:  (1)  it  allows  the  hospital  to 
assay  its  own  department  and  become  familiar 
with  both  its  strengths  and  weaknesses;  and 
(2)  it  classifies  the  receiving  facilities,  thereby 
enabling  the  trained  ambulance  personnel 
to  select  the  emergency  department  best 
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equipped  to  care  for  the  specific  categories  of 
injuries  and  acute  illnesses  where  sophisti- 
cated equipment,  specialized  physicians, 
and  time  may  be  life-saving. 

Nursing  personnel  in  the  emergency  depart- 
ment is  a critical  factor.  We  are  all  aware  of 
the  shortage  of  trained  nurses,  but  nurses  with 
advanced  emergency  training  are  even  more 
rare.  This  special  type  of  nurse  must  be 
created  by  physician  training  and  subsequently 
kept  constantly  abreast  of  new  developments 
and  techniques.  A special  organization  of  these 
nurses  has  been  formed,  the  Emergency 
Department  Nursing  Association  (EDNA),  with 
about  3,000  members  nationally.  Many 
state  and  local  chapters  are  now  active  and 
meet  regularly  to  discuss  mutual  problems,  im- 
prove administrative  techniques,  and  upgrade 
their  knowledge  through  programs  with 
guest  speakers. 

Physician  staffing  of  emergency  depart- 
ments has  long  been  troublesome.  Many  arti- 
cles have  been  written  on  this  subject  and 
many  options  have  been  proposed.  Patient  load 
is  constantly  increasing  in  the  emergency 
department  as  more  patients  come  to  these 
facilities  to  seek  primary  care.  Some  depart- 
ments become  so  overcrowded  on  holidays  and 
weekends  that  it  is  difficult  for  true  emer- 
gencies to  be  seen  and  for  proper  care  to  be 
administered.  This  has  resulted  in  increased 
staffing  and  constant  enlarging  of  these 
departments.  Busy  emergency  departments 
that  are  not  training  centers  with  available 
house  staff  coverage  have  begun  to  solve  some 
of  their  problems  with  a new  kind  of  physi- 
cian— ^the  emergency  physician.  He  practices 
exclusively  in  the  emergency  department, 
generally  on  a fee-for-service  basis  with  separ- 
ate billing.  Twenty-four-hour  coverage  is 
then  obtained  by  the  hospital  through  this 
specially  oriented  and  trained  emergency  physi- 
cian. He  generally  sees  emergency  depart- 
ment patients  and  refers  them  to  active  staff 
members  for  follow-up  care.  The  practice  of 
emergency  medicine  is  a complicated  and 
ever-changing  field  as  new  developments  are 
frequent  and  new  electronic  equipment  is 
made  available.  This  new  specialty  group  or- 


ganized, and  The  American  College  of  Emer- 
gency Physicians  was  born.  If  current  trends 
continue,  this  new  specialty  will  surely  take  its 
place  alongside  the  established  specialty 
colleges. 

One  of  the  major  problems  in  upgrading 
emergency  medical  services  is  funding.  Space, 
equipment,  and  training  are  all  expensive. 
Although  many  communities  have  received 
grant  monies,  some  cities,  such  as  Houston, 
have  used  city  funds  alone.  The  AMA  re- 
cently submitted  new  legislation  to  Congress 
that  would  create  a separate  Administration  of 
Emergency  Medical  Services  with  significant 
funding.  This  would  consolidate  these  ser- 
vices into  one  department  and  put  an  end  to 
the  fragmentation  that  now  exists.  It  would  also 
create  available  funds  to  help  the  more  im- 
poverished areas  to  upgrade  their  emergency 
services. 

There  is  a movement  toward  establishing 
statewide  emergency  service  systems.  Ari- 
zona recently  enacted  legislation  in  this  field, 
creating  a state  ambulance  and  helicopter 
capability  with  EMTs  on  the  state  payroll  so 
that  all  the  residents  of  the  state  could  receive 
better  emergency  service.  Illinois  now  has  a 
statewide  plan  for  the  care  of  sick  and  injured, 
naming  receiving  centers  and  comprehen- 
sive trauma  centers,  establishing  intracenter 
transportation,  and  initiating  a communication 
network  which  not  only  links  these  compo- 
nents together  but  also  feeds  this  information 
to  central  computers  for  fact  storage  and 
replay. 

In  this  day  of  shorter  travel  times  and  im- 
proved communication,  we  in  Texas  should  be- 
gin planning  to  improve  these  services  through- 
out our  state,  not  only  in  our  major  cities. 

These  services  are  medical,  and  medical  men 
should  accept  this  responsibility  to  improve 
emergency  medical  care  for  all  of  our  citi- 
zens, not  just  those  in  urban  areas.  Texas  med- 
icine should  and  can  accept  this  challenge 
and  create  a system  whereby  the  citizens  of 
Texas  can  enjoy  the  best  emergency  medi- 
cal care  in  the  nation. 

Robert  L.  Donald,  MD,  Houston,  Member, 

AMA  Committee  on  Community  Emergency 
Medical  Services. 
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Your 

TEXAS  MEDICAL  ASSOCIATION 


South  Pacific  Adventure 

oujoits  you. 


We  leave  on  February  10  from  Houston  and  Dallas 


Join  us  for  two  sun-filled  weeks  in  the  South 
Pacific  lands  of  New  Zealand,  Australia  and 
Tahiti. 


Space  on  our  South  Pacific  Adventure  is,  strictly 
limited.  To  confirm  your  reservation,  return 
the  coupon  today. 


The  cost?  Just  $998  complete. 

Our  trip  to  the  lands  "Down  Under”  includes 
World  Airways  jet  flights,  first  class  hotels,  two 
meals  a day  plus  a host  of  many  extras  to  make 
your  adventure  unforgettable! 

NEW  ZEALAND — Auckland’s  lavish,  gardens 
. . . the  volcanic  geysers  of  Rotorua  . . . Waitemata 
Harbor  and  the  Tasman  Sea  . . . the  friendly 
Maoris  and  their  fascinating  villages. 

AUSTRALIA — Sophisticated  Sydney  . . . the 
magnificent  new  opera  house  . . . the  harbor 
bridge  . . . koala  bears,  kangaroos  . . . rugged 
mountains  and  superb  surfing  beaches. 


SEND  TO:  Texas  Medical  Association 
South  Pacific  Adventure 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 

Enclosed  is  my  check  for  $ 

($100  per  person  as  deposit) 

NAME 

ADDRESS 


TAHITI — Exotic  Papeete  . . . lush  tropical  par- 
adise . . . gentle,  life-loving  Tahitians  . . . white 
sand  beaches  and  crystal  waters. 


CITY_ 


STATE- 
ZIP 


-PHONE- 


/ 
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NeouicapslR. 


(Time  Release) 


B-Compl&( 
with  VrtafninC 

Each  capsule  contains;  MDR  0) 

Thiamine  Mononitrate  (Vitamin  B,).15  mg. — 15 

Riboflavin  (Vitamin  8,) 10  mg.—  8.3 

Pyridoxine  HCI  (Vitamin  5 mg. — X 

Niacinamide  50  mg. — 5 

Calcium  Pantothenate 10  mg. — X 

Ascorbic  Acid  (Vitamin  C) 300  mg.— 10 

Cyanocobalamin  (Vitamin  B,i) 5 meg. — X 

Dietary  Supplement 
100  CAPSULES 


mm 


STAINED 


LABILTTY 


Now  — water-soluble  vitamins  in  convenient  time-release  capsules! 


B-Complex  and  Vitamin  C (plus  B12)  are  released  at  a controlled  rate. 
This  means  sustained  availability  up  to  10  hours.  NEOVICAPS- — the 
unique  vitamin  capsule  that  stays  on  the  job  longer. 


OS) 

First  Texas  Pharmaceuticals.  Inc.  oaiias,  Texas  75222 

the  Concern  M Care 


1972  Election  MUSTS 


It  is  with  great  concern  that  I write 
you  at  this  time.  Many  of  you  have 
felt  that  politics  is  dirty  business 
and  that  you  wanted  no  part  in  it. 
We  have  been  busy  practicing 
medicine  and  have  left  politicking 
for  someone  else  to  do. 

We  must  change  this  attitude! 

I doubt  that  any  professional 
group  has  more  at  stake  in  the 
November  election  than  do  doctors  of 
medicine.  It  was  said  by  a Texas 
politician  who  is  high  up  in  Wash- 
ington that  organized  medicine 
is  so  fragmented  that  it  could  not 
exert  enough  influence  to  count 
anyway. 

We  m^ist  counteract  this! 

There  are  candidates  committed 
to  complete  federal  take-over  of  the 
health  care  industry.  Others  strongly 
support  various  plans  which  fall 
short  of  complete  socialization, 
but  would  impose  strict  new  limita- 
tions on  the  physician’s  ability  to 
render  quality  medical  care. 

We  must  oppose  this! 

Opposing  these  candidates  are 
men  who  appreciate  the  role  of  the 
physician  as  the  qualified  leader 
of  the  health  team.  These  men 
and  women  deserve  our  active 
campaign  efforts. 

We  must  support  them! 

For  too  many  years,  the  medical 
profession  has  debated  within  its 
own  ranks  the  question  of  our 
proper  role  in  politics.  But  just  look 
at  what  some  politicians  are  pro- 
posing ! Can  there  be  any  response 
other  than  unified  political  action? 
TEXPAC  and  AMPAC  were  created 
to  organize  our  efforts,  and  while 
membership  has  quadrupled  in 
Texas  since  1967,  many  physicians 
still  ignore  their  personal  respon- 
sibility to  support  these  programs. 

I would  like  to  remind  all  of  our 
members  that  there  is  still  time  for 
involvement  before  the  Nov  7 
elections. 

We  must  all  work  together! 

First,  a doctor  can  pay  his  1972 
TEXPAC  dues.  These  are  nominal 
($30  active  membership,  $50  family 
membership),  but  the  cumulative 
results  are  effective.  Funds  are 


urgently  needed  by  our  political 
friends. 

Second,  physicians  have  a unique 
opportunity  to  express  their  con- 
ceiTis  to  friends,  to  office  personnel, 
and  to  patients.  Be  an  opinion 
maker!  Clearly  identify  the  candi- 
dates, let  these  people  know  what 
the  issues  are  and  what  is  at  stake  in 
terms  of  quality  medical  care. 

Third,  vote  and  make  certain 
that  others  vote.  The  general  elec- 
tions are  on  Tuesday,  Nov  7.  If 
you  cannot  vote  that  day,  vote 
absentee  between  Oct  18-Nov  3. 

We  must  participate! 

Each  Texas  physician  shares 
equally  in  meeting  these  responsibili- 
ties, just  as  each  will  be  affected 
by  election  results.  Remember  that 
experience  has  taught  us  that 
the  best  time  to  influence  future 
events  is  at  election  time,  not  later 
when  those  elected  sit  down  to  write 
new  legislation. 

We  must  not  fail! 

Braswell  Locker,  MD,  President, 
Texas  Medical  Association. 
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Thumbs 

Ijn  in  the  fight 
against  arthritis 


The  reaiities  of  arthritis 
treatment  are  so  diff icuit, 
we  iose  sight  of  how 
much  is  happening  in  the 
field  and  how  much  can 
be  done  for  the  patient 


As  a public  service,  the  space  for  this  advertisement 
has  been  contributed  by  this  journal. 


Treating  the  arthritic  patient  is  a special 
challenge  to  the  physician:  not  only  must 
he  give  relief  from  immediate  suffering— 
often  easier  said  than  done— but  also  he 
must  help  the  patient  maintain  a long-term 
program  of  disease  management,  to  remain 
meaningfully  productive  and  self-reliant. 


Write: 

Professional  Education  Division 


THE  ARTHRITIS  FOUNDATION 
i 1212  Avenue  of  the  Americas 
New  York,  N.Y  10036 


Research  into  causes  and  control 
of  arthritis  has  a long  way  to 
go,  but  effective  and  practical 
programs  to  relieve  pain  and 
prevent  disability  are 
available  today. 


The  Arthritis  Foundation  has 
available  a good  deal  of  up- 
to-the-minute  information 
— both  for  you  and  for 
your  arthritic  patients— 
which  you  may  find  of 
significant  value.  We'd  be 
happy  to  send  it  at  your 
request. 
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0.5  Gm  tablets 


ORINASE* 


tolbutamide,  Upjohn 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 

JA72-2407-6 

'r'1972  The  Upjohn  Company 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phospbate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residua] 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topical , 
that  yoin*  patient- 

broad  antibacterial  activity  against 

susceptible  skin  invaders 

low  allergenic  risk— -prompt  clinical  response 

Special  Petrolatum  Base 

NeOSpOritf  Ointment 

(polymyxin  d-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind,  ; 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  This  product  is  contraindicated  in  those  individuals  who  T 
have  shown  hypersensitivity  to  any  of  its  components.  T| 

Complete  literature  available  on  request  from  Professional  Services  Dept.,^ML. 


Jv  / Burroughs  Wellcome  Co. 
JLQ.  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort,  KIIVESED® 
provides  more  complete  relief: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  ctin  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  lour  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  ( Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KII\IESED» 

antispasmodic/sedative/antiflatulent 

Each  chewable  fah/ef  contains:  16  mg.  phenobiirbitid  (warn- 
ing: may  be  habit-fonning);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simetliicone. 


Chuckwalla  (Sauromalus  obesus): 

This  southwestern  desert  liziad  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  Irim 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size... 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


SEAVIEW 

HOSPITAL 

1316  Third  Street 

Corpus  Christi,  Texas  — 512-883-0931 


Seaview  Hospital  is  a fully  carpeted  Hos- 
pital with  colorful  private  and  semi-pri- 
vate rooms  dedicated  to  the  diagnosis, 
care  and  treatment  of  the  psychiatric 
patient  in  an  open  environment. 

DIAGNOSTIC  FACILITIES 

Complete  Laboratory  • Radiology 
Electroencephalography  • Electrocardiography 
Psychological  Testing 

THERAPEUTIC  FACILITIES 

Electro  Convulsive  Therapy  • Indoklon  Therapy 
Electro  Sleep  Therapy  • Psychotherapy 
Recreational  Therapy 

MEMBERSHIPS 

Private  Clinics  and  Hospital  Association  of  Texas 
• Texas  Hospital  Association  • American  Hos- 
pital Association  • Federation  of  American  Hos- 
pitals • National  Association  of  Private  Psychi- 
atric Hospitals  approved  for  Medicare  patients. 

PSYCHIATRISTS 

Charles  E.  Bludworth,  M.D. 

Cecil  A.  Childers,  M.D. 

William  B.  Cline,  Jr.,  M.D. 

James  H.  Gardner,  M.D. 

Willis  G.  Goodenow,  M.D. 

Shannon  Gwin,  M.D. 

Maria  Izquierdo,  M.D. 

James  M.  May,  M.D. 

James  M.  Meaney,  M.D. 

James  C.  Walker,  M.D. 

Administrator  Harry  H.  Miller,  FACHA 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  BVz  0 per  tablet) 


Before  prescribing,  piease  consult  comptete  product 
information,  a summary  of  which  follows: 
indications:  Nonobstructed  urinary  tract  infections 
(mainly  cystitis,  pyelitis,  pyetonephritis)  due  to  sus- 
ceptible organisms.  Important  Note;  In  v/fro  sen- 
sitivity tests  not  always  reliable;  must  be  coordinated 
with  bacteriological  and  clinicai  response.  Add 
aminobenzoic  acid  to  follow-up  culture  nriedia.  In- 
creasing frequency  of  resistant  organisms  limits  use- 
fulness of  antibacterial  agents,  especially  in  chronic 
and  recurrent  urinary  Infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/100  ml;  measure 
levels  as  variations  may  occur, 

Contraindications;  Hypersensitivity  to  sulfonamides; 
infants  less  than  2 months  of  age;  pregnancy  at  term 
and  during  the  nursing  period. 

Warnings;  Safety  in  pregnanGy  not  established.  Do 
not  use  for  group  A beta-hemotytic  streptococcal  in- 
fections, as  sequelae  (rheumatic  fever,  glomerulone- 
phritis) are  not  prevented.  Deaths  repoTted  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications 
of  serious  blood  disorders.  CBC  and  urinalysis  with 
careful  microscopic  examination  should  be  performed 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy  or  bronchial 
asthma.  Hemolysis,  frequently  dose  related,  may  oc- 
cur in  glucose-6-phosphate  dehydrogenase-deficient 
patients.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions;  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  thrombocytopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia;  Allergic  reactions:  Erythema 
multiforme  (Stevens-Johnson  syndrome),  generalized 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphytac- 
toid  reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  al- 
lergic myocarditis;  Gastrointestinal  reactions:  Nausea, 
. emesis,  abdominal  pains,  hepatitis,  diarrhea,  ano- 
rexia, pancreatitis  and  stomatitis;  C.A/.S.  reactions: 
Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  Miscellaneous  reactions:  Drug  fever, 
chills  and  toxic  nephrosis  with  oliguria  and  anuria. 
Periarteritis  nodosa  and  L.E.  phenomenon  have  oc- 
curred. Due  to  certain  chemical  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and 
oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia as  welt  as  thyroid  malignancies  in  rats  fol- 
lowing long-term  administration.  Cross-sensitivity 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0,5  Cm  sulfisoxazole. 


V X Roche  Laboratories 

ROCHE  ✓ Division  of  Hoftmann-La  Roche  Inc. 

, X Nutley,  N.J.  07110 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUILT-IN 
BENEFITS  OF 
GANTRISIN 


L 

High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine  — usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

1 

Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1 002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 

For  other  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page. 

*Koch-Weser,  J.,  et  at.:  Arch.  Intern.  Med.,  128:399,  1971. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin' 

suIflsoxazoIe/Roche* 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q./.cf. 


Medical  manpower  and 
the  emergence  of 
new  professions 

MALCOLM  C.  TODD,  MD 


The  need  and  the  increase  in  demand  for  health 
services  by  the  American  people  necessitates  an 
increase  in  numbers  of  physicians  and  all  allied 
health  professionals.  We  are  achieving  remark- 
able growth  in  physician  population  and  already 
have  exceeded  many  profections  by  reliable  sur- 
veys. Physician  growth  exceeds  US  population 
growth,  and  care  must  be  taken  not  to  overpro- 
duce as  has  occurred  in  the  field  of  engineering 
and  education.  The  problem  of  providing  medical 
care  to  all  people  may  be  partially  relieved  by 
the  development  of  new  health  personnel  who  can 
relieve  the  physician  of  certain  lesser  duties  and 
chores.  The  physician’ s assistant  is  one  of  these 
new  support  mid-level  workers. 

THOSE  OF  US  WHO  HAVE  STUDIED  our  na- 
tion’s health  manpower  needs  during  the  past 
few  years  have  learned  that  the  problem  of 
physician  shortages  actually  is  one  of  produc- 
tivity, and  of  maldistribution  as  to  geography 
and  specialty  as  much  as  one  of  sheer  numbers. 

The  same  holds  true  of  the  shortages  of 
allied  health  personnel.  Even  if  the  most  often 
repeated  “50,000  more  doctors’’  were  achieved, 
shortages  still  would  appear  in  the  inner  city, 
the  slums  and  our  rural  areas.  These  localities 
have  too  few  physicians  for  exactly  the  same 
reasons  that  they  have  too  few  attorneys,  archi- 
tects, clergymen,  etc — social,  cultural  and  en- 
vironmental. 

There  are  345,000  MDs  in  the  US;  287,000 
of  them  are  engaged  in  direct  patient  care  and 
198,000  are  office  based.  It  also  should  be 
pointed  out  that  one  in  every  five  or  six  physi- 
cians is  a foreign  medical  school  graduate.  If 
it  were  not  for  the  some  63,000  foreign  medical 
graduates  we  would  indeed  have  a real  number 
shortage.  However,  our  108  US  medical  schools 
will  graduate  more  than  10,000  doctors  this 


June.  This  is  twice  the  number  graduated  at 
the  end  of  World  War  II,  and  the  number  of 
schools  and  the  number  of  physicians  graduat- 
ed already  have  exceeded  the  famous  Bane 
Report  on  projected  needs. 

We  have  increased  our  physician  output  by 
3%,  while  our  population  growth  has  been  but 
1%  in  the  past  ten  years,  it  is  of  further  inter- 
est that  of  our  10,000  graduates,  only  10% 
have  chosen  to  go  into  general  or  family  prac- 
tice, 80%  into  specialty  practice,  and  10% 
into  academia  or  research. 

In  our  planning  process  for  health  manpower, 
we  must  look  to  the  availability  of  primary  care 
physicians  and  for  ways  that  some  of  their 
duties  and  tasks  may  be  delegated.  This  is  why 
the  AMA,  through  its  Council  on  Health  Man- 
power, has  been  (1)  exploring  the  potential  for 
upgrading  existing  allied  health  personnel;  (2) 
evaluating  and  recognizing  programs  for  train- 
ing new  physician  support  personnel  where 
need  has  been  demonstrated;  and  (3)  giving 
serious  study  to  the  composition,  utilization  and 
role  of  the  health  team  concept. 

Efforts  by  this  Council  to  improve  the  use 
and  deployment  of  existing  health  manpower 
have  focused  on  job  analysis  in  health  teams 
assisting  practicing  physicians  to  improve  their 
productivity,  and  alleviating  manpower  maldis- 
tribution in  relation  to  needs  for  service. 

Among  new  and  emerging  health  personnel 
is  the  physician’s  assistant. 

In  December  1970  the  AMA  recommended 
adoption  of  the  following  working  definition  of 
the  generic  term  “physician’s  assistant’’: 

“The  physician’s  assistant  is  a skilled  person 
qualified  by  academic  and  practical  training  to 
provide  patient  services  under  the  supervision 
of  a licensed  physician  who  is  responsible  for 
the  performance  of  that  assistant.’’ 
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The  mission  of  a physician’s  assistant  is  to 
perform,  under  the  direction  and  supervision  of 
a licensed  physician,  selected  diagnostic  and 
therapeutic  tasks,  thus  permitting  the  physician 
to  care  for  more  people  through  more  efficient 
use  of  his  knowledge,  skills  and  abilities. 

The  AMA  is  on  record  as  being  in  favor  of 
innovation  and  experimentation  in  health  man- 
power, and  hence  favors  the  experimental  devel- 
opment of  the  physician’s  assistant.  Neverthe- 
less, there  still  exists  a great  deal  of  ambiva- 
lence among  physicians. 

Physicians  have  expressed  concerns  about 
the  entire  physician’s  assistant  concept.  Some 
believe  that  practitioners  have  had  little  input 
into  the  development  of  the  physician’s  assist- 
ant. Rather,  the  impetus  has  come  primarily 
from  educators,  policy  planners,  and  organizers 
of  health  services.  In  other  words,  the  demand 
for  the  physician’s  assistant  has  originated 
from  outside  the  medical  profession  itself. 

Recent  emphasis  on  the  development  of  the 
physician’s  assistant  stems  from  a desire  by 
HEW  to  facilitate  the  transition  of  military 
corpsmen  into  the  civilian  health  sector  and 
salvage  them  for  the  health  manpower  pool. 
Since  the  inception  of  the  Duke  physician’s  as- 
sistant program,  a considerable  number  of  addi- 
tional programs  have  been  developed  through- 
out the  country.  The  range  of  these  programs 
being  pursued  to  develop  physicians’  assistants 
is  partially  illustrated  by  the  variety  of  names 
used  to  identify  such  personnel:  clinical  asso- 
ciate, child  health  associate,  community  health 
medic,  and  medical  services  assistant,  to  name 
but  a few.  Pilot  programs  vary  in  length  from 
five  weeks  to  five  years  depending  on  the  de- 
gree of  education  and  experience  required  of 
candidates  for  admission.  In  addition  to  utiliz- 
ing the  background  of  former  military  corps- 
men,  some  programs  recruit  persons  with  vari- 
ous levels  of  nursing  experience,  experience  in 
another  allied  health  field,  or  in  some  cases 
with  high  school  education  only.  As  such,  edu- 
cators are  producing  many  different  kinds  of 
medical  workers  under  the  generic  term  “physi- 
cian’s assistant’’  to  function  at  different  levels 
of  responsibility  across  a wide  range  of  medical 
fields. 

Many  physicians  are  not  familiar  with  how 
to  utilize  such  personnel,  and  are  reluctant  to 
delegate  tasks  which  they  have  traditionally 


reserved  for  themselves  or  perhaps  delegated 
to  office  nurses  and  medical  assistants.  Forcing 
physicians  to  delegate  tasks  may  be  viewed  as 
a surrender  of  such  tasks,  and  will  not  accom- 
plish the  objectives  that  are  being  sought. 
Moreover,  success  of  the  physician’s  assistant 
concept  depends  as  much  upon  the  relation- 
ship of  the  assistant  with  his  supervising  physi- 
cian as  it  does  on  where  he  was  trained  or  the 
length  of  the  program. 

The  unrecognized  status  of  the  “physician’s 
assistant’’  continues  to  be  a problem  and  a 
major  obstacle  to  delegation  of  tasks  to  him. 
Some  attitudinal  surveys  of  physicians  have 
shown  a discrepancy  between  what  physicians 
view  as  tasks  that  could  be  delegated  and  those 
that  they  would  actually  delegate  themselves 
to  such  trained  personnel.  One  was  conducted 
by  the  American  Society  of  Internal  Medicine. 

The  few  limited  studies  conducted  thus  far 
concerning  the  patients’  acceptance  of  the 
physician’s  assistant  indicate  that  both  the 
economically  affluent  and  the  economically  de- 
prived tend  not  to  accept  the  services  of  non- 
physicians as  a substitute  for  physicians’  ser- 
vices. Such  a tendency  has  serious  implications 
in  view  of  the  intention  of  policy  planners  to 
use  the  physician’s  assistant  to  relieve  the 
shortage  of  physicians’  services  in  the  ghetto. 

The  future  viability  of  this  new  occupation 
on  a national  scale  is  largely  undetermined. 
Many  physicians  have  expressed  concern  that 
if  physicians’  assistants  are  produced  in  large 
numbers,  they  may  become  substitute  physi- 
cians. The  inevitable  question  is,  “Would  such 
a development  not  result  in  two  levels  of  physi- 
cians and  inevitably  in  two  levels  of  care?’’ 

The  AMA  has  been  working  to  increase  the 
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number  of  the  US  medical  schools  and  encour- 
age more  medical  students  to  enter  family  prac- 
tice. Success  in  these  efforts,  combined  with 
improvement  in  medical  school  curriculum,  ex- 
panding the  role  of  the  nurse,  improving  the 
skills  of  existing  workers  such  as  medical  as- 
sistants, and  new  technology  to  automate  pa- 
tient health  screening,  testing,  and  monitoring 
under  medical  supervision  may  obviate  current- 
ly perceived  needs  for  large  numbers  of  project- 
ed physicians’  assistants  as  well  as  additional 
categories  of  physician  support  personnel. 
Moreover,  recent  surveys  of  selected  groups  of 
physicians  have  revealed  that  while  60%  may 
feel  they  need  additional  help,  only  30%  indi- 
cated an  inclination  to  hire  such  additional 
help  for  their  own  practices  if  such  help  were 
available. 

Some  medical  manpower  experts  believe  that 
substantially  more  delegation  is  needed  than 
physicians  now  permit.  There  are  some  who 
contend  that  existing  laws  are  flexible  enough 
to  accommodate  greater  delegation  of  medical 
functions  to  unlicensed  persons  through  the 
process  of  evolutionary  changes  in  the  pattern 
of  medical  practice.  However,  more  than  30 
states  have  already  felt  compelled  to  enact  or 
propose  legislation  to  regulate  the  activities  of 
physicians’  assistants.  These  attempts  fall  into 
two  basic  categories:  first,  an  exception  to  the 
Medical  Practice  Act  to  codify  the  physician’s 
legally  recognized  right  to  delegate  tasks  to 
competent  allied  health  personnel,  and  second, 
a broadening  of  the  powers  given  to  the  state 
boards  of  medical  examiners  so  that  boards 
may  approve  physicians’  assistant  training  pro- 
grams and/or  approve  applications  submitted 
by  physicians  to  utilize  graduates  of  approved 
programs  (usually  no  more  than  two). 

Another  fundamental  issue  implicit  in  all  of 
this  legal  discussion  is  whether  the  individual 
physician  rather  than  the  medical  profession  or 
the  law  should  decide  the  extent  to  which  med- 
ical functions  can  be  delegated  to  unlicensed 
persons. 

The  medical  profession  has  assumed  respon- 
sibility and  a leadership  role  in  assuring  an 
orderly  and  rational  development  for  this  new 
occupation  as  well  as  others.  Following  are 
some  of  the  programs  and  activities  of  the 
AMA  in  this  area. 

1.  The  primary  concern  of  the  AMA  is  that 
services  rendered  by  any  level  of  medical  work- 


er be  consistent  with  accepted  standards  of 
quality  care.  In  regard  to  new  and  emerging 
categories  of  allied  health  personnel,  the  AMA’s 
Council  on  Health  Manpower  continues  to  work 
closely  with  medical  specialty  groups  and  other 
professional  organizations  in  applying  a ra- 
tional methodology  in  the  evaluation  of  the 
need  for  and  functions  of  new  categories  of 
health  manpower.  In  1969,  the  AMA  House  of 
Delegates  adopted  the  Council  on  Health  Man- 
power “Guidelines  for  Development  of  New 
Health  Occupations’’  which  are  intended  to 
assist  those  organizations  and  institutions  con- 
templating the  training  and  development  of 
new  health  manpower. 

The  Council  believes  that  it  cannot  presume 
to  decide  unilaterally  on  the  merits  of  a particu- 
lar type  of  physician’s  assistant,  but  must  look 
to  the  potential  physician  employers  of  such 
assistants  and  the  organizations  representing 
these  physicians  for  two  things:  (1)  documen- 
tation of  the  need  for  and  readiness  to  employ 
these  people,  and  (2)  a detailed  job  description 
or  list  of  functions  for  such  personnel.  Only  with 
this  kind  of  information  can  the  Council  make 
an  intelligent  decision  as  to  whether  the  pro- 
posed new  occupation  is  relevant  to  health  ser- 
vice needs  and  should  be  invited  to  contact  the 
AMA  Council  on  Medical  Education  to  develop 
educational  standards  (essentials). 

The  AMA,  through  its  Council  on  Medical 
Education,  in  addition  to  maintaining  standards 
for  medical  education,  develops  and  maintains 
standards  for  accreditation  of  allied  medical 
education  programs.  It  is  the  accrediting  agen- 
cy for  training  programs  in  18  different  allied 
medical  occupations  which  include  the  assist- 
ant to  the  primary  care  physician. 

2.  Because  programs  will  continue  to  vary 
significantly  in  both  curriculum  content,  dura- 
tion, and  prerequisites  for  admission,  even  with 
an  accreditation  mechanism  available,  the  AMA 
Council  on  Health  Manpower  recognized  a need 
for  physician’s  assistant  certification  as  an  im- 
portant complement  to  accreditation,  particu- 
larly since  a substantial  number  of  qualified 
candidates,  at  least  at  the  outset,  will  not  be 
graduates  of  approved  programs. 

The  Council  on  Health  Manpower  is  clearly 
on  record  as  preferring  certification  to  licensure 
for  the  emerging  health  occupations.  There  is 
growing  evidence  that  present  licensing  laws 
governing  entrance  and  practice  in  the  allied 
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health  occupations  do  not  adequately  ensure 
the  selection  of  competent  health  care  workers 
vis-a-vis  the  exclusion  of  incompetent  ones. 
Licensing  an  assistant  does  not  alter  the  fact 
that  a physician  remains  legally  responsible  for 
the  negligent  act  or  omission  of  his  supervised 
assistant.  Moreover,  the  licensing  of  additional 
health  care  personnel  tends  to  fractionalize  the 
provision  of  health  services,  impede  job  ad- 
vancement, and  hinder  employers  in  utilizing 
new  knowledge  and  technological  advances.  In 
other  words,  the  licensure  mechanism  inhibits 
the  use  of  allied  health  manpower  in  a safe  yet 
flexible  manner  at  a time  when  innovation  is 
most  desirable.  Licensure  for  new  or  emerging 
health  occupations  would  be  particularly  ill-ad- 
vised at  this  point  in  view  of  the  developmental 
nature  of  their  service  roles. 

Certification  is  helpful  to  the  physician  em- 
ployer in  that  it  provides  some  evidence  of 
potential  competency.  Certification  provides  a 
basic  assumption  of  competency  and,  from  the 
standpoint  of  the  worker,  expedites  his  em- 
ployment. 

The  Council  on  Health  Manpower  has  agreed 
that  a program,  which  would  grant  certification 
on  the  basis  of  nationally  validated  proficiency 
examinations  to  individuals  of  both  traditional 
and  unorthodox  educational  background,  would 
help  to  ensure  orderly  development  of  the  phy- 
sician’s assistant  concept  under  medical  guid- 
ance. The  Council,  in  a special  report  to  the 
Board  of  Trustees,  which  was  approved  by  the 
House  of  Delegates  at  its  November  1971  meet- 
ing, recommended  that  AMA  assume  a leader- 
ship role  with  appropriate  input  from  other 
organizations  in  developing  a program  to  certify 
the  assistant  to  the  primary  care  physician, 
and  that  appropriate  steps  be  taken  to  imple- 
ment this  activity.  Because  of  the  diversity  in 
educational  approaches,  it  is  envisioned  that 
graduates  of  such  programs  as  MEDEX,  Duke, 
Alderson-Broaddus,  etc,  will  be  eligible  to  take 
the  certification  examination.  Nurses  function- 
ing in  an  expanded  role  might  also  be  consid- 
ered eligible  should  they  desire  to  obtain  such 
certification.  The  Council  on  Health  Manpower 
will  submit  to  the  Board  of  Trustees  for  trans- 
mittal to  the  House  of  Delegates  a report  on 
progress  being  made  in  selecting  an  appropri- 
ate agency  to  undertake  the  development  and 
construction  of  a certification  examination  for 
the  assistant  to  the  primary  care  physician. 


3.  The  AMA  and  the  American  Hospital  Asso- 
ciation have  been  studying  the  status  of  the 
physician’s  assistant  in  the  hospital  for  some 
time.  The  AHA  has  indicated  that  it  prefers  a 
physician’s  assistant  be  the  employee  of  a 
practicing  physician  rather  than  of  an  institu- 
tion and  the  Council  on  Health  Manpower  is  in 
agreement.  There  is  concern,  however,  that  the 
institutional  employment  of  physicians’  assist- 
ants may  tend  to  dilute  the  close  working  rela- 
tionship that  should  exist  between  the  physi- 
cian and  the  assistant.  Furthermore,  there  are 
some  who  argue  that  since  the  physician’s 
assistant  (an  unlicensed  person)  performs  phy- 
sician-like functions  or  functions  traditionally 
performed  only  by  a physician  and  the  hospital 
employs  the  physician’s  assistant,  then  the 
hospital  leaves  itself  open  to  the  charge  of  the 
corporate  practice  of  medicine. 

On  the  other  hand,  recognizing  that  some 
physician’s  assistants  are  presently  employed 
by  hospitals  (both  federal  and  civilian),  it  is 
hoped  that  they  are  assigned  to  assist  only  full- 
time staff  physicians  who  remain  responsible 
for  their  supervision.  Furthermore,  we  would 
encourage  that  they  be  classified  as  medical 
staff  affiliates  and  that  they  have  their  creden- 
tials (qualifications),  appointment,  privileges 
and  scope  of  functions  delineated  and  proc- 
essed through  regular  medical  staff  channels. 
In  this  way,  problems  associated  with  variations 
in  the  perception  of  the  physician’s  assistant’s 
role,  relationship  with  nurses  and  allied  health 
personnel,  and  other  organizational  problems 
can  be  minimized. 

4.  Reimbursement  for  services  performed  by 
physician  support  personnel  is  gaining  impor- 
tance as  time  goes  by.  The  AMA  is  currently 
cooperating  with  Medicare  officials  to  resolve 
the  problems  and  identify  the  complex  issues 
associated  with  reimbursement  for  services 
performed  by  physician’s  assistants.  At  the 
heart  of  the  matter  is  the  fact  that  some  phy- 
sicians are  utilizing  physician’s  assistants  in  a 
manner  commensurate  with  their  training  and 
experience,  delegating  to  them  functions  that 
traditionally  have  been  performed  only  by  phy- 
sicians. 

There  is  no  firm  consensus  within  the  health 
care  profession  as  to  the  responsibilities  and 
supervision  that  are  appropriate  for  the  phy- 
sician’s assistant  or  the  experience  and  educa- 
tion that  should  be  required  of  prospective 
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trainees,  and  this  is  exemplified  by  the  diversi- 
ty in  training  approaches.  The  only  basis  in 
present  law  for  coverage  of  the  services  of  a 
physician’s  assistant  employed  by  a physician 
is  provided  in  section  1861  (S)  (2a)  and  as 
explained  in  section  6103  (part  B,  intermedi- 
ary manual)  which  authorizes  payment  for 
services  furnished  as  an  “incident  to  a physi- 
cian’s professional  service  of  kinds  which  are 
commonly  furnished  in  physicians’  offices  and 
are  normally  either  rendered  without  charge  or 
included  in  the  physician’s  bill.”  This  provision 
was  intended  to  provide  coverage  for  the  tradi- 
tional services  of  nurses,  receptionists  and 
other  assistants  that  are  commonly  furnished 
under  the  physician’s  personal  direction  in  his 
office. 

The  Medicare  program  refuses  to  pay  for 
those  services  performed  by  physician’s  assis- 
tants (including  nurse  practitioners)  that  do 
not  meet  the  definition  set  forth  in  the  regu- 
lations pertaining  to  services  incident  to  a phy- 
sician’s professional  services  (section  6103, 
part  B,  intermediary  manual).  In  other  words, 
physician-like  services  that  are  performed  by 
nonphysician  personnel  outside  the  physician’s 
office  are  not  reimbursable  unless  the  attend- 
ing physician  is  personally  present  at  the  time 
these  services  are  rendered.  In  response  to  this 
problem.  Sen.  Gaylord  Nelson  (Dem,  Wise)  of- 
fered an  amendment  to  HR  1 which  would 
have  allowed  reimbursement  for  such  services 
whether  or  not  they  were  performed  in  the 
doctor’s  presence.  It  also  would  have  required 
that  such  allied  health  paramedical  personnel 
be  duly  licensed  or  certified  in  their  respective 
states;  and  that  doctors  assume  full  liability 
for  the  assistants  in  their  employ.  The  Senate 
Finance  Committee  modified  the  amendment  to 
allow  only  experimental  projects  for  Medicare 
reimbursement  covering  physician’s  assistants’ 
services.  The  Committee  agreed  to  allow  HEW 
to  conduct  demonstration  projects  to  determine 
the  most  appropriate  and  equitable  levels  of 
compensation,  which  at  the  same  time  does 
not  discourage  the  use  of  physician’s  assis- 
tants. Moreover,  program  officials  have  indi- 
cated that  they  do  not  plan  to  make  any  rec- 
ommendations for  changes  in  the  regulations 
to  broaden  the  interpretation  of  Section  6103 
until  the  problem  becomes  one  of  sufficient 
magnitude;  there  are  greater  numbers  of  phy- 
sician’s assistants  and  nurse  practitioners  in 


actual  practice  and  sufficient  data  concerning 
cost  benefit  and  patient  acceptance  has  been 
collected  to  warrant  a policy  change. 

A task  force  consisting  of  representatives 
from  the  Council  on  Health  Manpower  and 
other  appropriate  AMA  councils  and  commit- 
tees was  established  to  study  this  problem, 
and  to  develop  guidelines  for  reimbursement 
of  physicians  employing  physician’s  assistants. 
A report  of  the  task  force  will  be  forwarded  to 
the  Board  of  Trustees  for  transmittal  to  the 
House  of  Delegates  for  action  at  its  June  meet- 
ing which  will  then  be  shared  with  appropriate 
government  representatives  responsible  for  de- 
veloping rules  and  regulations  for  Medicare 
and  Medicaid. 

Basically,  there  is  theoretical  agreement  as 
to  the  efficacy  of  the  physician’s  assistant  con- 
cept as  a means  of  extending  physician  ser- 
vices, but  much  consideration  needs  to  be  given 
to  such  issues  as  legal  status,  patient  accep- 
tance, physician  acceptance,  and  relationships 
with  nurses  and  allied  health  workers  before 
financial  support  is  given  to  developing  educa- 
tional programs  on  a widespread  scale.  The 
role  and  function  of  the  physician’s  assistant 
in  the  medical  care  system  needs  to  be  better 
defined,  the  appropriate  educational  curriculum 
clarified,  and  means  adopted  to  assure  that 
the  best  standards  of  education  and  perform- 
ance are  maintained. 

The  AMA  will  continue  to  take  a leading  role 
in  guiding  the  development  of  this  emerging 
health  occupation  by  assuming  responsibility 
for  accreditation  and  certification  mechanisms. 

Dr.  Todd,  2840  Long  Beach  Blvd,  Long  Beach,  Calif 
90806. 
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Each  capsule  contains  50  mg.  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

POIASSIUM  DEPLETION 
BEFORE  ITS1AR15 

WITH  NO  SACRIFICE 
OFTHIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  1 2%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  wifli  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  IF  spironolactone  is 
used  concomitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently — both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f). 
Rarely,  leukopenia,  thromhxxytopenia,  agranulocytosis. 


and  aplastic  anemia  have  been  reported  wdth  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metaboUsm  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  miiAt  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metallic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA- IN  HYPERTENSION 


If  youVe 
seen  one, 
have  you 
really  seen  ^ 
them  all? 


The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia.  Now 
on  a sequential  O.C.  for  four  months. 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg  -estrogen  O.C, 

(such  as  Demulen*). 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne  Was  put 
on  prenuptial  regimen  of  50-mcg.- 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  (such  as 
Enovid-E*  ora  sequenfial). 

\ 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C  (such  as  Enovid-E  0. 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen  ). 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen:  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 


Age  25,  fall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
dominant  50-mcg. -estrogen  O.C, 

Has  recurrent  trichomoniasis 
and  Monilia, 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  O.C. 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E  ’ or 
Ovulen  ora  sequential). 


Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are;  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

'■'Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  "Miss  America"  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg.- 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen  ) 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C. 
for  SIX  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 


spectrum  pill  (such  as  Ovulen*; 


Age  27.  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen 

1st  choice:  A 50-mcg.-estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen  - ). 


a balanced 


uvuien  ^ 

Each  white  tablet  contains  ett^nodiol  diacetate  1 mg./mestr 

_ a moderately 

Demulen 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  inOvulen-28®  and  Demulen®-28isa  placebo,  containing  no  active  ingredients 
Both  Ovulen  and  Demulen  are  available  in  21- and  28-pill  schedules. 

I searle  I Products  of  SEARLE  & CO. 


San  iuan,  Puerto  Rico  00936 


1-^  • 1 a moderately 

tnovid-E 


Each  tablet  contains  norethynodrel  2.5  mg./mestranol  0.1  mg. 


Fora  brief  summary 

of  prescribing  information,  P.O.  Box  5110,  Chicago,  Illinois  60680 

please  see  next  page.  Where  "The  Pill"  Began 


searle 


Product  of  Searle  Laboratories  Division 
a n .r^FARI  F A r;n 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

Ovulen*  Demulen* 

Each  white  tablet  contains.  Each  white  tablet  contains; 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients. 


Actions-Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiplesof  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'^  leading  to  this  conclusion,  and  one"'  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates''  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subpnmate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  IS  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecareful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study,  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives, The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageof  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions;  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions;  neuro-ocular  lesions,  e g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives;  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted; 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives; hepatic  function,  increased  sulfobromophthalein  retention  and  other 
tests:  coagulation  tests;  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function;  increase  in  RBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners;  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J,  Coll.  Gen.  Pract,  13:267-279  (May)  1967. 
2.  Inman,  W H,  W,,  and  Vessey,  M P ' Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2; 193-199 (April  27)  1968  3.  Vessey,  M.  P,  and  Doll,  R.;  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease,  A Further  Report,  Brit.  Med,  J.  2651-657  (June  14)  1969,  4.  Sartwell, 
P.  E,;  Masi,  A,  T;  Arthes,  F,  G.,  Greene,  G R.,  and  Smith,  H E.;  Thromboem- 
bolism and  Oral  Contraceptives;  An  Epidemiologic  Case-Control  Study,  Amer, 
J.  Epidem.  90;365-380(Nov.)  1969. 

Products  of  SEARLE  & CO, 

San  Juan,  Puerto  Rico(D936 

Enovid-E 

norethynodrel  2 5 mg./mestranol  0.1  mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH) 

Indication  - Enovid-E  is  indicated  for  oral  contraception 

The  Special  Note.  Contraindications.  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  Division 
G,D.SEARLE&C0. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  “The  Pill"  Began 
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Delegating  tasks 
to  physicians’  assistants: 
physicians’  reactions 

HARRY  J.  PARKER,  PhD;  JOHN  C.  DELAHUNT,  BS 


Urban  and  suburban-rural  physicians  (1,036)  re- 
sponded to  44  tasks  and  two  questions  identified 
for  a physician’ s assistant.  Physical  examination 
and  special  procedures  tasks  were  nominally  ap- 
proved, while  other  tasks  were  substantially  ap- 
proved for  both  groups. 

Suburban-rural  physicians  were  more  approv- 
ing and  less  disapproving  compared  to  urban 
physicians,  although  responses  for  both  groups 
were  unrelated  to  task  performance  setting. 

Both  groups  moderately  approved  of  training 
participation  and  employment  potential.  While 
specialties  in  both  groups  did  not  differ  much 
from  one  another,  recency  of  graduation  from 
medical  school  for  urban  physicians  was  associ- 
ated with  higher  values  of  approval. 

HEALTH  CARE  IS  TERMED  a “crisis”  because 
the  nation’s  health  services  “are  no\A/  being 
adversely  affected  in  both  quantity  and  quality 
by  shortages  of  physicians,  nurses  and  other 
trained  health  \A/orkers.”i‘  Whether  the  prob- 
lem is  one  of  shortages,  maldistribution,  or  in- 
effective use  of  trained  personnel,  the  major 
issue  is  to  secure  more  qualified  health  care 
professionals.  Medical  literature  and  the  press 
have  recited  a litany  of  shortages  in  health 
manpower,'^  and  proposed  various  solutions. 
Among  specific  types  of  manpower  to  be  con- 
sidered, as  a solution,  is  the  physician’s  assis- 
tant (PA),  a health  professional  both  praised 
and  criticized  in  recent  years. 

Prior  to  the  acceptance  of  the  “Essentials  of 
an  Approved  Educational  Program  for  the  As- 
sistant to  the  Primary  Care  Physician”  by  the 
AMA,®  differing  views  of  the  concept  appeared 
in  the  literature.®- Since  1969  significant 
progress  has  been  made  in  clarifying  the  con- 
cept and  definition  of  the  PA.  Extensive  writing 
and  discussion  have  altered  many  of  the  mis- 


conceptions and  role  functions.  Task  analysis 
as  a means  of  creating  efficiency  in  the  use  of 
PAs  has  seemingly  been  accepted. 

However,  it  is  difficult  to  predict  how  the  PAs 
will  be  used  since  the  environment  in  which 
they  will  work  is  still  undergoing  change. 

Coye  and  Hansen-^  assessed  the  attitudes  of 
1,345  Wisconsin  physicians  with  regard  to  re- 
sponsibilities which  they  would  or  would  not 
delegate  to  assistants.  A majority  of  respond- 
ing physicians  (32%  return)  agreed  that  assis- 
tants should  be  excluded  from  physical  exam- 
inations, emergency  room  procedures,  giving 
anesthetics,  performing  deliveries,  postopera- 
tive care,  and  providing  prenatal  and  well-baby 
care.  Physicians  in  small  communities  were 
more  agreeable  to  allowing  greater  respon- 
sibility. 

One  Kentucky  study®  involving  117  phy- 
sicians was  designed  to  determine  the  need  for 
new  health  workers  such  as  a PA.  Physicians 
were  asked  about  delegation  of  certain  func- 
tions, and  a majority  showed  general,  although 
cautious,  agreement  with  the  role. 

Beasley-  used  a 32-county  area  in  eastern 
Kentucky,  and  surveyed  physician  attitudes  and 
practices  “regarding  transfer  of  responsibility  to 
nurse-assistants  for  48  specific  procedures.” 
These  physicians  showed  some  inclination  to 
delegate  tasks  to  an  RN,  but  the  general  and 
limited  nature  of  the  tasks  involved — coupled 
with  identification  of  an  RN  as  the  assistant — 
prevented  transfer  of  generalizations  to  PA  pro- 
grams under  development. 

A New  York®®  study  of  both  metropolitan 
and  rural  areas  attempted  to  measure  attitudes 
and  acceptance  of  the  PA  concept.  A mail  sur- 
vey included  ten  general  and  basic  tasks,  and 
four  questions  on  area  need,  projected  personal 
need,  and  potential  for  care  of  more  patients 
with  a PA.  Physician  acceptance  ranged  from 
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92%  for  technical  procedures  to  29%  for  un- 
complicated deliveries.  Six  of  the  tasks  had  an 
average  of  around  55%  approval.  This  study, 
like  others,  found  that  more  physicians  v\/ould 
use  PAs  if  legal  and  liability  questions  v/ere 
clarified.  Use  of  office  nurses  was  noted  for 
routine  work.  No  significant  differences  were 
found  between  metropolitan  and  rural  data. 

In  1969,  the  American  Society  of  Interna! 
Medicine  surveyed  50%  of  its  membership  in 
the  US,  providing  3,425  respondents  (74% 
response).  Data  analysis^®  showed  that  physi- 
cians were  willing  to  have  an  assistant  assume 
some  elements  of  patient  care  for  which  the 
physician  was  usually  responsible.  Physicians 
seemed  equally  willing  to  assign  such  tasks  to 
an  RN  as  to  a PA.  This  survey  suggested  that 
“the  physician  expects  the  physician’s  as- 
sistant to  have  the  same  degree  of  skill,  and 
presumably  education,  as  the  nurse.”  Limita- 
tions on  the  number  of  PAs  available  to  phy- 
sicians restricted  the  import  of  the  data. 

Lewis^^  found  general  acceptance  of  PAs  by 
physicians,  though  less  evidence  to  suggest 
acceptance  by  other  health  support  profes- 
sionals. Lewis  related  that  the  future  problem 
“may  arise  in  organizations  when  new  personnel 
are  introduced”  and  “will  depend  on  working 
out  their  relative  functions  with  hospital  admin- 
istrators, nurses  and  all  those  who  are  part  of 
the  formal  organization.” 

McCormack,  et  al,^®  found  that  tasks  readily 
identified  were  approved  for  delegation  to  nurs- 
es over  specially  trained  ex-corpsmen  by  gen- 
eral practitioners,  pediatricians  and  internists. 
It  was  concluded  that  use  of  RNs  currently 
performing  such  tasks,  and  lack  of  familiarity 
with  the  PA  resulted  in  this  preference  for 
nurses.  A survey  conducted  by  asked 

RNs  to  comment  on  how  they  see  their  role  in 
health  care  at  present  and  for  the  future.  Most 
indicated  that  they  now  perform  many  of  the 
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I,  Office 

A.  Taking  History 


Collect  historical 
data  of  present  and 
past  health  problems 


involving  patient 
and  his  family 

84 

93 

6 

1 

10 

6 

B.  Physical  Examination 
Perform  examination  on 
body  systems  and 
record  results  using: 

2.  Inspection 

44 

49 

14 

17 

42 

34 

3. 

Palpation 

35 

43 

18 

20 

47 

37 

4. 

Auscultation 

31 

39 

19 

21 

50 

40 

5. 

Percussion 

31 

40 

19 

21 

50 

39 

6. 

Order  basic  clinical 
laboratory  tests 

64 

68 

11 

12 

25 

20 

7. 

Perform  diagnostic 
evaluation  procedures 
as  directed  by  physi- 
cian using — visual 
testing,  tonometry, 
nasogastric  intuba- 
tions, lavage, 
otoscope 

83 

81 

6 

8 

11 

11 

C.  Laboratory  and 

Related  Functions 

8. 

Draw  blood  samples 

98 

98 

1 

1 

1 

1 

9. 

Perform  blood  counts 
and  urinalysis 

94 

92 

2 

6 

4 

2 

10. 

Perform  pulmonary 
function  tests 

92 

94 

4 

2 

4 

4 

11. 

Injections  of  test 
substances  (ie, 

IVP  dye) 

57 

60 

16 

12 

27 

27 

12. 

Perform  skin  tests 

89 

88 

5 

7 

6 

5 

D.  Therapeutic  Duties  (in 
accordance  with 
standing  orders  of 
the  physician) 

13. 

Administer  injections 
and  immunizations 

91 

95 

4 

2 

5 

3 

14. 

Assist  in  disease  or 
injury  management 

86 

87 

8 

9 

6 

4 

15. 

Cleanse,  dress 
wounds  and  suture 
minor  wounds 

78 

80 

9 

10 

13 

10 

16. 

Ear  irrigations 

81 

82 

9 

8 

10 

10 

17. 

Catheterizations 

90 

94 

5 

2 

5 

4 

18. 

Removal  of  casts 

92 

94 

5 

4 

3 

2 

II.  Special  Procedures  (after 
you  personally  are  satis- 
fied of  the  PA'S  proficiency 
and  under  your  direction) 

19. 

Proctoscopy 

10 

12 

15 

19 

75 

69 

20. 

Sigmoidoscopy 

6 

10 

17 

19 

77 

71 

21. 

Venous  cut  downs 

25 

27 

18 

21 

57 

51 

22. 

Spinal  taps 

10 

15 

13 

17 

77 

68 

23.  Tracheotomy 
(emergency) 

34 

38 

21 

25 

45 

37 

24. 

Needle  thoracentesis 

14 

18 

21 

24 

65 

68 

70 
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III.  Task  Analysis  (According 
to  patient  care  setting, 
other  than  office) 

A.  Hospital 

25.  Accompany  physician 
on  hospital  rounds, 
assisting  as  directed 

90 

92 

6 

4 

4 

3 

26.  Assist  physician  em- 
ployer in  clinical 
management  of  hos- 
pitalized patients 

76 

83 

12 

12 

12 

5 

27.  Check  on  clinical 
status  of  patient  and 
report  progress  to 
physician 

80 

87 

10 

6 

10 

7 

28.  Explain  projected 
tests  and  therapy 
to  patient 

69 

76 

13 

7 

18 

17 

29.  Check  on  status, 
currency  of  labor- 
atory studies 

90 

92 

5 

2 

5 

6 

30.  Assist  in  documen- 
tation of  care 

86 

90 

8 

4 

6 

6 

8.  Extended  Care  Facility 
31.  Record  data  from 
hospital /off  ice — 
assist  in  documen- 
tation of  care 

92 

94 

5 

2 

3 

4 

32.  Perform  history  and 
physical  examination 
as  needed 

49 

66 

21 

14 

30 

20 

33.  Evaluate  progress, 
consult  with  nurse, 
physical  therapist, 
and  other  members 
of  health  team 

71 

83 

15 

6 

14 

10 

34.  Examine  for  basic 
illness — complica- 
tions— intercurrent 
illnesses 

46 

60 

23 

17 

31 

23 

35.  Obtain  specimens  of 
blood  and  urine 
for  tests 

97 

98 

1 

1 

2 

1 

C.  Patient's  Home  (as  di- 
rected by  physician) 

Chronic  bedridden  patients 

36.  Accomplish  history 
and  physical 
examination 

53 

69 

17 

11 

29 

20 

37.  Examine  for  basic 
illness,  complications, 
intercurrent  illness, 
emotional  impact 

53 

66 

21 

17 

26 

17 

38.  Administer  IV  fluids, 
insert  feeding  tube, 
change  catheters, 
remove  fecal 
impactions 

90 

90 

6 

5 

4 

5 

Acute  illness/injury 

39.  Examine  for  extent 
and  nature  of  illness/ 
injury,  evidence  of 
shock,  assist  physi- 
cian in  initiating 
supportive  manage- 
ment, accompany 
patient  to  hospital, 
if  needed 


79  83 


10  8 11  9 
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40.  When  physician  is 

not  present,  evaluate 
patient  status,  con- 
sult with  physician  by 
phone  about  therapy 
and  plan  for  patient  78 

85 

12  7 

10  7 

41.  Assist  family  in  ad- 

justing  to  patient's 
condition  through 
counseling  81 

82 

10  10 

9 8 

D.  Health  Maintenance  Programs 


42.  Be  involved  with 
evaluations  of  rela- 
tively well  adults, 
and  periodic  infant 
and  child  evaluations, 
including  taking  and 
recording  the  history 
of  previous  illnesses, 
family  health  and 

review  of  systems  86  88  7 6 7 6 

43.  Review  immunization 
status  of  the  patient, 
review  the  health 
habits  of  the  patient, 
perform  a health  haz- 
ard appraisal,  coun- 
sel the  patient  or 
family  regarding  to- 
bacco, alcohol,  drugs, 
obesity,  mental  health, 

contraception,  etc.  86  85  6 7 8 7 

44.  Provide  counseling 
and  instruction  on 
physician's  orders  in 
the  area  of  diet,  pre- 
natal care,  child  care 
and  physical  therapy 

92  90  4 6 4 4 

MEAN  67  72  11  10  22  18 


Question 


Yes  Undecided  No 
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45.  Would  you  personally 
participate  in  the 
clinical  training  of 

such  a student?  52  59  28  22  20  19 

46.  Would  you  employ 
such  a trained  PA  in 
your  practice  at  some 

time  in  the  future?  49  47  33  39  19  14 


No.  Physicians;  Urban,  858;  Suburban-Rural,  161 

All  percentages  are  rounded  off  to  the  nearest  whole  number. 

1.  Physician  response  to  task  performance  by 
physician's  assistants. 
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Code  No. 

Specialty 

Urban 

N 

Suburban- 

Rural 

N 

01 

Administrative 

7 

0 

02 

Anesthesiology 

27 

2 

04 

Dermatology 

14 

2 

05 

General  Practice- 
Family  Physician 

152 

65 

06 

Internal  Medicine 

160 

18 

07 

Neurology-Neurological  Surgery 

11 

0 

08 

Obstetrics-Gynecology 

68 

13 

09 

Ophthalmology 

30 

4 

11 

Otology-Rhinology-Laryngology 

12 

3 

12 

Pathology 

23 

3 

13 

Pediatrics 

74 

14 

15 

Physical  Medicine  and 
Rehabilitation 

5 

0 

16 

Psychiatry 

48 

2 

18 

Radiology 

37 

5 

19 

Surgery 

147 

26 

21 

Urology 

13 

0 

No  Specialty  Recorded 

44 

7 

Total 

872 

164 

2.  Study  sample  by  physician  specialty. 


tasks  the  PA  would  assume.  The  study  con- 
cluded that  RNs  felt  capable  in  the  areas  of 
prescribing  and  treating,  but  preferred  to  leave 
diagnosis  to  a physician  or  trained  technician. 

The  use  of  an  and  a pediatric  nurse- 
practitioner^o  to  assume  identified  tasks  in  an 
office-®  has  met  with  support  of  physicians. 
Pediatricians-5  have  favored  delegation  of  15 
office  patient  care  tasks  to  “an  allied  health 
worker  with  appropriate  special  training"  and 
a majority  already  delegate  these  tasks.  The 
RN,  in  pediatrics,  represented  the  most  studied 
group. 20'25. 26  Recently  obstetrics-gynecology-^ 
has  been  studied  for  reallocation  of  roles  to  as- 
sistants. Radiologists^^’ 24  have  also  reacted  to 
delegation  of  tasks  to  others. 

Purpose  of  the  Study:  While  several  specialty 
groups22  have  identified  tasks  for  the  PA  and 
the  AMA  has  published  a model  for  training 
programs,  little  evidence  was  available  to  show 
how  practicing  physicians  feel  about  these 
tasks  being  performed  by  a supervised  assis- 
tant. The  senior  author  discovered  that  among 
radiologists  extreme  and  negative  positions 
were  present  regarding  nonphysician  personnel 
performing  traditional  and  legal  functions  of 
the  physician. Safeguards,  even  customary 
supervision,  did  not  seem  to  mitigate  the  emo- 
tional reaction  many  physicians  hold  for  dele- 
gation of  tasks  to  nonphysicians.  The  same 
study  of  radiologists  revealed  that  many  would 
wholeheartedly  support  the  delegation  of  spe- 
cific tasks  to  assistants  with  training  and  su- 
pervision. Thus  it  was  found  that  no  list  of 
tasks  could  be  developed  and  ratified  by  gov- 
erning bodies  of  specialty  groups  or  the  AMA 
Council  on  Medical  Education,  and  remain  in- 
violate from  reaction  of  the  practicing  phy- 
sician. 

Accordingly,  the  major  purpose  of  this  study 
was  to  determine  how  physicians  felt  about 
delegation  of  tasks  essentially  identified  and 
approved  by  the  AMA^^  and  specialty  groups. 
The  major  questions  were:  (1)  do  physicians 
support  delegation  of  identified  AMA-approved 
tasks  to  PAs  and  to  what  extent?  (2)  do  subur- 
ban-rural physicians  differ  in  their  reactions  to 
delegation  of  specific  tasks  when  compared  to 
urban  physicians?  (3)  do  specialty  groups  dif- 
fer in  their  reaction  to  delegation  of  specific 
tasks?  and  (4)  do  physicians  differentiate  the 
delegation  of  tasks  according  to  the  settings 
in  which  they  are  performed? 
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Method:  A special  questionnaire  was  developed 
to  appraise  the  extent  to  which  physicians 
would  delegate  specific  tasks  to  PAs.  The  re- 
port of  the  Task  Force  on  Physician’s  Assis- 
tant Programs  of  the  AMA-^  represented  the 
primary  document  from  which  specified  tasks 
were  derived.  Because  four  national  medical 
specialty  associations  participated  in  the  prep- 
aration of  this  task  list,  credibility  was  present 
for  tasks  ultimately  selected  for  this  question- 
naire. Additionally,  PA  curricula  and  health  lit- 
erature were  reviewed.  From  this  synthesis  44 
tasks  were  selected  in  addition  to  two  general 
questions  (Fig  1).  The  hypothesis  was  that 
physician  delegation  of  specific  tasks  to  a PA 
would  be  related  to  the  type  of  health  care 
setting.  Therefore,  tasks  were  grouped  accord- 
ing to  the  setting  in  which  they  were  most 
likely  to  be  performed. 

It  was  determined  from  other  studies,  infor- 
mal discussions  with  physicians,  and  by  an  ad 
hoc  committee  of  local  physicians  that  all  of 
the  physician  tasks  involved  degrees  of  emo- 
tional reaction  toward  delegation.  Accordingly, 
a five-point  scale  was  used  to  provide  for  de- 
grees of  feeling:  strongly  approve  (1);  approve 
(2);  undecided  (3);  disapprove  (4);  and  strong- 
ly disapprove  (5).  Other  specific  data  sought 
were:  county  designation  to  determine  differ- 
ences between  urban  and  suburban-rural  phy- 
sician responses;  specialty  designation  to  de- 
termine if  various  specialists  differed  in  per- 
ception of  tasks;  and  year  graduated  from 
medical  school. 

The  geographic  area  of  north  central  Texas, 
surrounding  Dallas  and  Fort  Worth  (14,726 
square  miles),  was  selected  for  the  survey.  The 
21  counties  embraced  urban  Dallas  and  Tar- 
rant counties,  and  19  suburban-rural  counties. 
The  1970  census  showed  2,640,826  people 
living  in  this  area;  with  approximately  2,143,- 
638  in  the  two  urban  counties. 

All  counties  involved  in  the  study  had  med- 
ical societies,  although  three  were  made  up  of 
three  counties  each.  Principal  officers  of  these 
county  medical  societies  were  contacted  to  ac- 
quaint them  with  the  purpose  of  the  survey,  to 
review  the  questionnaire,  to  obtain  a current 
list  of  members,  and  to  secure  an  endorsement 
by  the  president  for  the  covering  letter  which 
would  accompany  the  materials  sent  to  each 
member.  Only  physicians  who  were  members  of 
their  county  medical  societies  were  contacted. 


The  two  urban  county  medical  societies  had 
2,221  members;  the  suburban-rural  county 
medical  societies  had  a total  of  363.  The  study 
required  anonymous  responses  with  only  coun- 
ty, specialty,  and  year  of  graduation  represent- 
ing discriminating  data.  No  second  mailing  or 
other  contact  was  attempted. 

Results  and  Discussion:  The  rate  of  return  of 
questionnaires  was  43%,  but  only  40%  were 
complete  enough  for  analysis.  This  percentage 
was  comparable  to  other  studies  reported  in 
the  literature. There  was  a 39.2%  response 
from  urban  physicians  and  a 45.2%  response 
from  suburban-rural  physicians. 

The  two  urban  counties  had  85%  (872)  of 
the  physicians  in  this  sample;  involved  77.3% 
of  the  population  cluster;  and  included  11.2% 
of  the  square  miles  covered  by  this  study.  As 
is  frequently  reiterated  in  manpower  studies, 
the  maldistribution  of  physicians  in  suburban- 
rural  areas  was  evident  as  they  accounted  for 
15%  (164)  of  this  sample. 

Fig  2 depicts  the  study  sample  by  physician 
specialty,  classified  according  to  AMA  nomen- 
clature. 

The  urban  physician  had  a mean  year  of 
graduation  of  1952  and  a median  of  1953.  The 
suburban-rural  physician  had  a mean  year  of 
graduation  of  1950  and  a median  of  1951. 

The  two  groups  were  essentially  contempo- 
raries. For  the  urban  group,  68%  were  grad- 
uated between  1946-1965;  for  the  suburban- 
rural  group  62%  were  graduated  during  this 
same  period.  Thus  the  two  groups  were  similar 
in  distribution  and  representativeness  of  edu- 
cational eras.  Younger  physicians  apparently 
tended  to  be  attracted  to  the  urban  setting. 

Task  Analysis — Office:  For  clarity  of  discussion, 
all  task  data  were  analyzed  according  to  the 
sequence  found  in  Fig  1.  For  ease  of  interpre- 
tation, scale  categories  of  “strongly  approve’’ 
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and  “approve”  were  combined;  as  were 
“strongly  disapprove”  and  “disapprove.”  Only 
where  interpretation  of  feeling  was  discriminat- 
ing were  these  scale  categories  considered 
separately. 

Taking  History:  Differences  between  the  ur- 
ban and  suburban-rural  were  statistically  signif- 
icant, with  the  suburban-rural  more  approving 
of  this  task  delegation.  This  task  clearly  was 
one  which  could  be  readily  delegated  to  a PA. 

Physical  Examination:  The  urban  group  av- 
eraged 48%  approval,  38%  disapproval,  and 
14%  undecided  for  all  these  tasks.  The  subur- 
ban-rural group  averaged  53%  approval,  31% 
disapproval,  and  16%  undecided  for  these 
same  tasks. 

Tasks  2-5  relate  more  critically  to  the  phy- 
sical examination,  and  responses  were  essen- 
tially homogeneous.  The  urban  differed  from 
the  suburban-rural  physician  with  statistical 
significance  on  these  tasks,  with  the  urban 
group  being  more  disapproving. 

Task  6 was  generally  approved  for  PA  per- 
formance by  both  groups. 

Task  7 represented  more  significant  evidence 
of  approval  of  a task  related  to  the  physical 
examination  process  although  the  two  groups 
did  not  differ  significantly. 

Laboratory  and  Related:  The  urban  group  av- 
eraged 85%  approval,  9%  disapproval,  and 
5%  undecided  for  all  these  tasks.  The  sub- 
urban-rural group  averaged  87%  approval,  8% 
disapproval,  and  5%  undecided  for  these 
same  tasks. 

Only  task  11,  injections  of  test  substances, 
was  distinguished  by  less  substantial  approval 
and  more  indecision  about  its  delegation  and 
performance  by  a PA.  There  were  no  statis- 
tically significant  differences  between  the  re- 
sponses of  the  two  groups.  Since  tasks  8,  9, 
10,  and  12  have  been  performed  by  physi- 


cian support  personnel  for  some  time,  labora- 
tory procedures  probably  could  be  readily  and 
confidently  given  over  to  such  personnel. 

Therapeutic  Duties:  The  urban  group  aver- 
aged 87%  approval,  7%  disapproval,  and  6% 
undecided  for  all  these  tasks.  The  suburban- 
rural  group  averaged  89%  approval,  5%  dis- 
approval, and  6%  undecided  for  these  same 
tasks. 

On  tasks  17  and  18,  the  suburban-rural 
group  was  significantly  more  approving  and 
less  undecided.  It  may  be  concluded  that  tasks 
identified  as  therapeutic  were  substantially  sup- 
ported as  appropriate  for  performance  by  a PA 
both  in  urban  and  suburban-rural  settings,  with 
the  latter  somewhat  more  amenable  to  dele- 
gating performance. 

Task  Analysis — Special  Procedures:  As  for 

tasks  19-24,  the  urban  group  averaged  17% 
approval,  66%  disapproval,  and  17%  unde- 
cided. The  suburban-rural  group  averaged  20% 
approval,  59%  disapproval,  and  11%  unde- 
cided for  these  same  tasks. 

The  two  groups’  responses  were  statistically 
different  regarding  spinal  taps  and  needle  tho- 
racentesis, the  suburban-rural  group  somewhat 
more  approving,  less  disapproving  (task  22), 
and  somewhat  more  undecided  about  spinal 
taps.  Neither  group  was  significantly  approving 
of  tasks  in  this  area  being  delegated  to  a PA. 
Tracheotomy  was  more  evidently  approved  than 
the  other  tasks,  but  disapproval  values  exceed- 
ed approval  range.  The  nature  of  these  tasks 
and  their  level  of  proficiency  appeared  to  in- 
fluence physician  reaction  to  their  delegation 
to  a PA. 

Task  Analysis — According  to  Patient  Care  Set- 
ting, Other  Than  Office:  Hospital:  For  tasks  25- 
30,  the  urban  group  averaged  82%  approval, 
9%  disapproval,  and  9%  undecided  for  all 
these  tasks.  The  suburban-rural  group  averaged 
87%  approval,  7%  disapproval,  and  6%  un- 
decided for  these  same  tasks. 

The  two  groups  were  statistically  different  in 
tasks  25-27,  with  the  suburban-rural  group  sig- 
nificantly more  approving,  less  disapproving, 
and  less  undecided.  Both  groups  substantially 
approved  all  tasks  in  this  section  for  perform- 
ance by  a PA. 

Extended  Care  Facility:  Values  for  tasks  31- 
35  showed  that  the  urban  group  averaged 
71%  approval,  15%  disapproval,  and  13%  un- 
decided for  all  these  tasks.  The  suburban-rural 


74 


TEXAS  MEDICINE 


group  averaged  80%  approval,  12%  disap- 
proval, and  8%  undecided  for  these  same 
tasks. 

The  groups  differed  statistically  for  all  tasks 
in  this  section,  with  the  suburban-rural  group 
significantly  more  approving,  less  disapproving, 
and  less  undecided.  Tasks  32  and  34,  involving 
an  examination  procedure,  had  lower  values  of 
approval  when  compared  to  other  tasks  in  this 
section.  When  these  tasks  were  evaluated  with 
tasks  in  the  section  on  physical  examination, 
some  degree  of  consistency  was  noted  even 
with  the  setting  identified.  Tasks  31  and  35 
involved  record  keeping  and  laboratory  func- 
tions, and  were  substantially  endorsed  for  per- 
formance by  a PA  by  both  groups.  This  was 
consistent  with  data  in  the  sections  on  taking 
history,  laboratory  and  related  functions,  and 
with  task  30.  With  the  exception  of  tasks  32 
and  34,  tasks  in  this  section  appeared  to  be 
significantly  approved  for  performance  by  a PA. 

Patient’s  Home  (as  Directed  by  Physician): 
Chronic,  Bedridden  Patients:  The  urban  group 
averaged  65%  approval,  20%  disapproval,  and 
15%  undecided  for  all  these  tasks.  The  sub- 
urban-rural  group  averaged  75%  approval, 
14%  disapproval,  and  11%  undecided  for 
these  same  tasks. 

The  two  groups  were  statistically  different  on 
tasks  36  and  37,  with  the  suburban-rural  group 
significantly  more  approving,  less  disapproving, 
and  less  undecided.  Responses  and  values  to 
tasks  32  and  34  for  both  urban  and  suburban- 
rural  groups,  suggesting  that  location  of  the 
patient  for  health  care  did  not  necessarily  in- 
fluence the  extent  to  which  a task  can  be 
performed  by  a PA.  Task  38  was  approved  by 
both  groups.  Upon  examination  this  was  con- 
strued as  a task  currently  performed  by  var- 
ious physician  support  personnel.  With  respect 
to  the  entire  section,  the  three  tasks  were  re- 
garded as  reasonably  delegatable  to  a PA. 

Acute  Illness /Injury:  The  urban  group  aver- 
aged 79%  approval,  10%  disapproval,  and 
11%  undecided  for  all  these  tasks.  The  sub- 
urban-rural group  averaged  83%  approval,  8% 
disapproval,  and  8%  undecided  for  these  same 
tasks. 

On  tasks  39  and  40,  the  suburban-rural 
group  was  significantly  more  approving,  slight- 
ly less  disapproving,  and  less  undecided.  The 
significantly  apparent  approval  of  these  tasks 
for  performance  by  a PA  was  noted,  with  mag- 


nitude of  values  similar  for  each  task  by  both 
groups. 

Health  Maintenance  Programs:  The  two 
groups  were  identical,  averaging  88%  approv- 
al, 6%  disapproval,  and  6%  undecided  for  all 
these  tasks. 

Questions  Related  to  Training  and  Employment 
of  PAs:  These  questions  were  designed  to  ob- 
tain only  a “yes,”  “no,”  or  “undecided”  re- 
sponse. The  suburban-rural  group  was  more 
inclined  to  participate  in  the  PA  training.  The 
level  of  acceptance  was  only  moderate,  how- 
ever, and  this  might  be  because  much  of  the 
literature  and  other  surveys  have  indicated  that 
the  physician  does  not  understand  the  PA  con- 
cept, particularly  since  wide  variations  exist  in 
curricular  levels  and  content.  Also,  the  AMA 
has  only  recently  determined  the  essentials  for 
an  approved  program.  Whether  or  not  they 
would  employ  a PA,  49%  of  the  urban  group 
said  yes,  19%  said  no,  and  33%  were  unde- 
cided. While  the  suburban-rural  physicians  were 
more  inclined  to  participate  in  training  a PA 
than  were  the  urban  physicians,  they  appeared 
to  be  less  inclined  to  employ  one  and  were 
even  more  undecided  than  the  urban  physi- 
cians. The  moderate  affirmative  result  may 
have  been  because  the  questions  clearly  were 
such  that  physicians  might  be  unable  to  take 
a definite  stand,  based  on  lack  of  experience 
with  PAs  and  only  recent  clarification  of  the 
PA  role  by  the  AMA. 

Summary  of  Task  Analysis:  When  all  44  tasks 
were  reviewed,  the  profile  which  emerged  was 
one  of  overall  support.  The  urban  group  av- 
eraged 67%  approval,  22%  disapproval,  and 
11%  undecided  for  all  tasks.  The  suburban- 
rural  group  had  an  average  of  72%  approval, 
18%  disapproval,  and  10%  undecided.  The 
suburban-rural  group  was  more  inclined  to  ap- 
prove delegation  of  specified  tasks  to  PAs  than 
was  the  urban  group. 
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Throughout  the  interpretation,  scale  cate- 
gories were  merged.  However,  for  the  urban 
group,  three  tasks  (1,  8,  9)  showed  “strongly 
approve’’  values  exceeding  “approve”;  and  four 
tasks  (22,  23,  35,  39)  showed  “strongly  dis- 
approve” values  slightly  greater  than  “disap- 
prove.” For  the  suburban-rural  group  nine  tasks 
(1,  8-13,  16,  32)  showed  “strongly  approve” 
values  greater  than  “approve”;  and  for  task 
40  “strongly  disapprove”  was  slightly  more 
than  “disapprove.” 

This  evidence  suggested  that  polarization  of 
feeling  was  not  fully  operative,  but  where  it 
existed  the  suburban-rural  physician  was  more 
inclined  to  be  strongly  approving  of  certain 
tasks  than  his  urban  colleague.  “Strongly  ap- 
prove” responses  tended  to  be  identified  with 
tasks  frequently  and  currently  performed  by 
physician  support  personnel.  It  is  significant 
that  the  negative  extreme  was  not  present  in 
either  group,  particularly  since  many  questions 
might  well  have  evoked  emotional  responses. 
Setting  does  not  affect  physician  reaction  to 
delegation  of  specific  tasks.  The  physician  ap- 
parently considers  the  task  rather  than  the  set- 
ting of  its  performance. 

Analysis  of  Responses  by  Physician  Specialty: 
Specialty  groups  are  said  to  sometimes  react 
as  a homogeneous  unit,  thus  distinguishing 
themselves  among  other  physicians.  According- 
ly, physician  responses  to  tasks  in  this  study 
were  evaluated  according  to  specialty  to  de- 
termine possible  implications  for  training  pro- 
grams. 

Chi  square  analysis  was  used  to  assess  the 
extent  to  which  responses  to  delegation  of 
tasks  were  independent  of  physician  specialty. 
Comparisons  were  made  between  all  special- 
ties having  statistically  significant  numbers  to 
allow  analysis.  They  were  general  practice,  in- 
ternal medicine,  obstetrics-gynecology,  pediat- 


rics, and  surgery.  Results  are  shown  in  Fig  3. 
Year  of  Graduation  from  Medical  School  and 
Association  with  Task  Response:  It  has  been 
stated  that  acceptance  of  physician  support 
manpower  varies  with  the  recency  of  the  phy- 
sician’s graduation  from  medical  school.  It  has 
been  further  hypothesized  that  recent  training, 
with  its  attendant  exposure  to  the  latest  models 
of  health  delivery,  would  promote  the  likelihood 
of  acceptance  of  a PA.  Scarcity  of  physicians 
and  health  support  manpower  in  suburban-ru- 
ral settings,  coupled  with  exigencies  under 
which  physicians  work,  would  create  a more 
favorable  condition  for  the  use  of  PAs  in  ex- 
tended and  supervised  ways. 

Chi  square  treatment  was  used  to  assess  the 
extent  to  which  physician  responses  to  tasks 
were  independent  of  year  of  graduation.  For  this 
analysis,  data  on  year  of  graduation  were 
placed  in  six  intervals:  1970-1956;  1955-1951; 
1950-1946;  1955-1912;  1950-1912;  and  1945- 
1912,  and  in  all  pairs.  Results  are  shown  in 
Fig  4. 

Summary:  This  study  was  to  determine  how 
urban  and  suburban-rural  physicians  felt  about 
delegation  of  tasks  to  PAs.  Forty-four  tasks  and 
two  questions  were  selected  for  this  survey. 
All  tasks  allowed  for  scaled  responses;  with 
questions  answered  “yes,”  “no,”  or  “undecid- 
ed.” Other  data  sought  were:  county  designa- 
tion, physician  specialty,  and  year  of  gradua- 
tion. Two  urban  and  19  suburban-rural  county 
medical  societies  served  as  the  population  to 
be  surveyed,  and  a 40%  return  (1,036)  was 
obtained. 

Data  revealed  872  urban  physicians  classi- 
fied into  16  specialties,  with  internal  medicine, 
general  practice,  and  surgery  the  three  largest. 
Data  revealed  164  suburban-rural  physicians 
with  general  practice,  surgery,  and  internal 
medicine  the  three  largest  specialty  groups.  In 
terms  of  year  of  graduation,  the  two  groups 
were  essentially  contemporaries. 

Analysis  of  the  office  task,  taking  history, 
revealed  a high  degree  of  approval  for  both 
groups,  with  the  suburban-rural  physician  sig- 
nificantly more  approving  of  delegation  to  PAs. 
In  office  physical  examination  tasks,  the  two 
groups  were  only  moderately  approving,  with 
the  urban  physician  significantly  less  approv- 
ing of  delegation.  In  office  laboratory  and  re- 
lated tasks,  a high  degree  of  approval  was  re- 
vealed for  both  groups,  with  no  significant  dif- 
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Tasks  8, 10, 11,  7, 42 

Approved  12, 13, 15, 

18,  25,  26, 

34,  35,  37, 

41,  43,  44, 

45 

Tasks  Dis- 
approved 


, 1955—51 

Suburban- 
Urban  Rural 


Tasks  10,15,17,  28,44 

Approved  38 


Tasks  Dis- 
approved 


, 1950—46 > 

Suburban- 
Urban  Rural 


Tasks  7, 28  25, 26, 45 

Approved 

Tasks  Dis- 
approved 


, 1955—12 , 

Suburban- 
Urban  Rural 

~21 


5 


, 1950—12 , 

Suburban- 
Urban  Rural 


8,  30 


, 1945—12 > 

Suburban- 
Urban  Rural 


1,  2,  27, 
32,  36 


Note:  All  entries  significant  at  < .05;  df=4 
No.  of  Graduates 

1970—56:  Urban,  322;  Suburban-Rural,  49 
1955 — 12:  Urban,  483;  Suburban-Rural,  104 
1955—51:  Urban,  171;  Suburban-Rural,  28 
1950—46;  Urban,  118;  Suburban-Rural,  26 
1950 — 12;  Urban,  312;  Suburban-Rural,  76 
1945—12:  Urban,  194;  Suburban-Rural,  50 


4.  Chi  square  analysis  of  task  association 
with  year  of  medical  school  graduation. 


ferences  between  them.  In  office  therapeutic 
duties,  a high  degree  of  approval  was  revealed 
for  both  groups,  with  the  suburban-rural  group 
slightly  more  supportive  of  delegation  of  these 
tasks  to  a PA. 

For  special  procedures  tasks,  significant  dis- 
approval was  noted  for  both  groups.  For  tasks 
involving  patient  care  in  a hospital  setting,  a 
high  degree  of  approval  was  revealed  for  both 
groups,  with  the  suburban-rural  group  signifi- 
cantly more  approving.  For  tasks  to  be  per- 
formed in  an  extended  care  facility,  a moder- 
ately high  degree  of  approval  was  noted  for 
both  groups,  with  the  suburban-rural  group  sig- 
nificantly more  approving,  less  disapproving 
and  less  undecided. 

For  tasks  performed  in  the  patient’s  home  for 
chronic  bedridden  patients,  a moderately  high 
degree  of  approval  was  noted  for  both  groups, 
with  the  suburban-rural  physicians  significantly 
more  approving,  less  disapproving,  and  less  un- 
decided. For  tasks  performed  in  the  patient’s 
home  for  acute  illness  or  injury,  moderately 
high  degree  of  approval  was  revealed  for  both 
groups.  Significant  differences  existed,  with  the 
suburban-rural  group  more  approving,  slightly 
less  disapproving,  and  less  undecided. 

For  tasks  performed  in  health  maintenance 
programs,  a high  degree  of  approval  was  re- 
vealed for  both  groups  with  no  differences 
noted  between  them. 

As  related  to  training  participation  and  em- 
ployment potential  of  PAs,  both  groups  regis- 
tered moderate  approval.  The  suburban-rural 
group  was  more  inclined  to  participate  in  train- 
ing, but  less  inclined  to  employ  a PA. 

For  all  44  tasks,  the  urban  group  averaged 
67%  approval,  22%  disapproval,  and  11%  un- 
decided; while  the  suburban-rural  group  aver- 
aged 72%  approval,  18%  disapproval,  and 
10%  undecided.  As  noted  throughout,  the  sub- 
urban-rural group  was  more  inclined  to  ap- 
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prove  delegation  of  performance  to  a PA  than 
was  the  urban  physician.  Response  to  tasks 
seemed  unrelated  to  performance  setting,  with 
all  physicians  appearing  to  give  primary  con- 
sideration to  the  integrity  of  the  task. 

Comparison  of  urban  specialists  and  their 
responses  showed  that  34  tasks  were  discrim- 
inating and  urban  specialists  did  not  differ 
much  from  one  another  in  the  magnitude  of 
reaction.  The  suburban-rural  group  had  22  tasks 
that  were  discriminating  and  specialists  in  this 
group  did  not  differ  much  from  one  another. 
Comparison  of  urban  and  suburban-rural  spe- 
cialists found  some  differences,  with  the  only 
significant  difference  being  between  urban  and 
suburban-rural  surgeons. 

Year  of  graduation  from  medical  school  was 
a variable  associated  with  urban  physician  re- 
sponses to  tasks,  although  not  significant  for 
suburban-rural  physicians.  Data  suggested 
that  urban  physicians  who  graduated  in  the 
last  two  decades  were  more  approving  of  iden- 
tified tasks  than  physicians  who  were  grad- 
uated earlier. 
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Childhood  peptic  ulcer 

a common  entity  in 
our  turned  on  world 


Of  123  consecutive  cases  of  peptic  ulcer  in  chil- 
dren in  a large  private  pediatric  practice,  57% 
occurred  in  males  and  85%  were  during  the 
school  year.  Abdominal  pain  was  present  in  97% 
of  the  patients,  whereas  only  63%  had  epigastric 
pain.  Approximately  one-third  had  a family  his- 
tory of  peptic  ulcer,  and  in  one-fourth  of  the  pa- 
tient population  there  was  family  discord.  Of  the 
patients,  12%  had  headache,  and  only  8%  had 
vomiting.  All  ulcers  were  radiologically  proven. 
These  findings  suggest  that  peptic  ulcer  is  a com- 
mon entity  in  childhood,  and  should  be  consid- 
ered in  the  differential  diagnosis  of  abdominal 
pain  in  a child  living  in  our  high-pressure  society. 

PEPTIC  ULCER  IS  an  important  consideration 
in  a child  who  has  abdominal  pain;  however, 
one  of  America's  leading  pediatrics  texts  states 
that  “gastric  and  duodenal  ulcers  are  not  com- 
mon in  childhood,  but  do  occur  at  all  ages, 
including  the  neonatal  period,’’  and  that  “the 
incidence  of  duodenal  ulcer  is  at  least  five 
times  that  of  gastric  ulcer. ’’^  It  would  appear 
that  there  is  a wide  variation  in  opinion  as  to 
whether  or  not  peptic  ulcer  is  or  is  not  a prev- 
alent problem  in  the  pediatric  age  group. For 
example,  at  the  Children’s  Hospital  in  Philadel- 
phia, Rosenlund  and  Koop  report  only  27  chil- 
dren with  duodenal  ulcer  in  a 20-year  span;^ 
whereas,  Prouty  and  others^  at  the  Jackson 
Clinic  reported  369  duodenal  ulcers  and  9 gas- 
tric ulcers  (all  radiologically  proven)  in  an  18- 
year  period;  and  Tudor'^  at  the  Quain  and 
Ramstad  Clinic  in  North  Dakota  identified  141 
children  with  peptic  ulcer  in  a 17-year  span.  It 
appears  from  brief  review  of  recent  literature 
that  only  few  children  with  peptic  ulcer  reach 
a hospital  environment,  and  this  has  been  our 
own  experience. 

Patient  Material:  We  reviewed  123  consecutive 
cases  of  childhood  peptic  ulcer.  The  cases  were 


taken  from  our  active  office  files,  which  cover 
in  excess  of  7,000  patients.  All  cases  were  ra- 
diologically proven,  and  no  diagnoses  of  “du- 
odenitis’’ or  “peptic  disease  of  the  duodenum’’ 
were  utilized.  Symptoms,  signs,  and  history 
were  varied.  Of  the  123  children,  119  com- 
plained of  abdominal  pain,  whereas  only  77 
had  epigastric  pain.  Thirty-nine  had  a family 
history  of  ulcer,  and  29  had  family  conflict  or 
divorce  in  the  history.  Only  10  presented  with 
vomiting,  and  15  children  had  associated  head- 
ache (Fig  1).  There  were  70  males  and  53  fe- 
males who  varied  in  age  from  two  months  to 
14  years.  The  majority  of  the  cases  occurred 
from  seven  through  ten  years  of  age  (Fig  2). 

Radiologic  diagnosis  was  established  using 
eight  different  radiologists  who  had  a variety 
of  training  and  experience.  There  were  only  two 
gastric  ulcers,  and  the  remainder  were  duode- 
nal. A random  review  of  88  of  the  stated  ra- 
diological ulcer  sites  is  shown  in  Fig  3.  Of  these, 
seven  were  stated  to  be  partially  obstructing. 

Eighty-five  percent  of  the  cases  came  to 
medical  attention  during  the  school  year,  and 
the  majority  during  the  first  six  months  of  the 
calendar  year,  as  shown  in  Fig  4. 

Case  Histories:  Case  1:  An  eight-year-old  white 
male  had  a history  of  epigastric  pain  for  two 
weeks.  Results  of  physical  examination  were  nor- 
mal other  than  epigastric  tenderness.  The  pa- 
tient had  three  older  brothers  and  was  very 
competitive  with  them.  He  was  highly  intelligent 
and  learned  easily.  He  wanted  to  be  at  the 
head  of  his  class.  He  often  felt  that  he  was 
blamed  for  “everything.”  Upper  gastrointestinal 
series  showed  “a  fairly  large  ulcer  crater  located 
centrally,  marked  spasm  of  duodenal  bulb,  and 
50%  retention  of  barium  within  the  stomach 
in  one  hour.”  A maternal  uncle  had  undergone 
subtotal  gastrectomy  for  a duodenal  ulcer. 
The  child’s  symptoms  persisted  intermittently 
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as  late  as  three  years  after  the  initial  diagnosis 
was  established. 

Case  2:  An  11-year-old  white  male  had  epi- 
gastric pain  for  one  year  associated  with  oc- 
casional headaches.  Results  of  physical  exam- 
ination were  normal  other  than  epigastric  ten- 
derness. The  mother  and  father  were  recently 
divorced.  The  father  had  an  active  duodenal  ul- 
cer, and  the  mother  was  under  psychiatric  care. 
Upper  gastrointestinal  series  revealed  a “con- 
siderably irritable  duodenal  bulb  with  thickened 
mucosal  folds  and  a small  ulcer  crater  toward 
the  apex  without  obstruction.’’  Improvement 
and  no  symptoms  were  present  after  one  month 
of  therapy. 

Case  3:  The  patient,  a nine-year-old  Latin- 
American  female,  had  been  nervous  and  eas- 
ily upset  all  of  her  life.  She  had  had  vague 
abdominal  discomfort  for  an  undetermined 
time,  but  it  was  not  thought  to  be  significant 
by  the  parents.  On  the  first  night  of  her  acute 
illness,  the  patient  had  vomited  blood  and  ex- 
perienced syncope.  The  physical  examination 
revealed  epigastric  tenderness.  Initially,  the  pa- 
tient’s hemoglobin  count  was  10  gm/100  ml  on 
admission  to  the  hospital,  and  subsequently  she 
bled  down  to  4.5  gm/100  ml  of  hemoglobin 
with  concomitant  emesis  of  fresh  blood  and 
tarry  bowel  movements.  A complete  in-hospital 
diagnostic  survey  revealed  nothing  remarkable 
other  than  the  “duodenal  bulb  exhibited  thick- 
ened mucosal  folds  toward  the  apex  where 
there  is  a small  ulcer  crater.’’  The  patient  re- 
quired packed  red  blood  cell  transfusions.  Re- 
covery was  slow  but  complete  in  two  months’ 
time.  No  symptoms  of  pain  and  no  evidence  of 
recurrent  hemorrhage  were  evident.  The  mother 
had  a past  history  of  duodenal  ulcer. 

Discussion:  Since  the  first  recorded  case  of  a 
peptic  ulcer  in  a child  reported  in  1826  by  Von 
Siebold,®  there  have  been  constant  reports  on 


Symptoms  and 

Family  History 

No.  Cases 

% 

Abdominal  pain 

119 

96.7 

Epigastric  pain 

77 

62.6 

Family  history  of  ulcer 

39 

31.7 

Family  conflict  or  divorce 

29 

24.4 

Headache 

15 

12.2 

Vomiting 

10 

8.1 

1.  Childhood  peptic  ulcer,  history  and  symptoms, 
123  cases. 
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Active  ulcer  (duodenal)  not  precisely  described,  12 

Apex  of  bulb,  32 

Central  or  mid-bulb,  26 

Base  of  bulb,  12 

Greater  curvatur  cornu,  2 

Inferior  fornix,  1 

Immediate  postbulbar  region,  1 

Gastric,  above  incisura  on  mid-portion,  1 

Gastric  antral,  1 

S.  Childhood  peptic  ulcer,  radiologic  sites  in 
88  randomly  selected  cases. 
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SUMMER 

4.  Childhood  peptic  ulcer,  cases  per  month. 


the  subject  with  increasing  interest  shown  dur- 
ing the  past  decade.- ''24  An  excellent  recent 
review  of  peptic  ulceration  in  childhood  was  un- 
dertaken by  Tudor. ^ He  proposed  that  four 
separate  classifications  be  established  on  the 
basis  of  their  presenting  symptoms  and  on  the 
response  to  therapy: 

Type  1:  Acute  primary  ulcer  with  perforation 
or  hemorrhage.  Most  occur  during  the  first  two 
years  of  life. 

Type  2:  Acute  ulcer  presenting  with  mild  to 
moderate  distress  and  responding  to  medical 
treatment  with  healing  in  less  than  12  weeks. 

Type  3:  Chronic  ulcer  resistant  to  medical 
treatment  that  may  bleed  or  cause  obstruction. 

Type  4:  Acute  and  usually  painless  ulcer 
that  is  secondary  to  trauma,  infectious  process, 
and  steroids  or  other  medication. 

Radiological  diagnosis  of  childhood  peptic  ul- 
cer must  necessarily  include  careful  fluoroscop- 
ic examination  of  the  stomach  and  duodenum, 
exposure  of  a sufficient  number  of  spot  films 
to  obtain  filled  views  and  mucosal-relief  views 
of  every  portion  of  the  stomach  and  duode- 
num.Duodenitis  may  be  the  cause  of  scari- 
fication and  deformity,  and  the  diagnostic  cen- 
tral fleck  or  marginal  niche  of  barium  may  be 
absent.^®  However,  only  cases  are  presented  in 
which  an  actual  ulcer  crater  was  visualized  by 
the  radiologist. 

Many  children  who  have  ulcers  after  the  age 
of  two  years  are  of  a similar  personality  type  in 
that  they  try  hard  to  please,  are  “nervous”  and 
perfectionistic,  tend  to  excel  in  school  work  but 
dislike  school  itself,  and  have  family  discord. 

Perhaps  study  of  gastric  secretions  would  en- 
hance the  diagnosis  of  peptic  ulcer  in  children; 
however,  symptoms,  high  index  of  suspicion, 
and  radiological  proof  of  ulceration  seems  to 
be  the  criteria  used  by  most  physicians  involved 
with  the  diagnosis  and  subsequent  treatment 
of  the  child. 
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Surgical  intervention  is  necessary  only  in  the 
usual  complicating  factors  such  as  perforation, 
massive  hemorrhage,  obstruction,  intractable 
severe  pain,  and  the  Zollinger-Ellison  syndrome. 
We  have  had  no  patients  to  date  in  whom  ulcer 
surgery  was  necessary. 

A series  at  the  Mayo  Clinic  revealed  a 50% 
change  of  persistence  or  recurrence  in  109  chil- 
dren with  duodenal  ulcer.-"  We  do  not  believe 
that  chronicity  of  all  cases  of  childhood  peptic 
ulcer  is  necessarily  that  high,  but  we  do  agree 
that  it  is  significant.  Only  long-term  prospective 
series  will  clarify  this  important  consideration. 
Of  such  interest  is  this  disease  entity  that  The 
Childhood  Peptic  Ulcer  Registry  was  established 
in  1959,  and  has  periodically  published  studies 
of  its  data  since  the  inception  of  the  registry. 

The  most  important  aspect  of  therapy  is 
neutralization  of  hydrochloric  acid  with  ant- 
acids.We  also  use  a modification  of  a typical 
adult  ulcer  diet  that  is  graduated  from  one 
through  four,  ie,  Sippy  diet,  puree,  soft-bland, 
and  bland  diet,  depending  on  the  age  of  the 
patient  and  the  severity  of  symptoms.  Also 
frequently  used  are  anticholinergics  and  mild 
sedatives,  which  are  usually  given  together 
with  the  antacid  30  minutes  after  meals  and  at 
bedtime.  Active  treatment  usually  is  continued 
for  two  to  three  months.  Psychiatric  counseling 
has  been  only  of  limited  benefit  in  our  patients; 
however,  it  is  recommended  when  an  obvious 
psychiatric  problem  exists  within  the  family 
environment. 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SCOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 
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A New 

Dosage  Form: 


Chewable 
Tablets  .00 .. 
Mintezof 

(THIABENDAZOLE  I MSD) 


SO  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

1/2 

50 

0.5 

1 

75 

0.75 

11/2 

100 

1.0 

2 

125 

1.25 

21/2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

CDMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 

7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 

2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 

50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

*Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 
Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


Round  and  round  she  goes 
and  where  she  stops  ♦♦♦ 


Antivert 


- (medizineHQ) 

tor  vertigo 


■ Indicated  in  the  management  of  nausea, 
vomiting  and  di2;2;iness  associated  with  mo- 
tion  sickness. 

■ Found  useful  in  the  management  of  verti^ 
go  associated  with  diseases  affecting  the  ves- 
tibular  system. 

■ Available  as  Antivert®  (12.5  mg.  mecli2;ine 
HCl)  blue  and  white  scored  tablets  and  also 
as  Antivert®/25  (25  mg.  meclizine  HCl)  yeh 
low  and  white  scored  tablets. 


*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences'National  Research 
Council  and/ or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso' 
ciated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica' 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12th'15th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg. /day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

ROeRIG 
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Endocrine  abnormalities 
in  male  alcoholic  subjects 

L.  F.  FABRE,  JR.,  MD,  PhD;  P.  Y.  HOWARD,  PhD;  R.  W.  FARMER,  PhD 


The  effects  of  ethanol  on  endocrine  function  were 
studied  in  animal  preparations  and  in  human  sub- 
jects. The  results  reveal  that  ethanol  affects  aldo- 
sterone, androgen,  and  insulin  metabolism.  Aldo- 
sterone secretion  is  consistently  elevated  at  the 
onset  of  drinking.  Androgen  metabolism  is  al- 
tered by  ethanol  so  that  significantly  fewer  17- 
ketosteroids,  and  more  17 -hydroxy steroids  are 
excreted  in  the  urine.  Plasma  insulin  levels  during 
glucose  challenge  are  abnormal  in  81%  of  chronic 
alcoholic  subjects  tested.  These  findings  represent 
an  advance  in  the  chemical  and  hormonal  under- 
standing of  alcoholism,  and  suggest  endocrine  ap- 
proaches to  diagnosis  and  treatment. 

CLINICAL  OBSERVATION  of  intoxicated  and 
alcoholic  subjects  has  produced  a wide  variety 
of  data  suggesting  that  endocrine  and  metabol- 
ic abnormalities  occur  in  alcoholism. These 
observations  range  from  polyuria  to  coma,  and 
include  phenomena  such  as  seizures,  hallucina- 
tions, gynecomastia,  testicular  atrophy,  etc.  As 
clinical  researchers  and  basic  scientists  have 
focused  their  high-powered  analytic  tools  on 
these  phenomena,  the  biochemical  and  physio- 
logic alterations  which  bring  them  about  has 
come  into  awareness.  Quite  early,  investigators 
found  that  the  polyuria  resulted  from  the  effect 
of  ethanol  in  inhibiting  posterior  pituitary  secre- 
tion of  antidiuretic  hormone. More  recently, 
alcoholic  coma  has  been  shown  to  be  due  often 
to  hypoglycemia,'^  and  alcoholic  seizures  due 
to  hypomagnesemia  and  systemic  alkalosis.® 
These  studies  have  materially  aided  the  physi- 
cian in  his  ability  to  treat  alcoholic  patients.® 

Our  purpose  is  to  continue  the  in-depth  phy- 
siologic and  biochemical  investigations  of  clini- 
cal phenomena  in  alcoholism  with  the  hope 
that  our  studies  may  be  of  value  in  the  diag- 
nosis and  treatment  of  alcoholism  also. 


Aldosterone  Metabolism:  The  early  observations 
that  alcohol  consumption  alters  urinary  and 
plasma  sodium  and  potassium  levels'^  ® suggest- 
ed a change  in  the  metabolism  of  aldosterone 
which  regulates  sodium  and  potassium  han- 
dling by  the  renal  tubules.  In  initial  studies,  a 
standard  canine  preparation  was  used.  The 
animals  were  infused  with  either  ethanol  in 
saline  or  saline  alone,  and  bled  via  the  lumbo- 
adrenal  vein.  Steroid  analysis  of  the  adrenal 
effluent  showed  a profound  alteration  of  aldo- 
sterone secretion  by  ethanol.  At  high  ethanol 
dosages  (blood  levels  of  300  to  400  mg/100 
ml),  aldosterone  secretion  was  significantly  de- 
pressed (Fig  1).  At  lower  doses,  a variable 
effect  was  observed;  in  some  animals,  aldo- 
sterone secretion  was  greatly  increased  but  this 
effect  was  not  consistent  among  animals.® 

For  human  investigations,  the  following  ex- 
perimental design  was  utilized.  Male  alcoholic 
subjects  were  recruited  from  the  county  penal 
farm  at  discharge  and  admitted  to  our  clinical 
research  ward.  The  subjects  were  given  com- 
plete physical,  psychological  and  laboratory 
examinations.  Those  with  discernible  disease 
were  excluded.  Daily  24-hour  urine  collections 
were  analyzed  for  aldosterone.  The  subjects 
were  allowed  a five-day  control  period,  a ten- 
day  ad  libitum  drinking  period,  and  a five-day 
withdrawal  period. 

Fig  2 shows  a typical  human  aldosterone  ex- 
cretory response.  It  can  be  seen  that  during 
the  first  two  or  three  days  of  drinking,  aldoster- 
one secretion  is  increased.  This  is  followed  by 
a decrease,  possibly  to  below  predrinking  levels, 
depending  on  the  blood  level  of  ethanol  which 
was  attained  during  the  drinking  period.  Aldo- 
sterone excretion  may  or  may  not  increase 
again  as  the  subject  is  withdrawn  from  alcohol. 
Fig  3 represents  the  results  of  a second  similar 
study.  Flere  the  increase  in  aldosterone  excre- 
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Saline  Control 

X 

Ethanol  (300  mg/ 100  ml) 

X 

t 

P 

Aldosterone 

24.5,  25.7,  20,4, 

17.6,  21.8 

22 

14.0,  14.0,  13.6, 

11.5,  8.9,  13.0,  15.3 

12,9 

5,3 

<.001 

Cortisol 

25.1,  68.3,  44.3 

67.0,  39.5 

49 

59,6,  71.2,  53.3, 

38.5 

56 

1 . Effect  of  ethanol  on  adrenocortical  secretion  in  a canine  preparation. 


tion  at  the  onset  of  drinking  is  shown  to  result 
from  an  increase  in  aldosterone  secretion.  For 
this  measurement,  radiotracer  techniques  were 
utilized.  On  the  second  day  of  drinking,  when 
blood  ethanol  levels  ranged  from  100  to  300 
mg/100  ml,  9 pC  of  tritiated  aldosterone  were 
injected  and  aldosterone  secretion  measured  by 
a compartmental  analysis  computation.  The 
subjects  had  served  as  their  own  controls  dur- 
ing the  predrinking  period.  It  can  be  seen  that 
on  the  average,  drinking  alcoholic  subjects 
secreted  4.9  pg/6  hour  more  aldosterone  than 
during  abstinence. 

These  results  stimulated  an  investigation  of 
the  mechanism  by  which  ethanol  produces 
these  effects  on  aldosterone  secretion.  In  vitro 
studies,  using  bovine  or  canine  adrenals  incu- 
bated V\/ith  various  concentrations  of  ethanol, 
revealed  that  ethanol  had  no  direct  effect  on 
the  biosynthesis  of  aldosterone  by  the  zona 
glomerulosa  of  the  adrenal. An  investigation 
of  the  effect  of  ethanol  on  control  mechanisms 
for  aldosterone,  ie,  the  renin-angiotensin  sys- 
tem, and  pituitary  secretion  of  ACTH,  is  shown 
for  a typical  human  subject  in  Fig  4.  Aldoster- 
one excretion  was  increased  in  this  study  in  the 
same  fashion  as  shown  in  Fig  2,  that  is,  during 
the  first  two  or  three  days  of  drinking,  and  then 
subsided  to  normal  levels.  Cortisol  was  only 
moderately  elevated  by  ethanol  consumption 
and  never  exceeded  the  normal  range.  Thus, 
the  increase  in  aldosterone  was  not  mediated 
by  ACTH  since  the  amount  of  this  substance 
required  for  stimulation  of  aldosterone  secre- 
tion is  in  the  range  of  that  required  for  a maxi- 
mum response  for  cortisol  secretion.  The  in- 
creased aldosterone  secretion  was  not  mediat- 
ed by  the  renin-angiotensin  system  either,  since 
plasma  renin  activity  did  not  increase  until 
aldosterone  secretion  was  already  declining 
from  its  peak.  It  is  also  seen  that  the  urinary 
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2.  The  effect  of  ethanol  on  human  urinary 
aldosterone  excretion. 
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Alcohol 

Control 

aX 

30.6 

5.8 

-t-24.8 

29.3 

9.5 

-+-19.8 

42.2 

25.4 

-H6.8 

15,7 

2.5 

■f  13.2 

13.5 

2.7 

+ 10.8 

11.4 

5.1 

+ 6.3 

7.1 

1.0 

+ 6.1 

5.3 

1.6 

+ 3.7 

13.1 

10.6 

+ 2.5 

3.7 

1.2 

+ 2.5 

3.1 

1.0 

+ 2.1 

3.2 

1.2 

+ 2.0 

7.5 

5.6 

+ 1.9 

7.0 

5.2 

+ 1.8 

4.1 

3.9 

+ 0.2 

5.3 

5.5 

— 0.2 

0.7 

1.1 

— 0.4 

5.7 

6.4 

— 0.7 

14.2 

17.4 

— 3.2 

1.3 

4.8 

— 3.5 

13.4 

17.5 

— 4.1 

N-21  aX  = 

4.88M-g/6-hr  t = 3.03 

p = < .01 

1.  Secretion  values  are  calculated  from  compartmental  analysis  of 

9 nc  tritiated 

aldosterone. 

2.  Subjects  receiving  alcohol  received  tritiated  aldosterone  24  hours 

after  onset  of  alcohol  consumption. 

3.  Values  are  ixg 

aldosterone/6  hours. 

3.  The  effect  of  ethanol  on  human  aldosterone 
secretion 


sodium /potassium  ratio  was  greatly  changed 
during  the  period  of  increased  aldosterone  ex- 
cretion, reflecting  an  effect  of  aldosterone  on 
the  renal  tubules.  Therefore,  at  present  we  have 
shown  that  the  effect  of  ethanol  on  electrolyte 
balance  is  mediated  by  an  effect  on  aldoste- 
rone secretion.  How  this  occurs,  however,  is  not 
known. 

Androgen  Metabolism:  Concurrently,  the  effect 
of  ethanol  on  sex  steroid  metabolism  has  been 
investigated.  The  triad  of  alcoholic  cirrhosis, 
testicular  atrophy,  and  gynecomastia  was  first 
noted  by  Silvestrini  in  1926, vvho  suggested 
that  the  changes  in  body  habitus  were  caused 
by  cirrhosis;  presumably  by  means  of  increased 
circulating  estrogens.  However,  later  measure- 
ments of  the  estrogens  per  se  by  Brown^^ 
showed  that  estrogen  excretion  was  normal  in 
both  quantity  and  quality  until  the  preterminal 
state.  Furthermore,  even  patients  with  gyneco- 
mastia had  normal  estrogen  levels. 

The  studies  initiated  in  this  laboratory  were 
based  on  the  assumption  that  modification  of 
sex  characteristics  was  not  due  to  changes  in 
estrogens  but  rather  to  changes  in  androgen 
metabolism.  The  experimental  design  was  as 
described  previously  except  that  24-hour  urines 
were  collected  for  testosterone  glucuronide  and 
individual  17-ketosteroid  analysis.  The  subjects 
were  carefully  screened  and  had  no  evidence  of 
liver  disease  and  no  demonstrable  testicular 
atrophy  or  gynecomastia.  Urinary  testosterone 
glucuronide  was  assayed  by  a modified  radio- 
immunoassay^^ which  excluded  the  glucuroni- 
dase inhibitor  found  in  large  amounts  in  the 
urine  of  alcoholics.  Similarly,  17-ketosteroids 
were  measured  by  a gas  chromatographic 
method^^  which  was  modified  somewhat  to  ex- 
clude the  glucuronidase  inhibitor.  Controls  for 
these  experiments  were  24-hour  urine  samples 
obtained  from  normal  adult  male  and  female 
subjects  in  a similar  age  group.  Testosterone 
glucuronide  excretion  in  normal  females  was 
6.4  /xg/day,  normal  males  37.0  ;ug/day  and, 
quite  surprisingly,  in  male  alcoholic  subjects  it 
was  increased  to  153.0  /xg/day  (Fig  5).  These 
differences  are  statistically  significant. 
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The  principal  urinary  17-ketosteroids  in  these 
subjects  showed  that  both  abstaining  and 
drinking  alcoholic  subjects  had  decreases  in  in- 
dividual 17-ketosteroid  levels.  The  decrease  was 
most  pronounced  in  the  drinking  subject.  The 
increased  excretion  of  testosterone  glucuronide 
in  alcoholic  subjects  suggested  that  there  may 
be  increased  conversion  of  17-ketosteroids  to 
testosterone  and  its  metabolites,  or  that  glucu- 
ronidation  may  be  increased  by  alcohol  con- 
sumption.Obviously,  the  increase  in  tes- 
tosterone glucuronide  could  not  wholly  ac- 
count for  the  decrease  in  total  17-ketosteroids. 
Further  investigations  have  shown  no  signifi- 
cant difference  in  the  ratio  of  glucuronides  to 
sulfate-conjugated  17-ketosteroids,  suggesting 
that  differences  in  glucuronidation  in  the  liver 
do  not  account  for  this  phenomenon.  Further 
studies  are  currently  in  progress  to  measure 
the  plasma  levels  of  testosterone  and  the  indi- 
vidual 17-ketosteroids  to  determine  whether 
these  changes  in  excretion  are  reflected  in  the 
circulating  levels.^" 

Insulin  Metabolism;  Investigations  in  this  lab- 
oratory have  also  been  concerned  with  glucose 
and  insulin  metabolism  in  alcoholic  subjects. 
Alcohol  hypoglycemia  is  a well-recognized  clini- 
cal entity. It  appears  to  be  caused  by  a 
depletion  of  liver  glycogen  and  is  characterized 
by  lack  of  significant  increase  in  measurable 
insulin  and  a lack  of  response  to  glucagon.  Al- 
coholics with  this  syndrome  are  very  ill  and 
usually  are  seen  in  the  emergency  room. 

The  subjects  studied  here  differ  from  this 
group  in  several  parameters.  The  subjects  have 
a considerable  history  of  alcohol  consumption 
but  no  detectable  hepatic  dysfunction  and  no 
immediate  consumption  of  alcohol  prior  to 
testing. 

The  results  of  a population  of  69  abstaining 
chronic  alcoholic  subjects  on  which  a glucose 
tolerance  test  was  performed  are  summarized 
in  Fig  6.  Of  the  69  subjects,  14  had  a first- 
hour  glucose  level  in  excess  of  150  mg/100 
ml,  and  only  5 of  these  were  in  excess  of  170 
mg/100  ml.  Similarly,  16  subjects  had  a nadir. 
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4.  Parameters  of  mineralocorticoid  metabolism  in  a 
chronic  alcoholic  subject  ingesting  ethanol. 


Normal  Controls 

Male 

F 

M 

Alcoholics 

3.3 

29.2 

103.5 

1.4 

37.7 

148.5 

4.8 

48.0 

94.9 

6.9 

36.7 

73.4 

7.9 

37.1 

173.8 

8.8 

52.3 

497.6 

11.6 

46.1 

58.6 

20.2 

37.5 

50.9 

225.5 

17.6 

117.5 

37.8 

Xf  = 6.38 

Xm  = 36.7  Xa  - 

= 153.08 

Analysis  of  variance — 

F 2.25  — 11.23  p<.001 

Unpaired  t-test 

116.38 

X males  - X alcoholics 

= = t = 1.72 

67.38  df  = 19  p<.05 

30.31 

X males  - X females 

= = t = 2.35 

12.87  df  = 16  p<.025 

5.  Testosterone  excretion  (\ig/24  hours). 
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Inclusive 

Time 

Glucose 
(mg/100  ml) 

Subjects 

1st  hour 

<150 

39 

1st  hour 

>150 

2 

1st  hour 

>160 

7 

1st  hour 

>170 

5 

0-5  hours 

< 50 

12 

0-5  hours 

< 40 

4 

6.  Glucose  tolerance. 


A;  Early  hyperresponders 

>150  rtU  in  0.5  and/or  1 hour 

B:  Late  responders 

<150  uU  at  0.5  and/or  1 hour 
IRl  at  2,  3 hours  > 0.5  and/or  1 hour 

C:  Normal 

> 75,  < 150  at  0.5,  1 hour  with  subsequent  decreases  at 
2,  3,  4,  and  5 hours 

D;  Hyporesponders 

< 75  at  0.5,  1 hour  with  no  first  increase  at  2,  3,  4,  and 
5 hours 


7.  Criteria  for  grouping  by  serum  IRI  response. 


Early  Hyperresponders 

> 200  ^lU  at  0.5  and/or  1 hour  10 

> 150  and  <200  nU  at  0.5  and/or  1 hour  2 

Late  Responders 

>200  nU  at  0.5  and/or  1 hour  2 

>150  and  <200  pU  at  0.5  and/or  1 hour  3 

<150  pU  at  0.5  and/or  1 hour  2 

Normal  5 

Hyporesponders  3 

Total  27 


8.  Effect  of  alcohol  on  insulin  secretion  during 
100  gm  oral  glucose  tolerance  test. 


usually  in  three  hours  after  loading,  of  less 
than  50  mg/100  ml  while  4 were  less  than 
40  mg/100  ml. 

Plasma  glucose  levels  are  a composite  of 
various  factors,  many  of  which  may  be  affected 
by  ethanol.  The  first  and  most  important  study 
seemed  to  be  insulin  secretion.  A subpopula- 
tion of  27  chronic  alcoholic  subjects  was  cho- 
sen for  studies  of  insulin  metabolism.  When  the 
subjects’  conditions  were  stabilized,  they  were 
challenged  with  100  gm  of  glucose  and  serial 
plasma  insulin  levels  were  measured.  Insulin 
levels  were  assayed  by  radioimmunoassay.^^ 
About  one-half  of  these  subjects  were  found  to 
have  early  hyperinsulinism  (Fig  7);  values  of 
over  200  /<,U/ml  were  found  in  this  group.  This 
hyperresponse,  of  course,  probably  caused  the 
hypoglycemia  previously  observed  three  to  four 
hours  after  a meal.  A second  group,  composed 
of  approximately  one-fourth  of  our  subjects, 
had  delayed  and,  in  most  cases,  exaggerated 
peak  levels.  Less  than  one-fourth  of  our  sub- 
jects were  found  to  have  initially  normal  insulin 
responses,  while  a small  number  of  these  sub- 
jects showed  subnormal  insulin  responses.  In 
summary,  22  of  27  alcoholic  subjects  had  ab- 
normal insulin  responses  to  a glucose  meal 
(Fig  8). 

Summary:  A series  of  investigations  with  regard 
to  endocrine  function  in  chronic  alcoholic  male 
subjects  has  been  conducted.  These  studies 
reveal  profound  alterations  in  aldosterone,  an- 
drogen, and  insulin  metabolism. 

Although  these  studies  are  far  from  com- 
plete, they  represent  a better  understanding  of 
the  chemical  and  hormonal  alterations  that 
occur  in  alcoholic  patients.  These  studies  sug- 
gest means  of  treating  alcoholic  morbidity  via 
endocrine  replacement.  Finally,  distinct  endo- 
crine abnormalities  may  allow  the  perfection 
of  a simple  laboratory  test  that  will  help  the 
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general  physician  to  distinguish  an  alcoholic 
patient  from  a social  drinker  and  provide  the 
physician  with  a concrete  basis  for  counseling 
and,  if  necessary,  referral  to  alcohol  treatment 
facilities. 


reference  to  glucose  and  insulin  tolerances.  Acta  Med  Scand 
162:195-202,  1958. 

20.  Hales  CN,  Randle  PJ;  Immunoassay  of  insulin-antibody 
precipitate.  Lancet  1:200,  1963. 
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Houston  77025. 
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Ihe  science 
of  treating 
gas  pain 

^ JA/hen  gas  is  enfrapped i n the  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that  of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction.2#^°^^  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomachache  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 


IS  unaware. 


new 


,PH>^  treats 

gas  pain  scientifital  v 

^ Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  mg.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.^  also  releases  20  mg.  of  specially-activated 

simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there^^Phasil  is  safe;  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.;  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 


References:  1.  Roth,  J.  L.;  Ann.  N.Y.  Acad.  Sci.  ?50:109,  Feb.  26,  1968.  2.  Reich,  N.  E.,  and 
Fremont,  R.  E.  (eds.):  Chest  Pam,  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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Description:  Each  Pulvule®  contains— 


Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor)  240  mg, 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7,5  meg, 
(The  total  vitamin  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F,,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate)  110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 0.5  mg. 


Indications;  Trinsicon  is  a multifactor  preparation  effective  In  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  6,,  with  Intrinsic  faefor-When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  6,2  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  B,,  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  {Diphyllo- 
bothrium  latum}  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B,,.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deiiciency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitarnin  6,2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,2  contained  in  two  Pulvules  Trinsicon  provide  W2  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from,  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Foots  et  al.  maintained  patients  with  pernicious  anemia  in  ciiniical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  6,2) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  “just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid— folk  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue: 

It  is  apparent  that  in  vitamin  6,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  6,2  interrelationship  : (1)  6,2  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  6,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  6,2. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/cf-Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requites 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vit3min-6,2-deficien^ 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  6,2  may  result  in  hematologic  re- 
mission but  neuirological  progressjon, 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  6,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  6, 2,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  .patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 
Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro-- 
intestinal  reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  m the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  .daily  produce  a stantdard  respBse 
in  the  average  uincomplicated  case  of  ipeirnioious  afii.mla;,) 

How  Supplied:  Pulvules  Trinsicon*  (heraatinic  concentrate  with  intrinsic  factor, 
Lilly),  in.  bottles  of  60  and  SOO  and  in  Identi-Dose"  (un.ij  dose  medication,  Lilly) 
in  boxes  of  100. 

Innsicon 

Hematinic  Conceficrate  with  Intrinsic  fetor 

A Comprdiensive  rfematinic 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Oompany 
Indianapplis,  Indiana  46206 


SUisf* 


Methadone 

maintenance 


CHARLES  R.  LETT,  MD 
WILLIAM  PORTWOOD,  ACSW 
JAMES  WILSON,  MA 
STEPHEN  WASHINGTON,  MHW 
WINSTON  PATTERSON,  MHW 


A description  of  the  methadone  maintenance  pro- 
gram in  Dallas  is  presented  along  with  an  evalua- 
tion of  its  effectiveness  after  one  year  of  opera- 
tion. Special  attention  is  given  to  the  psychother- 
apeutic treatment  models  employed,  staff  reac- 
tions to  the  program,  and  the  drug  abuse  and 
arrest  patterns  of  the  clients.  Their  age,  sex,  ra- 
cial, vocational,  and  educational  characteristics 
are  also  examined. 

THE  CITY  OF  DALLAS  has  only  one  methadone 
maintenance  program,  and  it  was  initiated  by 
the  District  6 Community  Mental  Health  Center 
of  the  Dallas  County  Mental  Health  and  Mental 
Retardation  Department. 

Dallas  County  has  a population  of  1,300,000, 
with  an  estimated  3,000  heroin  addicts.  Al- 
legedly, several  earlier  and  unsuccessful  at- 
tempts were  made  to  establish  a methadone 
maintenance  program  in  Dallas. 

The  District  6 program  was  given  its  IND 
(Investigational  New  Drug  permit)  on  Dec  10, 
1970.  The  first  subject  was  started  on  the  pro- 
gram on  Feb  10,  1971.  Some  aspects  of  the 
characteristics  and  the  impact  of  this  program 
after  one  year  of  operation  are  presented. 

The  objective  of  the  program  was  to  provide 
a methadone  maintenance  program  (based  on 
the  principles  of  Dole  and  Nyswander^  for  the 
narcotic  addicts  in  the  District  6,  which  in- 
cludes part  of  the  inner  city,  the  South  Dallas 
community  (predominantly  black),  and  the  Mes- 
quite community  (predominantly  white).  Ini- 
tially, the  program  was  restricted  to  only  resi- 
dents of  that  area;  however,  it  was  decided  that 
any  Dallas  County  resident  would  be  eligible 
since  this  was  the  only  program  available  there- 
in. Medical,  dental,  psychological,  vocational, 
social  and  any  other  services  indicated  would 
be  used  in  the  rehabilitation  of  the  narcotic 
addict. 


Group  therapy  participation,  arrest  records, 
and  vocational/academic  progress  would  be  the 
major  indices  of  rehabilitation  progress. 

Setting  and  Funding:  The  District  6 Mental 
Health  Center  is  housed  in  a two-story  brick 
building  located  in  the  inner  city  area  of  Dallas. 
There  are  two  satellites  of  the  Center;  however, 
methadone  has  only  been  dispensed  from  the 
main  unit. 

The  Center  could  not  procure  special  funds 
for  the  methadone  program  during  the  first 
year  of  operation.  Therefore,  each  client  was 
charged  a $15  admission  fee  and  a weekly  fee 
of  $1 1.  The  remainder  of  the  cost  was  absorbed 
by  the  Center’s  general  budget.  The  cost  for 
maintaining  one  methadone  client  is  $1,500  to 
$2,000  per  year.® 

Staff:  A methadone  program  involves  every  staff 
person  who  comes  into  the  same  building  where 
the  program  is  being  operated,  whether  he 
wants  involvement  or  not.  Methadone  programs 
have  a unique  way  of  doing  this.  The  District 
6 Community  Mental  Health  Center  employs  65 
persons  full-  or  part-time.  There  are  26  mem- 
bers of  the  staff  directly  involved  in  the  pro- 
gram on  a regular  basis,  3 clerks,  4 mental 
health  workers,  2 drug  abuse  specialists  (ex- 
addicts), 11  nurses,  1 social  worker,  1 psychol- 
ogist, 2 general  medical  practitioners,  1 regis- 
tered pharmacist,  and  1 psychiatrist  (director 
of  the  program). 

Operational  Characteristics:  The  program  de- 
sign complies  with  conditions  of  the  FDA  print- 
ed in  the  Federal  Register  April  2,  1971. 

Eligibility  is  limited  to  residents  of  Dallas 
County. 

Admission  criteria  is  as  follows:  (1)  evidence 
on  current  addiction  to  opiates;  (2)  history  of 
opiate  use,  two  years  or  more;  (3)  history  of 
one  or  more  failures  at  treatment  and  rehabili- 
tation; (4)  transfers  from  other  methadone 
programs. 
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Persons  under  18  years  of  age  not  eligible. 

Admission  evaluation  includes:  (1)  recorded 
history  to  include  age,  sex,  history  of  arrest 
and  convictions,  educational  level,  employment 
history  and  history  of  drug  abuse  of  all  types; 
(2)  complete  medical  history;  (3)  physical  ex- 
amination; (4)  formal  psychiatric  evaluation  in 
subjects  with  a prior  history  of  psychiatric 
treatment;  (5)  chest  x-ray;  and  (6)  laboratory 
examinations  to  include  complete  blood  count, 
routine  urinalysis,  liver  function  studies  (includ- 
ing SCOT,  alkaline  phosphatase,  total  protein, 
and  albumin/globulin  ratio)  fasting  blood  glu- 
cose, blood  urea  nitrogen,  serologic  test  for 
syphilis,  and  a urinalysis  for  drugs  including 
narcotics,  barbiturates,  amphetamines,  and 
cocaine. 

The  staff  determines  acceptance  or  rejection. 
Those  persons  rejected  are  informed  of  the 
basis  of  their  rejection  and  are  offered  an  alter- 
nate treatment  or  rehabilitation  program. 

All  enrollees  are  informed  of  the  investiga- 
tional nature  of  the  program  and  are  required 
to  sign  a statement  of  consent. 

Rehabilitative  elements  include  group  psy- 
chotherapy, individual  psychotherapy  in  select- 
ed cases,  vocational  guidance,  and  educational 
placement. 

The  staff  reviews  the  progress  of  each  par- 
ticipant weekly. 

Urine  samples  are  analyzed  weekly  to  deter- 
mine the  use  of  other  drugs. 

All  clients  must  remain  on  the  program  for 
a minimum  of  six  months  before  a request  will 
be  considered  to  detoxify.  A client  who  insists 
on  being  detoxified  against  the  advice  of  the 
staff  before  the  six-month  period  ends  is  not 
considered  for  entrance  back  into  the  program 
until  six  months  after  his  date  of  termination. 
Those  who  detoxify  after  six  months  on  the 
program  and  with  staff  approval  are  eligible  for 
reinstatement. 
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Methadone  and  Other  Drugs  Prescribed:  Three 
forms  of  methadone  are  dispensed  to  our  cli- 
ents: (1)  methadone  HCL  as  bulk  powder  is 
dissolved  in  distilled  water  in  a concentration 
of  10  mg/cc,  and  (2)  methadone  HCL  as  a con- 
centrate of  10  mg/cc  in  cherry-flavored  syrup. 
The  bulk  powder  and  the  concentrate  are  dilut- 
ed to  2 oz  of  liquid  with  a presweetened  Kool- 
Aid  solution.  Some  clients  prefer  water  as  a 
diluent.  (3)  Methadone  HCL  in  effervescent  10 
and  40  mg  tablets  is  also  used.  This  tablet 
offers  some  safeguards  against  accidental  in- 
gestion by  children  and  is  too  viscous  when  dis- 
solved for  effective  intramuscular  or  intraven- 
ous injection.  It  is  therefore  unsuitable  as  an 
attractive  black  market  injectable.  This  tablet 
form  is  the  only  form  permitted  to  be  taken  out 
of  the  Center. 

Take-out  medication  is  permitted  to  those 
clients  who  have  been  stabilized  and  exhibit 
little  potential  for  selling  their  methadone  on 
the  black  market.  Take-out  is  also  authorized 
for  those  persons  having  to  leave  the  city  for 
an  emergency  or  for  a vacation.  The  FDA  per- 
mits twice  a week  take-out,  not  to  exceed  three 
days  on  a routine  basis.  Some  of  our  clients 
have  been  allowed  to  do  this  with  good  results. 
Age,  Sex  and  Racial  Characteristics:  Fig  1 indi- 
cates the  age,  sex  and  racial  characteristics  of 
those  accepted  for  the  program. 

There  were  29  clients  in  the  18-24-year-old 
age  group,  78  in  the  25-44-year-old  age  group, 
and  6 who  were  45  years  old  or  older.  The  age 
range  for  the  program  was  19-63  years. 

Most  of  the  addicts  accepted  for  the  program 
were  in  the  25-44-years  age  range.  Gearing, 
analyzing  a sample  of  New  York  methadone 
subjects  (3,485),  found  a median  age  of  33.3 
years. 4 The  younger  addict  is  generally  poorly 
motivated  to  give  up  his  narcotic  experience 
for  the  demands  of  a methadone  program. 
After  the  age  of  45  there  is  a general  decline 
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in  the  frequent  use  of  narcotics  by  the  addict. 
The  increased  death  rate  associated  with  addic- 
tion leaves  fewer  of  them  alive  in  the  later  years 
as  compared  to  the  nonaddict  population. 

Statistically,  male  addicts  outnumber  female 
addicts.^  There  were  80  male  subjects  and  35 
female  subjects  in  the  Dallas  program  for  the 
first  year.  This  is  a ratio  of  2:1,  male  to  female. 
The  ratio  of  black  males  to  black  females  was 
2:1  also.  The  white  male-to-female  ratio  was 
5:1  and  the  Mexican-American  ratio  was  5:1. 
Racially,  there  was  79  blacks,  25  whites,  and  11 
Mexican-Americans,  and  3:1  blacks  to  whites. 

No  interpretation  of  the  statistical  signifi- 
cance of  the  racial  ratios  can  be  made  as  appli- 
cable to  Dallas  because  of  the  small  sample. 
The  racial  distribution  is  of  special  interest  be- 
cause of  the  small  number  of  Mexican-American 
clients  (Fig  2). 

The  response  of  the  Mexican-American  addict 
population  was  surprising.  The  Mexican-Ameri- 
can population  in  Dallas  County  is  over  70,000. 
The  Mexican-American  narcotic  addict  popula- 
tion is  estimated  to  be  greater  than  that  of 
whites,  but  lower  than  that  of  blacks.  After  a 
preliminary  study,  the  staff  was  of  the  opinion 
that  the  location  of  the  clinic  and  definite  eth- 
nic factors  precluded  the  utilization  of  the  pro- 
gram by  a significant  number  of  Mexican-Amer- 
ican addicts.  Gearing’s  sample  of  3,485  New 
York  addicts  on  methadone  revealed  an  ethnic 
distribution  of  40%  white,  40%  black,  19% 
Spanish,  and  1%  Oriental.® 

Drug  Abuse  Patterns  of  Clients;  The  admission 
history  showed  the  following  drug  abuse  pat- 
terns of  the  clients  at  the  time  they  applied  for 
the  program:  39  used  only  heroin  at  the  time  of 
admission  to  the  program;  30  used  heroin  and 
stimulants;  21  used  heroin  and  other  narcotics 
(excluding  methadone);  9 used  heroin  and  hyp- 
notic sedatives;  9 used  methadone  only;  and  7 
used  heroin  and  two  or  more  other  drugs. 


excluding  alcohol  and  marijuana.  Most  of  the 
subjects  had  used  alcohol  and  marijuana  at 
some  time  in  the  past  or  at  the  time  of 
admission. 

The  number  of  persons  using  heroin  or  an- 
other narcotic  on  a daily  basis  for  the  two  years 
prior  to  entrance  in  the  program  was  98.  The 
remaining  17  had  used  narcotics  less  frequent- 
ly during  the  three  months  prior  to  entry,  but 
did  have  a history  of  daily  use  for  two  or  more 
consecutive  years  at  some  time  in  the  past. 
The  range  of  heroin  use  over  a period  of  years 
for  the  Dallas  program  was  2-40  years.  The 
longest  use  on  consecutive  days  was  for  seven 
years,  or  2,555  days,  by  a male  subject. 
Vocational/Academic  Status:  The  Texas  Voca- 
tional and  Rehabilitation  Department  assigned 
a full-time  staff  to  the  Center  to  work  with  the 
drug  abuse  programs.  All  persons  accepted  on 
the  methadone  program  were  interviewed  and 
counseled  by  the  vocational  and  rehabilitation 
staff.  There  were  45  clients  employed  at  the 
time  of  entrance  to  the  program;  46  were  un- 
employed at  entrance;  21  were  employed  after 
entrance;  2 were  college  students;  and  the 
status  of  1 was  unknown. 

The  typical  stereotype  of  the  narcotic  addict 
is  that  he  does  not  engage  in  any  respectable, 
legal  means  of  regular  employment.  This  is 
definitely  not  true.  Many  narcotic  addicts  were 
gainfully  employed  and  in  various  categories, 
blue  collar,  white  collar  and  professional  in- 
cluded. This  was  true  of  the  Dallas  program. 
Arrest  Patterns:  From  Jan  1,  1971,  to  Feb  29, 
1971,  an  arrest  survey  was  made  for  all  the 
addicts  accepted  on  the  program.  Some  of 
these  arrests  were  made  before  and  after  the 
persons  became  active  on  the  program.  These 
findings  give  some  indication  of  the  quality  of 
offenses  charged  to  the  program  population. 
Charges  and  numbers  of  arrests  were;  city 
vagrancy  (prostitution),  13;  violation/narcotic 
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laws,  27;  forgery,  1;  disorderly  conduct,  2; 
theft,  20;  aggravated  assault,  3;  burglary,  12; 
auto  theft,  5;  embezzlement,  1;  homicide,  1; 
vagrancy  (sweating  dice),  1;  weapons,  2;  viola- 
tion of  driving  laws,  1;  and  miscellaneous,  12. 

There  were  15  persons  arrested  while  active 
on  the  program. 

The  American  Bar  Association  has  estimated 
that  some  50%  of  crimes  committed  in  metro- 
politan areas  are  drug  related.  Dupont  reported 
that  a significant  reduction  in  crime  occurred 
in  Washington,  DC,  after  2,300  heroin  addicts 
were  placed  on  a methadone  program. ^ 

During  the  first  year  of  operation  of  the  Dal- 
las program,  there  was  a 7.9%  reduction  in 
crime  in  the  city,  it  is  improbable  that  the 
methadone  program  was  a significant  influence 
in  this  reduction.  The  actual  impact  is  unknown. 
Urine  Collection:  Urinalyses  are  conducted 
weekly  for  the  detection  of  heroin,  barbiturates, 
amphetamines,  and  cocaine.  A pooled  speci- 
men, collected  on  Friday  and  Tuesday,  is  mailed 
to  the  laboratory  on  Wednesday.  The  results 
are  received  by  telerecorder  the  following  Mon- 
day. 

All  urine  samples  are  taken  under  the  direct 
visual  observation  of  a staff  member. 

Blockade:  In  our  program,  methadone  is  admin- 
istered daily  in  increasing  doses  until  blockade 
(cross  tolerance)  level  is  obtained.  The  average 
blockade  dose  for  our  subjects  was  90  mg.  The 
dose  range  was  20-150  mg. 

Admissions  and  Dispositions:  During  one  year 
of  operation,  a total  of  187  addicts  completed 
an  application  for  the  program.  After  staffing 
each  applicant,  115  were  found  to  be  accepta- 
ble and  started  on  the  program.  The  remaining 
72  were  rejected  for  various  reasons,  generally 
because  they  did  not  fit  our  criteria  for  accept- 
ance. These  persons  were  offered  some  other 
form  of  treatment  at  the  Center  or  were  referred 
to  other  facilities  in  the  city. 


After  one  year  of  operation,  there  were  70 
clients  actively  participating  in  the  program. 
Seven  of  these  were  readmissions.  Of  the  total 
115  who  started  the  program,  34  were  active 
for  one  month,  57  were  active  for  one  to  six 
months,  and  24  were  active  for  six  months  to 
one  year. 

Thirty-eight  of  the  115  clients  discontinued 
the  program  of  their  own  accord.  Seven  clients 
were  detoxified  at  their  request.  Reliable  sourc- 
es reported  that  two  of  those  detoxified  and  17 
of  those  who  dropped  out  had  returned  to  the 
use  of  heroin.  Therefore,  at  least  42%  of  those 
who  stopped  the  program  were  reported  to  have 
returned  to  the  use  of  heroin. 

Two  clients  died  while  active  on  the  program, 
one  by  auto  accident  and  the  other,  it  was  sus- 
pected, from  heroin  overdose. 

Two  clients  died  after  leaving  the  program, 
one  by  homicide  several  weeks  after  being  de- 
toxified and  the  other,  allegedly,  from  heroin 
overdose.  The  latter  had  dropped  out  of  the 
program. 

Drug  Use:  At  the  end  of  the  first  year,  all  70 
active  subjects  had  significantly  altered  their 
use  of  heroin. 

There  were  36  subjects  who  had  been  on  the 
program  for  at  least  three  months  with  no  evi- 
dence of  heroin,  barbiturate,  or  amphetamine 
use  during  this  time.  Six  subjects  had  one  pos- 
itive urine  test  result  for  heroin  and  one  for 
barbiturates.  The  remaining  27  had  a positive 
urine  test  result  at  varying  frequencies,  but 
declining  as  length  of  time  in  the  program 
increased. 

Groups:  Currently,  we  have  five  groups  operat- 
ing. Clients  are  assigned  to  specific  groups  and 
their  group  leader  is  also  their  counselor  to 
handle  any  number  of  problems  related  to  the 
program.  Currently,  psychologists,  social  work- 
ers, and  ex-addict  counselors  are  counselors/ 
group  leaders. 
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Group  leaders  try  to  stress  honest  human 
relationships  and  although  they  discourage 
protective  contracts  between  individual  group 
members,  they  do  attempt  to  foster  ego 
strength  by  the  group  without  making  the  in- 
dividual dependent  on  the  group,  trading  one 
type  of  dependency  for  another.  In  addition, 
the  groups  handle  many  problems  of  living  that 
are  indirectly  related  to  their  drug  addiction. 
Staff  members  and  clients  are  on  a casual, 
first-name  basis  (this  does  not  seem  to  affect 
the  authority  of  the  staff  member  negatively). 

Although  it  is  unrealistic  to  expect  perfect 
group  attendance  and  enthusiastic  participation 
by  all  patient-members  of  the  program,  the 
staff  is  convinced  of  the  importance  of  this 
aspect  of  the  rehabilitative  process  and  thus 
exert  pressures  on  the  patient-member  to  at- 
tend his  assigned  group. 

Staff  Reactions:  Staff  reactions  to  the  metha- 
done program  have  been  varied.  When  the  pro- 
gram was  initiated  last  year  the  staff,  with  few 
exceptions,  knew  little  about  the  heroin  addict. 
Several  of  us  had  our  own  concepts  of  what 
this  new  type  of  patient  was  all  about  and  how 
we  would  approach  him.  Unfortunately,  many 
of  these  concepts  were  based  on  our  own  per- 
sonal misconceptions  about  the  heroin  addict 
with  very  little  factual  data  to  support  our  con- 
tentions. Consequently,  too  frequently  we  found 
ourselves  learning  through  trial  and  error. 

At  first,  we  responded  to  the  addict  with  the 
same  expectations  that  we  would  any  other 
patient.  However,  we  quickly  learned  that  this 
was  inappropriate,  in  that  he  was  a different 
type  of  patient  and  such  traditional  approach- 
es were  not  applicable.  Some  staff  members 
believed  that  an  intolerant  program  with  strict 
limits  was  appropriate.  However,  it  was  some- 
what unrealistic  to  expect  a person  who  had 
come  from  an  environment  which  was  practi- 
cally structure-free  to  conform  to  a rigid  set  of 


rules  that  were  completely  out  of  tune  with  his 
life  style.  He  could  not  be  expected  to  keep 
scheduled  appointments  and  do  all  the  “right” 
things  that  our  professional  middle-class  value 
system  dictated.  Our  lack  of  control  of  addicts 
initially  created  our  own  greatest  discomfort. 

We,  therefore,  had  to  reevaluate  our  ap- 
proach and  make  it  more  in  accord  with  the 
type  of  individual  we  were  dealing  with.  It  was 
obvious  that  certain  limit  setting  was  neces- 
sary. We  had  to  let  the  patient  know  that  we 
would  not  be  manipulated,  and  that  certain  be- 
havior was  expected  of  him  while  he  was  on 
the  program.  In  order  to  get  to  the  addict,  we 
had  to  understand  his  world  and  get  to  know 
him  in  it,  and  forget  about  forcing  our  world  on 
him.  Those  on  the  staff  who  adopted  this  atti- 
tude experienced  the  least  amount  of  difficulty 
in  dealing  with  addicts  and  setting  appropriate 
limits  on  their  behavior. 

Impact:  There  is  no  device  capable  of  measur- 
ing the  full  impact  of  the  District  6 methadone 
program  in  Dallas  after  one  year  of  operation. 
Exposure  of  115  narcotic  addicts  (out  of  an 
estimated  3,000)  to  methadone  may  or  may 
not  be  significant.  The  influence  of  the  program 
on  the  7.9%  drop  in  cri.me  for  this  period  is 
also  unknown. 

Qualitatively,  some  positive  influences  of  the 
program  can  be  cited.  Some  addicts  in  Dallas 
now  are  permitted  a life  style  which  allows  ad- 
diction but  without  the  constant  risk  of  arrest, 
without  the  continued  social  and  vocational 
degeneration,  without  the  anguish  and  turmoil 
of  being  without  a fix,  and  without  the  high 
risk  of  some  disease  and  sudden  death. 

The  program  has  also  served  as  the  focal 
point  for  referral  and  information  for  narcotic 
addicts  in  Dallas  pursuing  treatment  and  re- 
habilitation. The  program  has  permitted  the 
staff  to  become  more  involved  with  local  physi- 
cians, professional  societies,  the  local  medical 
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school,  law  enforcement  agencies,  many  other 
city  and  county  agencies,  colleges,  elementary 
and  secondary  schools,  and  churches. 

Whatever  the  impact  of  methadone  has  been 
in  Dallas,  certainly  it  is  far  less  than  it  could 
be.  The  District  6 program  can  only  accom- 
modate 30  more  active  clients.  Unequivocally, 
more  programs  are  needed  in  the  city.  The  Mex- 
ican-American  population  in  Dallas  remains  rel- 
atively isolated  from  our  methadone  program, 
but  we  hope  that  this  situation  will  be  altered 
by  a countywide  comprehensive  drug  abuse 
program  currently  awaiting  federal  approval 
and  funding. 

There  are  no  figures  on  how  many  addicts 
have  been  cured  by  the  Dallas  program  or 
other  such  success  stories.  Methadone  is  just 
not  this  kind  of  thing  in  Dallas  or  anywhere. 
With  all  the  current  controversy,  the  future  of 
methadone  is  uncertain;  it  may  be  augmented 
or  abolished  as  an  effective  approach  to  reha- 
bilitating narcotic  addicts.  The  staff  continues 
to  be  excited  and  gratified  to  participate  in  this 
pioneering  venture  with  methadone,  regardless 
of  its  destiny. 
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THE  DILEMMA 


PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  ^'^ily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 


sale. 


To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE 
SEARCH,  PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de 
signed  for  the  professionai  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management,  and 

(2)  preserving  the  vaiue  of  their  professionai  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 


A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 


SMR  Stainless 
Steel  Polish 
cleans,  and  pre* 
serves  with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 
22  oz.  economy 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


$2.75  F.O.B.  Plant 


Established  Over  AO  Years 


Factory  Direct  Sales 
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Monolithic 

Medicine. 


You  know  only  too  well  what  it  would  nnean.  You’re  concerned 
about  it.  And  you  wonder  who's  protecting  your  interests. 
Contrary  to  what  you  may  think,  the  AMA. 

The  AMA  has  vigorously  opposed  a government  controlled 
medical  system.  And  our  testimony  before  Congress  has 
brought  results.  Today  key  legislators  acknowledge  that 
improvement  of  health  care  can  be  best  accomplished 
within  the  framework  of  our  present  system. 

The  AMA  is  acutely  aware  that  more  and  better  health 
service  must  be  delivered  to  the  public.  To  do  it,  the  AMA  has 
proposed  a number  of  programs.  One  is  Medicredit,  a 
government  supported  program  of  voluntary  national  health 
insurance.  It  would  insure  every  American  — regardless  of  his 
ability  to  pay  — of  obtaining  quality  medical  care. 

The  AMA  is  working  hard  to  protect  your  interests  and  the 
public’s.  But  we  need  your  support.  Find  out  more  about  what 
the  AMA  is  doing  foryoJand  the  public.  Send  forthe  pamphlet, 
‘The  AMA  and  the  American  Doctor:  Sharing  a Common 
Goal.”  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


For  staph.. .or  strep...or  both 


“Most  bacterial  infections  of  the  skin  are  caused  by  Staphylococcus  aureus,  Group  A 
beta-hemolytic  streptococci,  or  a combination  of  both  organisms’.’  ^ 

To  combat  these  infections  efficiently,  your  antibiotic  should  be  effective  against 
both  staph  and  strep  — whether  they  occur  alone  or  in  combination. 

Yet  many  antibiotics— such  as  ampicillin  and  penicillin  G and  V— are  ineffective 
against  the  increasingly  prevalent  penicillinase-producing  strains  of  5.  aureus.  And  others, 
like  the  tetracyclines,  are  often  ineffective  against  either  staph  or  strep. 

Cleocin  HCl  (clindamycin  HCl  hydrate,  Upjohn)  is  one  antibiotic  that  has  proved 
effective  against  both  Group  A beta-hemolytic  streptococci*  and  penicillinase-producing 
S.  aureus. 

A recent  comparison  of  clindamycin  and  penicillin  V was  conducted  in  151  pediatric 
patients  with  impetigo.  In  the  147  patients  who  completed  the  study,  clindamycin  achieved 
a 92%  bacteriological  and  clinical  cure  rate  (68  of  74  patients)  as  opposed  to  only  72%  (53  of 
73  patients)  for  penicillin  V.^Of  the  staphylococcal  organisms  isolated,  27%  were  found  to 
be  penicillin  resistant;  these  patients  were  placed  in  the  clindamycin  group. 

In  multiple  clinical  studies  of  clindamycin  in  skin  and  soft  tissue  infections,  includ- 
ing abscesses,  wounds,  cellulitis,  furunculosis  and  impetigo,  the  causative  organisms— 
whether  staph  or  strep  or  both— were  eradicated  in  326  of  333  patients  from  whom  follow- 
up cultures  were  obtained.  Clinical  resolution  of  the  infection  was  achieved  in  367  of  377 
patients  (97%).^  Significantly,  among  those  with  superficial  skin  and  soft  tissue  infections, 
mixed  staph  and  strep  were  found  in  29%  of  174  patients  from  whom  cultures  were  obtained. 

In  clinical  usage,  mild  to  moderate  morbilliform  skin  rashes  have  been  the  most 
frequently  recorded  side  effects,  and  rare  instances  of  erythema  multiforme  have  been 
observed.  Transient  neutropenia  (leukopenia)  and  eosinophilia  have  been  reported.  Rare 
reports  of  agranulocytosis  and  thrombocytopenia  have  been  made.  No  direct  etiologic  rela- 
tionship to  concurrent  clindamycin  HCl  therapy  could  be  made  in  any  of  the  foregoing. 

There  have  also  been  recent  reports  of  cases  of  severe  and  persistent  diarrhea 
necessitating  drug  discontinuance.  This  diarrhea  has  been  occasionally  associated  with 
blood  and  mucus  in  the  stools,  and  acute  colitis. 

In  summary,  Cleocin  is  a potent  antibiotic.  Because  of  its  dual  effectiveness  against 
staph  and  strep— the  two  most  commonly  encountered  pathogens  in  skin  and  soft  tissue 
infections  — Cleocin  may  prove  valuable  in  such  infections  requiring  immediate  treatment. 

*With  beta-hemolytic  streptococcal  infections,  treatment  should  continue  for  at  least  10  days. 

References:  1.  Conn  HF  (ed):  Current  Therapy,  Philadelphia:  WB  Saunders  Co,  1969,  p 647.  2.  Brown  GR,  Lindholm  JR,  Panzer 
JD,  et  al:  Systemic  therapy  of  impetigo.  Manuscript  submitted  for  publication.  3.  Data  on  file.  Medical  Research  Files,  The 
Upjohn  Company. 

Cleocin*  Hci 

clindamycin  HCl  hydrate,  Upjohn 
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Cleocin'Ha 

clindamycin  HQ  hydrate,  Upjohn 


...for  staph, or  strep,  or 


both 


Clinical  and  bacteriologic  responses  of  patients  with  skin  and  soft  tissue  infections  treated  by  55  investigators  with  Cleocin 

HCI  (clindamycin  HCI  hydrate,  Upjohn)* 

Infection 

No.  of 
Patients 

Pathogens 

Clinical  Response 

Bacteriologic  Response 

Excel,  or 
Good (%) 

Poor 

(%) 

No.  of  Pts. 
Evaluatable 

Organisms 
Eradicated  (%) 

Abscesses, 
wounds,  & 
furuncles 

156 

S.  aureus-  107 

staph,  other-  12 

/S-strep-  10 

151  (97%) 

5(3%) 

129 

126(98%) 

Cellulitis 

38 

S.  aureus-  21 

staph,  other-  1 

/3-strep-  8 

38(100%) 

— 

30 

30(100%) 

Superficial 
skin  & soft 
tissue  — mostly 
impetigo 

183 

S.  aureus-  41 

Mixed  /3-strep 
& staph-  51 

staph,  other-  1 

p-strep 

(74  Group  A)-  81 

178(97%) 

5 (3%) 

174 

170(98%) 

Total 

377 

367(97%) 

10(3%) 

333 

326  (98%) 

•Data  on  file,  Medical  Research  Files,  The  Upjohn  Company. 

Note:  With  /9-hernolytic  streptococcal  infections,  treatment  should  continue  for  at  least  10  days. 


Each  preparation  Clindamycin  HCI  hydrate 

contains;  equivalent  to  clindamycin  base 

150  mg  Capsules 150  mg 

75mgCapsules 75  mg 


Cleocin  (clindamycin)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro 
potency,  better  oral  absorption  and  fewer  gastrointestinal  side 
effects  than  the  parent  compound. 

Indicated  for  infections  caused  by  susceptible  strains  of: 
Staphylococci  — upper  and  lower  respiratory  tract  infections,  skin 
and  soft  tissue  infections;  Pneumococci-upper  and  lower 
respiratory  tract  infections;  Streptococci  - upper  respiratory  tract 
infections  (injectable  benzathine  penicillin  is  considered  to  be  the 
drug  of  choice  in  treatment  and  prevention  of  streptococcal 
pharyngitis  and  in  long-term  prophylaxis  of  rheumatic  fever),  lower 
respiratory  tract  infections,  skin  and  soft  tissue  infections.  Also 
indicated  as  adjunctive  therapy  in  dental  infections  due  to 
susceptible  organisms.  Bacteriologic  studies  should  be  performed 
and  in  vitro  susceptibility  to  clindamycin  should  be  tested. 

CONTRAINDICATIONS:  This  drug  is  contraindicated  in  individuals 
with  a history  of  hypersensitivity  to  preparations  containing 
clindamycin  or  lincomycin. 

WARNINGS:  Cases  of  severe  and  persistent  diarrhea  have  been 
reported  and  have  at  times  necessitated  discontinuance  of  the 
drug.  This  diarrhea  has  been  occasionally  associated  with  blood 
and  mucus  in  the  stools  and  has  at  times  resulted  in  an  acute  colitis. 

Usage  in  pregnancy.- Safety  for  use  in  pregnancy  has  not  been 
established. 

Use  in  the  newborn:  Until  further  clinical  experience  is  obtained, 
Cleocin  HCI  (clindamycin  HCI  hydrate)  is  not  indicated  in  the 
newborn  (infants  below  30  days  of  age). 

PRECAUTIONS;  Prescribe  with  caution  in  atopic  individuals. 
During  prolonged  therapy,  periodic  liver  and  kidney  function  tests 
and  blood  counts  should  be  performed.  The  use  of  Cleocin 
occasionally  results  in  overgrowth  of  nonsusceptible  organisms- 
particularly  yeasts.  Should  superinfections  occur,  appropriate 
measures  should  be  taken  as  indicated  by  the  clinical  situation. 


ADVERSE  REACTIONS: Gasfro/ntest/na/.-  Abdominal  pain,  nausea, 
vomiting  and  diarrhea,  or  loose  stools  may  occur.  Cases  of  severe 
diarrhea  associated  with  blood  and  mucus  in  the  stools  have  been 
reported  (see  “Warnings"). 

Skin  and  Mucous  Membranes:  Generalized  mild  to  moderate 
morbilliform-like  skin  rashes  are  the  most  frequently  reported  of 
all  adverse  reactions.  Other  skin  reactions,  including  urticaria,  are 
of  less  frequent  occurrence.  Rare  instances  of  erythema 
multiforme  have  been  reported. 

Hypersensitivity  Reactions:  A few  cases  of  anaphylactoid 
reactions  have  been  reported.  If  such  a reaction  occurs  the  drug 
should  be  discontinued.  The  usual  agents  (epinephrine, 
corticosteroids,  antihistamines)  should  be  available  for  emergency 
treatment  of  serious  reactions. 

Liver:  Jaundice  and  transient  abnormalities  in  liver  function 
tests  (elevationsofalkaline  phosphatase  and  serum  transaminases) 
have  been  observed  during  Cleocin  (clindamycin)  therapy. 

Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is 
unknown.  No  irreversible  hematologic  toxicity  has  been  reported. 

DOSAGE  AND  ADMINISTRATION:  Adu/ts.-  Mild  to  moderately 
severe  infections—  150  to  300  mg  every  6 hours.  Severe 
infections-300to450  mg  every  6 hours. 

Children:  Mild  to  moderately  severe  infections -8  to  16 
mg/kg/day  (4  to  8 mg/lb/day)  divided  into  three  or  four  equal 
doses.  Severe  infections—  16  to  20  mg/kg/day  (8  to  10  mg/lb/day) 
divided  into  three  or  four  equal  doses. 

Note:  With  ^-hemolytic  streptococcal  infections,  treatment 
should  continue  for  at  least  10  days  to  diminish  the  likelihood  of 
subsequent  rheumatic  fever  or  glomerulonephritis. 

HOW  SUPPLIED:  Cleocin  HCI  (clindamycin  HCI  hydrate)  is 
available  as:  150  mg  Capsules  — Bottles  of  16’s  and  lOO’s. 

75  mg  Capsules  - Bottles  of  16’s  and  lOO’s.  Susceptibility  Disks  - 
2 iig.  Susceptibility  Powder— Vials. 

For  additional  product  information,  see  your  Upjohn 
representative  or  consult  package  insert,  med  e-e-s  ilnu-si  ja72-2167-6 
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Marijuana 

Recent  research  findings -1972 

TIMOTHY  SHARMA,  MD 


Recent  clinical  observations  and  research  findings 
are  presented.  The  clinical  observations  and  re- 
search data  cover  the  physiological  factors,  in- 
cluding laboratory  data  and  subfective  findings  in 
individuals  who  have  smoked  marijuana  either  as 
casual  smokers  or  long-term  chronic  users.  Signi- 
ficant observations  which  have  been  validated  by 
other  observers  in  the  field  are  presented.^'^  Some 
factors  regarding  marijuana  usage  have  not  been 
definitely  proven  or  observed.  These  sporadic  re- 
ports will  need  further  investigation.  As  would 
be  expected,  the  effects  from  marijuana  are  dose- 
related.  Clinical  observation  of  this  factor  is  diffi- 
cult since  one  cannot  measure  the  amount  of 
tetrahydrocannabinol  the  smoker  has  used.  How- 
ever, in  the  experimental  designs,  careful  quanti- 
tative studies  and  results  were  achieved.  In  gen- 
eral it  has  been  found  that  the  frequent  use  of 
marijuana  is  correlated  with  a loss  of  interest  in 
conventional  goals  and  also  with  the  development 
of  lethargy. 

CERTAIN  PHYSIOLOGICAL  EFFECTS  appear  to 
occur  definitely  with  both  the  casual  smokers 
and  the  chronic  smokers  of  marijuana.  The 
most  consistent  physiological  findings  were: 

1.  An  increased  pulse  rate. 

2.  Bilateral  conjunctivitis  in  the  form  of 
dilated  conjunctival  vessels  without  evidence  of 
any  infection  or  irritation. 

3.  Dryness  of  the  mouth,  throat,  and  pha- 
ryngeal areas. 

4.  Mild  decrease  in  motor  strength  and  pro- 
prioception. 

5.  EEG  abnormalities  generally  indicating  an 
increase  in  percentage  time  of  alpha  activity 
and  a decrease  in  percentage  time  of  theta  and 
beta  activities. 

6.  One  study  from  Bristol,  England,®  showed 
cerebral  atrophy  characterized  by  ventricular 
dilatation,  especially  of  the  lateral  and  third 


ventricles  in  chronic  marijuana  smokers  of  two 
to  seven  years’  duration.  The  study  did  not 
definitely  indicate  that  marijuana  caused  the 
cerebral  atrophy.  The  only  conclusion  that  one 
can  draw  from  these  findings  is  that  cerebral 
atrophy  was  found  consistently  In  individuals 
who  had  smoked  marijuana  for  two  to  seven 
years. 

Equivocal  physiological  findings  sporadically 
reported  by  some  authors  during  the  past  dec- 
ade have  not  been  observed  in  our  clinic,  nor 
have  they  been  validated  significantly  by  other 
research  workers.  The  more  controversial  phy- 
siological findings  that  would  fall  into  this 
category  are: 

1.  Pupilary  dilatation.  This  factor  may  be  the 
result  of  substances  added  to  the  marijuana 
cigarette  rather  than  the  effect  of  tetrahydro- 
cannabinol itself.  A possible  adulterant  would 
be  atropine  sulfate.  Atropine  sulfate  has  been 
blended  with  marijuana  cigarettes  in  some 
areas  of  the  United  States,  particularly  in  the 
north. 

2.  There  has  been  no  indication  that  mari- 
juana smoking  enhances  sensory  awareness. 

3.  There  have  been  no  reports  of  any  fatal 
effects  from  the  smoking  of  marijuana. 

4.  No  birth  defects  have  been  observed  in 
children  of  clients  who  were  pregnant  during 
the  time  that  they  were  smoking  marijuana.  No 
chromosomal  abnormalities  were  found. 

5.  Blood  glucose  changes  are  not  consistent 
enough  to  warrant  its  listing  as  being  a major 
physiological  finding. 

Subjective  Findings:  Subjective  findings  varied 
considerably  with  the  level  of  dosage.  Individ- 
uals who  were  considered  to  be  using  an  aver- 
age dosage  in  the  United  States  indicated  that 
they  felt  an  alteration  of  time  and  space  per- 
ception, euphoria,  and  a feeling  of  relaxation 
and  well-being.  Dulling  of  their  attention  and 
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impaired  immediate  memory  as  well  as  frag- 
mentation of  thought  processes  accounted  for 
the  patients’  general  lethargy,  uninvolvement, 
and  loss  of  interest.  Other  subjective  findings 
included  disinhibition,  altered  sense  of  identity, 
exaggerated  laughter,  and  increased  suggesti- 
bility. Some  patients  reported  less  frequently 
that  they  felt  dizzy,  lightheaded,  nauseated, 
and  hungry.  The  patients  who  were  on  very  low 
dosage  did  not  show  many  effects  at  all.  In 
fact,  these  individuals  showed  the  same  per- 
ceptual and  affective  responses  to  placebo  con- 
ditions that  mimicked  their  experience  with 
marijuana. 

Individuals  who  had  been  using  higher  doses 
and  who  had  been  experimentally  tested  on 
higher  doses  experienced  disruption  of  body 
image,  personal  feelings  of  unreality,  visual 
distortions,  and  sometimes  hallucinations.  The 
hallucinations  occur  in  40%  of  cases.  Paranoid 
thinking  and  paranoid  action  have  been  report- 
ed with  some  frequency  in  those  cases  also. 
Objective  Findings:  The  objective  findings  cor- 
related significantly  with  the  patients’  reported 
feelings.  However,  in  a small  percentage  of 
cases,  acute  psychotic  episodes  occurred,  es- 
pecially in  susceptible  individuals.  These  indi- 
viduals were  not  aware  that  they  were  experi- 
encing a psychotic  episode.  However,  after  they 
were  satisfactorily  treated  they  realized  that 
they  had  had  a severe  break  with  reality.  Per- 
sons who  appeared  to  suffer  most  from  acute 
psychotic  episodes  were  those  who  had  margin- 
al psychological  adjustments,  especially  in  the 
presence  of  excess  stress.  Intellectual  and  mo- 
tor performance  were  both  impaired.  This  im- 
pairment was  most  noticeable  in  their  reaction 
time-tasks  performance.  Casual  smokers  as  well 
as  heavy  smokers  showed  impairment  of  per- 
ception in  performing  psychomotor  tasks. 

However,  the  casual  smokers  showed  a great- 


er degree  of  impairment  than  heavy  smokers. 
Regarding  the  frequency  of  use  of  marijuana, 
there  are  several  good  reports  from  surveys 
done  in  high  schools  and  public  schools.  How- 
ever, one  of  the  more  interesting  surveys  was 
that  conducted  in  six  medical  schools;^  it 
showed  a 17  to  70%  use  of  marijuana  in  these 
schools,  depending  on  location. 
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Pediatric 
grand  rounds: 


A case  of  massive  small  bowel  resection  in  an  in- 
fant is  presented.  Complications  and  management 
of  the  short  bowel  syndrome  in  infancy  are  dis- 
cussed. A diligent  and  prolonged  effort  can  result 
in  a satisfactory  outcome. 

DR.  PHILIP  STEUBER,  Chief  Pediatric  Resident, 
Ben  Taub  General  Hospital:  The  patient,  a 7- 
month-old  Latin-American  boy,  was  delivered  at 
Jefferson  Davis  Hospital  on  Aug  21,  1972,  after 
an  uneventful  term  gestation  (birth  weight, 
2.95  kg).  A VDRL  test  for  syphilis  was  positive 
(1:16),  and  the  patient  received  a course  of 
penicillin.  Bloody  diarrhea  developed  when  the 
infant  was  11  days  old.  No  organisms  grew  on 
culture,  and  the  diarrhea  subsided  spontane- 
ously without  an  etiologic  diagnosis.  An  Enfamil 
formula  was  prescribed,  and  the  baby  was  dis- 
charged; he  weighed  3.18  kg  at  14  days  of  age. 

He  was  next  seen  at  Ben  Taub  General  Hos- 
pital at  5 weeks  of  age  with  a two-week  history 
of  intermittent  but  increasing  abdominal  dis- 
tention and  a one-week  history  of  vomiting  and 
diarrhea.  Because  of  malnutrition  and  dehydra- 
tion (he  weighed  3.49  kg)  he  was  admitted. 
Cultures  were  negative  and  symptomatic  ther- 
apy was  given.  Oral  fluids  were  begun  and  Iso- 
mil was  introduced  to  the  diet.  The  patient  tol- 
erated this  formula  well.  A barium  enema  ex- 
amination was  done  on  the  sixth  hospital  day 
to  evaluate  persistent  abdominal  distention. 
Results  were  interpreted  as  normal;  neverthe- 
less, the  infant  failed  to  gain  weight  and  intra- 
venous fluids  were  reinstituted  on  day  11.  His 
weight  was  then  3.09  kg.  Stool  pH  values 
ranged  from  6. 0-7.0  on  Isomil,  but  then 
dropped  to  5.0.  He  seemed  to  respond  to  the 
intravenous  fluids.  His  weight  increased  to  3.41 
kg  and  his  diarrhea  ceased.  Again  on  Isomil, 
his  weight  increased  to  3.49  kg  on  the  28th 
hospital  day,  and  discharge  was  contemplated. 
However,  diarrhea  developed  again  and  the 


baby  lost  0.23  kg,  and  was  switched  to  Cho- 
Free  formula  with  glucose.  Stool  pH  values  were 
6. 0-7.0  and  no  reducing  substances  were  pres- 
ent. He  continued  to  lose  weight  and  intrave- 
nous fluids  were  again  given  to  correct  dehy- 
dration. The  patient's  weight  varied  from  2.72 
to  3.15  kg  without  change  in  his  clinical  course 
of  intermittent  distention,  diarrhea,  and  dehy- 
dration until  hospital  day  56,  at  which  time  the 
distention  increased  and  signs  and  symptoms 
of  intestinal  obstruction  developed. 

A laparotomy  revealed  malrotation  with 
small-bowel  vovulus  and  strangulation.  Approx- 
imately 60  cm  of  distal  small  bowel  were  re- 
moved. Peritonitis  and  sepsis  were  treated  with 
ampicillin,  kanamycin,  and  Chloromycetin.  The 
postoperative  course  was  complicated  by  a 
wound  infection  and  bacteremia.  Hyperalimen- 
tation was  begun  and  discontinued  after  25 
days,  at  which  time  the  baby  weighed  3.54  kg. 
Pregestimil  was  prescribed  but  again  diarrhea 
developed  and  glucose  was  present  in  the 
stools.  On  the  99th  hospital  day  another  Silas- 
tic catheter  was  implanted  and  a second  period 
of  total  parenteral  alimentation  was  begun  and 
performed  for  23  days,  at  which  time  the  pa- 
tient weighed  3.77  kg.  Baylor  Core  formula, 
1 %,  was  initiated. 

He  started  to  lose  weight  again  and  a third 
hyperalimentation  was  begun  on  the  120th  hos- 
pital day.  Because  of  Candida  sepsis,  this  was 
discontinued  after  nine  days.  A low-carbohy- 
drate Baylor  Core  formula  was  tried  again,  but 
the  patient  could  not  tolerate  it.  Cho-Free  with- 
out added  carbohydrate  was  prescribed.  The 
feeling  was  that  the  patient  could  not  tolerate 
glucose.  Gastric  analysis  of  a one-hour  speci- 
men yielded  3.0  cc  fluid  with  62  mEq  total  acid 
and  46  mEq  free  acid.  The  patient’s  weight  was 
3.57  kg.  Since  that  time  he  has  been  main- 
tained on  parenteral  glucose  solutions  and  Cho- 
Free  formula  with  1-2%  glucose  added.  At- 
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tempts  to  increase  the  formula  carbohydrate 
content  have  invariably  resulted  in  diarrhea 
and  dehydration.  At  present  the  patient  is  on 
a regimen  of  intravenous  fluids,  2%  Cho-Free 
formula,  Pro-Banthine,  and  Mylanta.  Repeat 
gastrointestinal  x-rays  are  normal.  Transit  time 
of  food  to  the  ileocecal  area  is  30  min.  The 
baby  weighs  approximately  3.79  kg. 

Dr.  George  ReuI,  Assistant  Chief  of  Surgery: 
Some  interesting  work  has  been  done  on  mas- 
sive small  bowel  resection  and  its  relation  to 
gastric  secretion.  This  baby’s  gastric  contents 
were  extremely  acid,  as  were  the  stools.  Despite 
attempts  at  feeding,  diarrhea  continued  to  oc- 
cur and  weight  could  not  be  gained  via  normal 
alimentation  or  on  special  diets.  Supplemented 
with  intravenous  hyperalimentation,  the  infant 
has  continued  to  survive  despite  several  epi- 
sodes of  septicemia. 

The  amount  of  bowel  one  can  resect  in  in- 
fants has  always  been  of  concern  to  the  sur- 
geon. Clatworthy  did  a number  of  small  bowel 
resections  in  puppies  and  found  that  puppies 
would  survive  normally  with  50%  or  more 
bowel  remaining.  Moreover,  many  puppies 
would  survive  with  as  much  as  85%  of  the 
bowel  resected.  In  the  newborn,  the  jejunal-ileal 
length  is  usually  between  200  and  300  cm. 
There  are  infants  surviving  with  as  little  as  20 
cm  of  small  bowel.  If  the  infant  has  more  than 
50  cm  of  small  bowel,  with  modern  techniques 
of  treatment  (including  intravenous  hyperali- 
mentation) he  should  not  succumb  from  the 
short-bowel  syndrome.  If  at  all  possible,  the 
ileocecal  valve  should  be  retained;  however  in- 
fants may  survive  normally  without  it.  Interest- 
ingly enough,  the  remnant  of  the  small  intestine 
may  increase  approximately  six-fold  in  length 
during  the  first  two  years  of  life  if  nutrition  is 
maintained.  Both  the  ileum  and  jejunum  are 
important  areas  of  intestinal  absorption.  Glu- 
cose, iron,  folic  acid,  and  water-soluble  vita- 


mins are  absorbed  proximally.  The  major  por- 
tion of  fat  and  protein  is  absorbed  in  the 
jejunum,  but  the  rate  of  absorption  is  slower 
than  that  of  glucose  and  the  peristalsis  of  the 
bowel  propels  them  distally  before  absorption 
is  complete.  The  ileum  acts  as  a functional  re- 
serve for  fat  absorption.  Vitamin  D is  absorbed 
in  the  proximal  small  intestine,  but  vitamin  B12 
is  almost  exclusively  absorbed  in  the  terminal 
ileum.  Anatomical  changes  do  take  place  in  the 
retained  portion  of  bowel,  especially  that  of  en- 
largement of  the  muscularis  of  the  small  intes- 
tine and  increase  in  size  of  the  villi  with  in- 
crease in  thickness  of  the  mucosa.  Actual 
counts  of  the  crypts  and  villi  led  Flint  to  pro- 
pose that  an  estimated  400%  increase  in  ab- 
sorptive capacity  in  remaining  small  bowel  may 
occur.  The  colon  absorbs  water  and  crystal- 
loids, however  some  of  the  amino  acid  absorp- 
tion may  take  place  at  the  colon  level.  Glucose 
may  likewise  be  absorbed,  but  fats  cannot  be 
absorbed  by  the  colon.  In  time,  intestinalization 
may  take  place  in  the  proximal  colon  segment. 

Massive  small-bowel  resection  in  infants  and 
adults  is  followed  by  what  has  been  called  the 
short  gut  or  short  bowel  syndrome.  There  are 
many  factors  which  contribute  to  this.  Basi- 
cally, the  clinical  pattern  of  response  after  mas- 
sive small  bowel  resection  may  be  categorized 
in  three  stages  of  recovery:  (1)  postoperative 
fluid  and  electrolyte  problems  with  diarrhea 
occurring  for  two  to  three  weeks;  (2)  recovery 
and  adaptation,  one  to  two  years;  and  (3)  com- 
plete adaptation  to  new  metabolic  level  and  re- 
covery. It  is  during  the  first  period  of  recovery 
that  most  patients  die.  With  the  use  of  intra- 
venous hyperalimentation,  however,  these  prob- 
lems may  be  avoided  if  the  cycle  of  malabsorp- 
tion and  dehydration  may  be  disrupted. 

Malabsorption  occurs  for  a variety  of  reasons 
already  discussed.  In  1914,  Stassoff  first  de- 
scribed gastric  hypersecretion  after  massive 
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small  bowel  resection.  In  1964,  four  cases  were 
reported  in  patients  who  had  massive  small 
bowel  resections  with  only  1 to  2 ft  of  bowel 
remaining.  They  had  relatively  normal  survival 
because  they  had  previous  gastric  operations 
for  ulcer  disease  which  rendered  them  achlor- 
hydric. If  gastric  hypersecretion  occurs  folllow- 
ing  massive  small  bowei  resection,  a contribut- 
ing factor  to  further  malabsorption  could  be 
explained.  As  gastric  hypersecretion  occurs, 
hydrochloric  acid  is  released  into  the  small 
bowel  which  deactivates  the  pancreatic  en- 
zymes which  are  only  activated  in  an  alkaline 
medium.  Furthermore,  hydrochloric  acid  has  a 
direct  stimulating  effect  on  the  intestinal  mu- 
cosa causing  hypermotility  and  resultant  diar- 
rhea. Therefore,  the  presence  of  undigested 
particles,  along  with  hypermotility,  result  in 
further  deterioration  of  the  patient’s  condition. 
This  mechanism  was  truly  operative  in  this 
patient  since  acid  was  present  in  the  stool  and 
high  amounts  were  present  in  the  stomach. 

We  first  became  interested  in  this  problem 
in  1963  and  1964  when  increased  survival  in 
dogs  following  massive  small  bowel  resection 
could  be  achieved  following  vagotomy  and 
pyloroplasty.  In  order  to  delineate  the  mechan- 
isms behind  the  creation  of  gastric  hypersecre- 
tion, Heidenhain  stomach  pouches  (denervat- 
ed  gastric  pouches)  were  created  in  animals. 
Gastric  secretion  can  be  collected  from  these 
isolated  pouches  and  measured  as  volume,  pH, 
and  free  and  total  acid,  either  per  24  hours  or 
following  specific  experiments.  Stimulation  of 
gastric  secretion  is  thought  to  occur  by  way  of 
the  gastrin  mechanism  in  these  pouches.  Con- 
trol studies  were  obtained  and  a massive 
bowel  resection  (75%  distal  enterectomy)  re- 
taining the  ileocecal  valve  was  done  in  the  ani- 
mals with  gastric  pouches.  Thus,  each  animal 
acted  as  its  own  control.  Postenterectomy 


weight  loss  was  not  more  than  10%  in  all  the 
animals  and  electrolyte  concentration,  acid- 
base  balance,  and  food  intake  were  relatively 
the  same.  In  the  six  animals  studied,  24-hour 
gastric  output  following  75%  distal  small 
bowel  resection  was  compared  for  up  to  five 
months  postenterectomy.  There  was  an  in- 
crease in  24-hour  gastric  acid  production  fol- 
lowing massive  small  bowel  resection.  The 
mean  increase  of  the  entire  group  was  322% 
of  the  control  value.  Increases  began  on  the 
first  day  of  resection  and  remained  throughout 
the  entire  course  of  the  animals’  study.  Re- 
sponse to  maximal  histamine  stimulation  was 
evaluated  before  and  after  enterectomy  and  re- 
mained the  same;  therefore,  the  parietal  cell 
mass  could  be  thought  to  be  of  the  same  size. 
Response  to  meal  stimulation,  however,  dra- 
matically changed.  In  the  postenterectomy 
group,  the  typical  response  to  meal  stimulation 
in  the  denervated  gastric  pouch  did  not  peak 
at  the  usual  two-hour  post-meal  stimulation. 
At  five  hours  post-meal  stimulation,  a hyper- 
acidic  state  was  created.  Therefore,  there  was 
a two-  to  three-hour  delay  in  stimulation  to 
an  ingested  meal.  Of  interest  was  the  effect  of 
atropine  on  anticholinergic  and  fasting  on  gas- 
tric secretion.  After  a 24-hour  fast  there  was 
basal  hypersecretion  of  hydrochloric  acid  in  the 
postenterectomy  animals.  If,  however,  atropine 
was  given  at  the  end  of  a 24-hour  fast,  the  pH 
became  alkaline  immediately.  Also,  after  a 48- 
hour  fast  the  basal  hypersecretory  state  was 
broken  probably  because  of  extreme  hunger 
and  metabolic  deterioration  resulting  from  basi- 
cally borderline  nutritional  state.  Therefore,  in 
summary,  from  the  postenterectomy  responses, 
there  was  an  increase  in  24-hour  acid  produc- 
tion which  was  in  a denervated  pouch,  and 
therefore,  probably  of  a hormonal  basis  (that 
is,  gastrin  stimulation).  Histamine  stimulation 
remained  the  same.  Response  to  meal  stimula- 
tion was  slowed.  Fasting  caused  increase  in 
acid  production  but  atropine  could  block  this 
increase.  The  clinical  significance  from  these 
studies  is  apparent.  If  a patient  undergoes  mas- 
sive small  bowel  resection, vagotomy  and  pylo- 
roplasty should  decrease  the  hypersecretory 
state  by  blocking  the  vagal-antral  mechanism. 
Massive  small-bowel  resection  is  associated 
with  decreased  gastric  emptying  time  which 
may  cause  distension  of  the  antrum  and  re- 
lease of  gastrin  causing  hypersecretion.  Since 
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the  mechanism  can  be  blocked  by  the  adminis- 
tration of  atropine,  vagotomy  is  indicated.  Also, 
the  excess  fasting  acid  and  the  24-hour  acid 
production  is  probably  vagal-gastrin  related.  If 
vagotomy  and  pyloroplasty  are  not  done,  pos- 
sibly atropine  or  other  anticholinergic  drugs 
would  be  indicated. 

The  removal  of  a large  segment  of  bowel 
which  results  in  gastric  hypersecretion  may  re- 
sult from  removal  of  a gastric  acid  inhibiting 
hormone  from  the  intestinal  mucosa.  When 
food  comes  in  contact  with  the  intestinal  mu- 
cosa along  with  pancreatic-biliary  secretion, 
gastric  acid  production  is  inhibited.  If  the  food- 
stuffs and  pancreatic  and  biliary  secretions  are 
bypassed  into  the  distal  ileum,  severe  ulcera- 
tion may  result  in  animals  and  gastric  hyper- 
secretory states  may  occur.  If  various  loops  of 
bowel  are  used  to  bypass  the  foodstuffs  and 
juices,  the  same  gastric  hypersecretion  results. 
Liver  damage  and  pancreatic  damage  have 
been  associated  with  gastric  hypersecretion. 
In  the  animals  studied,  results  of  liver  and  pan- 
creatic biopsy  studies  were  within  normal  limits. 
Despite  the  lack  of  response — the  maximal  his- 
tamine stimulation — the  animals’  parietal  cells 
did  demonstrate  proliferation  when  compared 
microscopically.  Miller^  evaluated  fasting  and 
gastric  acid  output  in  full-term  newborns  and 
showed  that  the  acid  secretion  was  approxi- 
mately twice  normal  adult  level  for  the  first  two 
days  of  life  and  gradually  decreased  to  normal 
within  ten  days.  In  that  study,  six  infants  and 
their  mothers  were  found  to  have  achlorhydria. 
Ahn  and  Kim^  performed  gastric  analysis  on 
297  newborns.  He  found  that  gastric  acidity, 
although  neutral  at  birth,  increased  rapidly  to 
reach  a maximum  within  four  to  eight  hours 
after  birth  and  then  gradually  decreased  to  nor- 
mal. The  most  striking  increase  in  the  acidity 
was  seen  in  the  first  two  hours  of  life.  The  rea- 
son for  the  increased  gastric  acid  production 
probably  was  due  to  the  presence  of  gastrin 
stimulation  in  utero  from  the  mother  or  pla- 
centa. In  premature  infants  the  gastric  output 
was  well  below  the  level  for  full-term  newborns. 
About  one-third  of  the  premature  infants  stud- 
ied were  hyposecretors.  On  the  other  hand, 
gastric  acidity  in  pregnant  women  was  main- 
tained at  low  levels  until  the  third  trimester, 
when  it  rose  and  continued  to  rise  even  for  a 
few  days  after  delivery.  The  parietal  cell  mass 
in  full-term  newborns  was  found  to  be  two  to 


three  times  normal  size  and  in  fact,  measure- 
ments were  in  the  range  of  those  for  duodenal 
ulcer  patients.  However,  absence  of  parietal  cell 
mitosis  occurred,  and  this  increase  in  parietal 
cell  mass  was  thought  to  result  from  the  in- 
crease in  gastrin  secretion  by  the  mother. 
Therefore,  the  full-term  newborn  has  the  capac- 
ity to  secrete  large  amounts  of  gastric  acid. 
Premature  infants,  on  the  other  hand,  are  less 
likely  to  have  gastric  hypersecretion  early  after 
birth.  The  gastric  secretions  studied  in  the 
present  case  were  definitely  abnormal. 

Gastric  hypersecretion  plays  an  important 
role  in  the  malnutrition  of  the  short-bowel  syn- 
drome on  the  basis  of  the  vagal-gastrin  axis. 
There  are  two  courses  we  can  pursue  in  treat- 
ment of  this  infant.  I think  that  a medical  regi- 
men of  anticholinergics,  especially  atropine, 
should  be  attempted  along  with  intravenous 
hyperalimentation  and  gradual  increase  in  oral 
intake.  If  this  fails,  an  operative  procedure — 
vagotomy  and  pyloroplasty — should  be  done  to 
reverse  the  severe  malabsorption  syndrome. 

Dr.  George  Ferry,  Pediatric  Gastroenterologist: 
The  case  presented  has  many  factors  to  ac- 
count for  a multitude  of  absorptive  defects. 
The  evidence  for  gastric  hypersecretion  is  quite 
convincing  and  may  well  be  contributing  to  the 
persistent  diarrhea  and  failure  to  gain  weight. 
Perhaps  the  most  significant  factor  now  is  mal- 
nutrition itself,  which  is  a well  known  cause  of 
malabsorptive  defects  involving  carbohydrates, 
proteins,  and  fats.  Whatever  the  underlying 
cause  for  chronic  diarrhea,  once  malnutrition 
has  set  in,  there  is  a vicious  circle  established 
which  makes  the  diarrhea  more  difficult  to  cor- 
rect. As  malnutrition  develops,  the  inability  to 
split  disaccharides  is  one  of  the  earlier  compli- 
cations. Lactase,  which  splits  lactose  into  its 
monosaccharides,  glucose  and  galactose,  is 
usually  the  first  disaccharide  to  be  affected  and 
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frequently  is  lost  in  a variety  of  less  severe 
intestinal  problems.  This  leads  to  subsequent 
diarrhea  resulting  from  lactose  intolerance.  If 
malnutrition  progresses  and  reaches  a stage  of 
progressive  mucosal  atrophy,  then  the  patient 
loses  other  disaccharidase  enzymes  and  may 
eventually  reach  a point  where  active  absorp- 
tion of  monosaccharide  is  impaired  and  glucose 
may  not  be  tolerated.  The  basis  for  sugar-in- 
duced diarrhea  is  the  osmotic  load  in  the  gas- 
trointestinal tract  from  unabsorbed  sugar.  This 
results  in  fluid  loss  into  the  lumen  with  increas- 
ing diarrhea  and  dehydration.  As  mucosal  atro- 
phy occurs  in  all  cases  of  true  malnutrition, 
there  are  also  problems  with  proteins,  involv- 
ing absorption  of  amino  acids,  or  the  damaged 
mucosa  may  cause  a protein-losing  entero- 
pathy with  protein  leakage  and  further  compro- 
mise of  protein  metabolism. 

Fat  malabsorption  is  a usual  accompaniment 
to  these  problems  and  is  due  primarily  to  the 
loss  of  the  villous  surface  secondary  to  mucosal 
atrophy.  Although  pancreatic  function  may  be 
somewhat  decreased  with  severe  malnutrition, 
as  a rule  pancreatic  enzymes  have  not  been 
necessary  in  the  treatment  of  and  recovery 
from  malnutrition.  The  problem  of  mucosal 
atrophy  with  prolonged  malnutrition  is  a severe 
one  involving  absorptive  problems  with  all  of 
the  main  energy-producing  foods,  plus  vitamins 
and  probably  trace  elements. 

Intestinal  resection  was  the  basic  problem 
leading  to  this  infant’s  malabsorption,  diarrhea, 
and  subsequent  malnutrition.  With  massive 
resection  of  the  small  bowel,  with  one-half  to 
three-fourths  of  bowel  removed,  a number  of 
absorptive  defects  occur  depending  upon  what 
area  of  the  bowel  is  removed.  It  has  been 
stated  that  if  an  infant  is  left  as  much  as  60 
cm  of  bowel  he  should  be  able  to  eventually 
gain  weight  and  survive.  Less  than  30  cm  of 


bowel  generally  results  in  death.  With  loss  of 
the  distal  ileum,  as  in  this  case,  there  are  two 
primary  malabsorptive  defects  that  must  be 
considered.  First  is  vitamin-Bi2  deficiency, 
which  will  result  in  a megaloblastic  anemia. 
This  comes  about  because  the  terminal  ileum 
is  the  only  area  capable  of  absorbing  B12.  The 
more  significant  problem,  however,  is  the  loss 
of  bile  salts  into  the  colon  because  of  removal 
of  the  ileum.  Bile  salts  are  put  into  the  upper 
small  intestine  to  aid  digestion.  They  pass 
through  the  small  bowel  with  minimal  absorp- 
tion in  the  jejunum,  and  when  they  reach  the 
ileum,  95%  of  bile  salts  are  reabsorbed  or  re- 
circulated to  the  liver  and  once  again  excreted 
into  the  upper  duodenum  as  needed.  This  cycle 
is  called  the  enterohepatic  circulation  of  bile 
salts.  If  a large  amount  of  the  ileum  is  re- 
moved, then  the  enterohepatic  circulation  is 
interrupted  and  bile  salts  are  lost  into  the  colon 
where  once  again  only  minimal  absorption  can 
occur.  If  enough  bile  salts  are  lost  in  this  man- 
ner, the  liver  is  incapable  of  maintaining  ade- 
quate total  circulating  bile  salts.  Eventually  the 
total  amount  of  bile  salts  available  for  digestion 
reaches  a critically  low  level,  where  there  is 
interruption  of  micellar  formation  and  decrease 
in  the  intestine’s  ability  to  absorb  fats.  This 
patient  certainly  has  had  sufficient  ileum  re- 
moved to  expect  that  this  might  be  a severe 
problem,  inhibiting  fat  digestion.  Bile  salts  be- 
ing dumped  into  the  colon  are  an  additional 
causative  factor  in  diarrhea  because  they  irri- 
tate the  colon,  causing  loss  of  water  and  elec- 
trolytes. 

Other  problems  with  a short  gut  include,  of 
course,  overall  loss  of  absorptive  surface  which 
leads  to  increased  losses  of  fat,  protein,  and 
carbohydrates.  Disaccharide  intolerance  follow- 
ing bowel  surgery  may  occur  with  or  without 
great  areas  of  resection,  but  if  sufficient  bowel 
is  left,  generally  there  are  adaptive  changes 
that  make  up  for  this  early  defect  and  eventu- 
ally most  patients  are  able  to  tolerate  either 
simple  sugars  or  disaccharides. 

Finally,  to  return  to  the  problem  of  hyper- 
secretion itself,  there  are  several  reasons  for 
interference  with  absorptions.  (1)  It  is  believed 
that  dumping  great  quantities  of  acid  into  the 
small  intestine  increases  motility.  This  decreas- 
es the  time  available  for  food  substance  to  be 
absorbed  and  further  compromises  an  already 
damaged  mucosa.  (2)  In  some  cases  of  hyper- 
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secretion,  as  occurs  in  the  Zollinger-Ellison  syn- 
drome, there  is  some  mucosal  atrophy,  epithe- 
lial cell  metaplasia  and,  of  course,  frank  ulcera- 
tions of  the  small  intestinal  mucosa.  There  are 
two  ways  hypersecretion  affects  bile  salts.  (The 
increased  amount  of  acid  leads  to  both  precipi- 
tation of  bile  salts  and  dilution  of  bile  salts.) 
When  these  factors  are  added  to  an  already 
small  amount  of  circulating  bile  salts,  digestion 
is  severely  impaired.  (3)  Finally,  gastric  acid 
inactivates  lipase  and  this  is  an  irreversible 
step.  Hypersecretion  of  gastric  acid  is  docu- 
mented by  collecting  gastric  samples,  and  a 
number  of  reports  are  available  on  normal  in- 
fants for  this  age.  The  basal  output  is  approxi- 
mately 0.34  mEq/10  kg/hour  in  most  infants 
a few  months  of  age.  In  this  case,  the  infant 
weighed  less  than  10  kg  and  had  an  output  of 
2-6  mEq/hour,  which  certainly  is  above  normal. 

Before  fully  discussing  lipase  itself  as  a con- 
tributing cause  of  malabsorption  in  this  patient, 
let  me  review  fat  absorption  so  that  we  can 
better  understand  the  abnormal  processes  that 
may  present.  A 1 gm  droplet  of  fat  has  a sur- 
face area  equal  to  the  size  of  a postage  stamp. 
The  first  step  in  the  digestive  process  is  emulsi- 
fication with  sufficient  mixing  and  dispersion 
in  the  bowel  to  increase  the  area  of  that  1 gm 
fat  droplet  to  about  10  meters  squared — 
roughly  equivalent  to  a 9 by  12  ft  rug.  The 
final  steps  in  digestion  include  lipolysis  with 
lipase,  and  then  addition  of  bile  salts  disperses 
the  lipolytic  products  into  micelles.  Once  the 
1 gm  fat  droplet  is  in  the  form  of  micelles,  the 
surface  area  is  approximately  equal  to  that  of 
six  tennis  courts,  or  1,300  square  meters.  This 
brings  the  fat  into  close  contact  with  the  small 
intestinal  mucosa  and  if  that  mucosa  is  intact, 
adequate  absorption  can  occur.  The  major 
events  in  fat  digestion  then  are  lipolysis  by 
lipase  and  physical  dispersion  by  the  formation 
of  micelles  in  the  presence  of  bile  acids.  We 
refer  to  the  type  of  fat  in  the  normal  diet,  tri- 
glyceride, which  is  composed  of  a glycerol  skel- 
eton connected  to  three  fatty  acids.  These  fatty 
acids  are  of  variable  length,  the  long-chain  fatty 
acids  being  in  the  range  of  18  or  more  carbon 
lengths  and  the  medium  chain  triglycerides 
(MCT)  being  in  the  range  of  8 to  10  carbon 
lengths  attached  to  the  glycerol  skeleton.  Later 
we  will  discuss  the  importance  of  triglycerides 
that  have  a 8 to  10  carbon  length  chain  rather 
than  the  longer  chain  triglycerides. 


Lipase  aids  digestion  by  taking  the  fatty 
acids  attached  to  the  glycerol  skeleton  and 
breaking  them  off  to  form  free  fatty  acids  with 
a monoglyceride  left  over.  These  are  the  lipoly- 
tic products  which  are  then  dissolved  into 
micelles  in  the  presence  of  bile  acids.  The 
effects  of  excess  hydrochloric  acid  production 
result  in  both  dilution  and  acidification  of  duo- 
denal contents  with  irreversible  denaturation  of 
lipase.  There  is  also  a precipitation  of  bile  salts 
as  well  as  a dilution,  so  that  we  have  interrup- 
tion in  both  lipolysis  and  micellar  dispersion. 

In  summary  then,  in  this  patient,  we  have 
the  following  problems:  (1)  mucosal  atrophy 
secondary  to  malnutrition  with  subsequent  im- 
pairment in  fat  protein  and  carbohydrate  ab- 
sorption; (2)  a shortened  intestine  with  signifi- 
cant bile  salt  loss  into  the  colon,  a decrease 
in  the  circulating  bile  salts,  and  impaired  fat 
digestion,  as  well  as  a secondary  effect  of  bile 
salt  irritation  of  the  colon  with  additional  loss 
of  water  and  electrolytes;  (3)  increased  intestin- 
al motility  secondary  to  hypersecretion,  with 
decreased  time  available  for  digestion  and  im- 
paired emulsification;  (4)  bile  salt  dilution  and 
precipitation  due  to  hypersecretion;  and  (5) 
inactivation  of  lipase  due  to  high  gastric  acid. 
Essentially  this  means  that  every  aspect  of 
absorption  and  digestion  is  most  likely  im- 
paired in  this  infant. 

How  does  one  go  about  treating  the  spe- 
cific problems?  Total  intravenous  alimentation, 
which  is  certainly  a good  way  to  restore  nutri- 
tion and  to  restore  a normal-functioning  mu- 
cosa, already  has  been  tried.  Hypersecretion 
might  interfere  to  some  extent,  but  a trial  on 
drugs  to  decrease  hypersecretion  may  be  used. 
To  avoid  carbohydrate  malabsorption,  various 
combinations  of  monosaccharides  can  be  tried 
in  small  amounts.  If  difficulty  arises  with  pro- 
tein absorption,  one  can  use  hydrolyzed  casein. 
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which  should  be  more  easily  absorbed,  al- 
though one  has  to  be  careful  about  the  high 
osmolar  load  of  hydrolyzed  casein  which  may, 
in  some  patients,  cause  a loss  of  fluid  into  the 
bowel  and  decreased  absorption. 

The  treatment  of  inactivated  lipase  is  most 
directed  (attacked)  by  stopping  excess  hydro- 
chloric acid  secretion.  The  addition  of  lipase 
would  not  be  helpful  because  of  the  excessive 
amount  of  hydrochloric  acid  in  the  stomach. 

Finally  then,  we  arrive  at  another  significant 
therapeutic  possibility,  and  that  is  the  use  of 
the  MCT  to  replace  all  long-chain  fats  in  the 
diet.  The  value  of  this  type  of  formula  can  be 
summarized  by  going  through  the  steps  in 
digestion  in  which  a MCT  formula  is  useful.  (1) 
The  MCT  are  more  readily  emulsified;  thus  in 
problems  with  motility  they  are  dispersed  more 
readily  to  available  mucosal  lining.  (2)  The 
MCT  are  more  quickly  and  completely  digested 
by  lipase.  However,  in  the  absence  of  lipase, 
they  still  can  be  absorbed  with  essentially  no 
digestion.  (3)  Micelle  formation  is  not  required 
for  the  absorption  of  MCT,  so  that  they  can 
penetrate  directly  into  the  epithelial  cell  with- 
out the  formation  of  micelles.  This  type  of  fat 
would  be  ideal  for  this  patient,  since  none  of 
the  digestive  and  absorptive  mechanisms  are 
as  necessary  for  absorption  of  8-10  carbon 
chain  triglycerides  and  they  can  provide  a 
ready  source  of  energy  when  other  fats  would 
be  lost  in  the  feces. 

In  spite  of  all  these  measures,  however,  one 
still  has  a malnourished  infant  with  a small 
amount  of  intestinal  tract  left,  and  it  will  most 
likely  take  continued  diligent  efforts  to  obtain 
sufficient  nutrition  for  a full  recovery. 

Dr.  A.  A.  Mintz:  As  a follow-up,  the  baby  has 
been  maintained  on  a formula  of  Cho-Free  with 
2%  glucose  and  MCT  (2.4  cc/8  oz)  and  Pro- 
Banthine.  There  has  been  a slow  but  steady 


recovery.  He  has  been  in  the  hospital  for  nine 
months  and  at  present  weighs  4.09  kg.  When 
a weight  of  4.5  kg  is  reached,  he  will  go  home. 
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The  Illness 
Called  Alcoholism 


Today,  few  physicians,  no  matter  how 
concerned  about  the  burgeoning 
problem  of  alcoholism,  can  devote  the 
time  to  a full  course  of  treatment. 

Such  treatment  usually  includes  de- 
toxification, psychotherapy  and  the 
complete  medical  and  follow-up  care 
indicated  for  patients  with  this 
illness. 

As  you  probably  have  already  ex- 
perienced, treating  the  alcoholic  can 
be  most  satisfying . . . more  often  it  is 
extremely  frustrating. 

With  many  months  of  planning,  build- 
ing, and  staffing  now  behind  us,  we 
are  ready  to  announce  a new  and 
unique  organization  and  facility  de- 
voted totally  to  the  treatment  of  the 
alcoholic.  It  is  called  the  HOUSTON 
INSTITUTE . . . and  we  confidently 
think  it  provides  the  best  possible 
treatment  concept  and  facility  in 
America. 

The  HOUSTON  INSTITUTE  is  100% 
privately  financed.  However,  the  moti- 
vation of  the  physicians,  businessmen, 
and  other  professionals  is  far  from  an 
opportunistic  business  investment. 

The  real  investment  is  in  the  hopes 
and  dreams  of  funding  intensive  alco- 
holism research,  the  training  of  more 
physicians  and  allied  health  profes- 
sionals, and  expanding  the  service  to 


thousands  instead  of  hundreds.  By 
example,  we  hope  to  show  that  the 
free  enterprise  approach  is  still  a 
viable  and  exciting  way  to  solve  some 
of  our  country’s  more  pressing 
health  problems. 

• The  HOUSTON  INSTITUTE  is  lo- 
cated on  one  entire  floor  of  a major 
general  hospital  adjacent  to  the  Texas 
Medical  Center  complex  in  Houston, 
Texas. 

• The  28-room  facility  is  under  com- 
plete medical  direction  and  super- 
vision, and  is  comparable  to  a fine 
hotel  in  its  decor  and  atmosphere.  The 
facilities  of  a complete  hospital  are 
available  at  all  times. 

• The  treatment  program  is  patterned 
after  one  with  an  eleven  year  history 
of  success  and  is  based  on  intensive 
group  therapy,  individual  counseling, 
psychodrama  and  rehabilitation 
activities. 

Your  professional  inquiry  will  be 
most  welcome. 

a new  facility  in  Houston 

The 

Houston 

Institute 

1700  Holcombe  Boulevard 
Houston,  Texas  77025 
(713)  747-7920 
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TMA  Fall  Conference- 
something for  everyone 


From  practical  tips  on  financial  plan- 
ning and  money  management  to  the 
excitement  of  a University  of  Texas 
football  game,  the  Texas  Medical  As- 
sociation’s 1972  Conference  on  Prac- 
tice Management  offered  something  to 
interest  every  one  of  the  1,002  people 
who  attended. 

For  sheer  uniqueness  as  a speaker, 
Sommers  H.  White  couldn’t  be  beat. 
President  of  his  own  management  and 
financial  consulting  firm  in  Phoenix, 
Ariz.,  White  smashed  plates,  threw 
pennies,  popped  balloons,  played  ten- 
nis, and  brought  along  a bikini-clad 
model,  all  to  illustrate  how  physicians 
can  become  more  effective  in  motivat- 
ing employees,  patients,  and  them- 
selves. 

American  Medical  Association  Presi- 
dent Charles  A.  Hoffman  gave  an  in- 
formative and  encouraging  report  on 


the  current  malpractice  situation,  in- 
cluding an  account  of  his  participation 
in  the  HEW  Commission  on  Profession- 
al Liability,  which  has  been  assigned 
to  determine  whether  the  high  cost  of 
malpractice  insurance  is  contributing 
to  the  rising  costs  of  health  care.  “We 
are  through  the  crisis  point,”  Dr.  Hoff- 
man said,  “but  we  have  a long  way  to 
go.”  He  urged  physicians  to  be  “eter- 
nally vigilant,”  and  to  work  through 
national  and  state  associations,  and 
insurance  commissions  to  help  improve 
the  malpractice  situation  in  America. 

James  W.  Haviland,  a Seattle,  Wash., 
internist  and  member  of  the  Health 
Services  Industry  Committee  of  the 
Price  Commission,  explained  aspects 
of  the  impact  of  the  Phase  II  Wage  and 
Price  Controls  on  the  health  services 
industry.  Dr.  Haviland  said  he  does  not 
expect  the  controls  to  be  lifted  or  eased 


significantly  in  the  near  future.  He  did, 
however,  urge  physicians  not  to  be- 
come discouraged,  and  to  continue 
working  through  state  medical  associa- 
tions, and  specialty  societies  in  an  ef- 
fort to  ease  restrictive  controls. 

Conference  participants  showed  great 
interest  in  a panel  session  on  how  phy- 
sicians’ fee  profiles  are  determined 
under  Medicare,  Medicaid,  and  CHAMP- 
US.  Panel  members  were  Dr.  Doyle 
W.  Ferguson,  Dallas,  vice-president  and 
medical  director  for  Blue  Cross-Blue 
Shield  of  Texas  for  Medicare;  Dr.  Wil- 
liam Fred  Lucas,  director  of  reasonable 
charge  for  Blue  Cross-Blue  Shield  of 
Texas:  John  J.  Wrabetz,  Omaha,  Neb., 
administrator  of  CHAMPUS  for  Mutual 
of  Omaha;  and  Dr.  Joseph  T.  Painter, 
chairman  of  the  TMA  Council  on  Tax- 
Financed  Health  Care  Programs. 

After  a barbecue  lunch  served  "din- 
ner-on-the-ground”  style,  physicians  re- 
turned to  the  conference  center  audi- 
torium for  an  afternoon  of  discussion, 
lectures,  and  advice  on  financial  plan- 
ning and  practice  management.  Som- 
mers H.  White  returned  to  explain  how 
to  “Be  a Financial  Genius  in  One  Easy 
Lesson,”  and  Leona  Thompson,  a cer- 
tified medical  assistant  from  San 
Diego,  Calif.,  gave  physicians  tips  on 
how  to  make  office  personnel  more 
effective. 

Seymour  Petrovsky,  a consultant  to 
Pension  Funds  of  Arizona  in  Phoenix, 
explained  the  pros  and  cons  of  pension 
funds  and  profit-sharing  plans  and 
stayed  on  to  participate  in  a panel 
session  on  financial  planning  for  phy- 
sicians. Interest  and  discussion  cen- 
tered on  the  values  of  professional 
associations,  with  Drs.  J.  L.  Jackson  III 
of  Wichita  Falls,  and  Thomas  R.  Hun- 
ter, Jr.,  San  Angelo,  giving  the  physi- 
cian’s point  of  view.  Austin  attorney 
George  E.  Ray  explained  legal  aspects 
of  associations,  and  Ben  G.  Marroquin, 
Austin  financial  planner,  explained  the 


Joe  C.  Thompson  Conference  Center,  site  of  TMA  fall  meeting. 
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1,002  individuals  registered,  above  left,  before  filling  the  auditorium  of  the  conference 
center,  below,  and  spilling  over  into  a standby  conference  room. 


Leona  Thompson,  CMA,  discussed  office  per- 
sonnel. 
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James  W.  Haviland,  MD,  explained  wage- 
price  guidelines. 


complexities  of  various  areas  for  ex- 
ploration in  financial  planning  for  phy- 
sicians’ practices  and  families.  A large 
group  of  interested  physicians  kept  the 
conference  in  session  overtime  to  par- 
ticipate in  a question  and  answer  pe- 
riod with  panel  members. 

In  addition  to  practical  matters, 
physicians  also  found  time  to  honor 
one  of  their  own,  Dr.  Mario  E.  Ramirez, 
Roma,  winner  of  the  TMA  Distinguished 
Service  Award  for  1972.  In  presenting 
the  award.  Dr.  Braswell  Locker,  presi- 
dent of  the  Association,  cited  Dr. 
Ramirez’s  accomplishments — the  only 
physician  to  the  17,000  residents  of 
Starr  County,  his  service  for  the  past 
four  years  as  county  judge,  and  his 
participation  on  many  committees  on 
both  the  state  and  national  levels  of 
organized  medical  societies.  “You  have 
brought  an  added  honor  and  distinc- 
tion to  the  profession  of  medicine,” 
Dr.  Locker  said. 

In  responding.  Dr.  Ramirez,  with 
tears  in  his  eyes,  said,  "This  is  the 
proudest  moment  of  my  life.”  He  in- 


troduced his  wife,  Sarah,  and  their  five 
children  and  received  a standing  ova- 
tion from  the  audience  in  the  crowded 
auditorium. 

Meetings  over,  conference  partici- 
pants emerged  into  a rainy  late  after- 
noon, but  weather  did  not  dampen  the 
hospitality  hour  sponsored  by  the  TMA 
and  the  Prudential  Insurance  Company. 
Then,  it  was  on  to  the  football  game, 
where  1,083  TMA  members  and  their 
spouses  saw  the  University  of  Texas 
beat  Miami  23-10  in  the  Longhorns’ 
season  opener. 

New  knowledge,  fun,  excitement,  ac- 
complishments, meeting  old  friends 
and  making  new  ones — it  was  all  there, 
and  a record-breaking  number  of  TMA 
members  who  attended  will  attest  to 
the  fact. 


Mario  Ramirez,  MD,  of  Roma  was  the  win- 
ner of  the  Distinguished  Service  Award. 


A late-afternoon  rain  didn’t  stop  the  hospitality  hour. 


122 


TEXAS  MEDICINE 


Seymour  Petrovsky,  above,  spoke  on  profit- 
sharing  and  pension  plans  after  participants 
returned  from  a barbecue  lunch,  left. 


Sommers  H.  White  and  friend,  below,  wowed 
the  crowd.  Later,  Dr.  Charles  A.  Hoffman, 
AMA  president,  shaking  hands,  right,  spoke 
on  the  malpractice  situation. 
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(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 

After  you  write  your  prescription  for  two  tubes  ^ 
of  soothing,  fungicidal  Sporostacin  Cream,  tell  ^ 
your  patient  not  to  be  fooled  by  the  quick  relief 
of  symptoms  it  affords.  Make  sure  she  knows 
how  to  use  it  as  directed— for  the  full  14-day 
course  of  therapy. Then,  on  follow-up,  you’ll 
usually  find  that  nonstaining,  easy-to-use 
Sporostacin  Cream  has  finished  off  vulvovaginal 
candidiasis  in  the  nicest  possible  way. 

two  tubes...two  weeks 


Indication:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified  the  indication  as  follows: 

“Probably”  effective:  For  the  treatment  of  vulvovaginal  candidiasis. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 


Contraindications:  None  known.  Precautions:  Cases  of  sensitization  and  irritation  have  been  reported.  When 
noted  the  drug  should  be  discontinued.  Dosage:  One  applicatorful  intravaginally  twice  daily  for  a period  of  14 
days.  Course  of  therapy  may  be  repeated  if  necessary. 

Ortho  Pharmaceutical  Gorporation*Raritan,  New  Jersey  08869 


THE 
CHANGING 
FACE  OF 
TEXAS 
MEDICINE 


The  October,  1922,  issue  of  the  Texas 
State  Journal  of  Medicine  (now  Texas 
Medicine),  was  filled  with  the  usual 
features — scientific  articles,  society 
news,  obituaries,  lists  of  patent  medi- 
cines banned  by  the  FDA,  and  editor- 
ials. Perhaps  the  most  interesting  dis- 
cussion, however,  was  the  tongue-in- 
cheek  account  of  the  singular  case  of 
Dr.  Albert  Abrams,  AM,  MD,  LL.D.,  and 
F.R.M.S.  The  Journal  editor  reported 
that  Dr.  Abrams  was  the  originator  of 
“spondylotherapy,”  and  the  discoverer 
of  the  “Electronic  Reaction  of  Abrams,” 
or  E.R.A. 

Outwardly,  Dr.  Abrams  seemed  emi- 
nently respectable.  He  was  a member 
of  his  county  medical  society,  a “Fel- 
low” of  the  AMA,  and  of  course,  he  had 
a long  string  of  degrees  after  his  name. 
“We  speak,  therefore,”  said  the  editor, 
“of  one  of  our  own  members,  and  it 
may  not  be  said  of  us  that  we  are  prej- 
udiced because  of  a different  status.” 

Research  conducted  by  the  AMA 
Propaganda  Department  showed  that 
Dr.  Abrams  would  have  graduated  from 
medical  school  at  the  age  of  18,  and 
that  the  University  of  Portland,  which 
Abrams  claimed  had  granted  his  AM 
degree,  could  not  be  located.  The  ori- 
gins of  his  LL.D.  and  “F.R.M.S.”  were 
unknown. 

The  Journal  editor  reported  that  Ab- 
rams first  became  famous  for  inventing 
“spondylotherapy,”  a procedure  he 
claimed  could  be  used  to  diagnose  and 
cure  disease,  “through  the  excitation 
of  the  functional  centers  of  the  spinal 
cord.”  Abrams  gave  courses  in  spon- 
dylotherapy to  chiropractors,  osteo- 
paths, and  doctors  of  medicine.  The 
courses  originally  cost  $50  per  session, 
but  were  later  raised  to  $200. 

Then,  there  was  the  “Electronic  Re- 
action of  Abrams,”  or  E.R.A.  This  prin- 
ciple, the  Journal  editor  explained,  en- 
abled the  physician  to  determine  from 
a drop  of  blood  or  an  autograph  wheth- 
er the  patient  had  tuberculosis,  syph- 
ilis, cancer,  or  any  other  disease. 

Since  amazing  discoveries  are  often 
accompanied  by  amazing  machines.  Dr. 
Abrams  offered  the  “oscilloclast”  as 
his  main  diagnostic  and  therapeutic 
tool.  The  machine  could  be  leased  for  a 
$200  deposit  and  $5  per  month  there- 
after. 

The  oscilloclast  was  used  to  apply 
Dr.  Abrams’  principles  in  the  treatment 
of  disease.  Briefly,  the  editor  of  the 
Journal  article  explained,  Abrams  felt 
that  physiologic  phenomena  were  mani- 
festations of  electronic  energy,  and 
pathologic  phenomena  were  manifesta- 


tions of  “perturbed  electronic  energy.” 
The  oscilloclast  supposedly  enabled  the 
operator  of  the  machine  to  duplicate 
the  vibrations  of  disease,  and  thereby 
destroy  it. 

Even  more  interesting  was  Dr.  Ab- 
rams’ “electrobioscope.”  This  unique 
machine  could  “demonstrate  the  sexu- 
ality of  numbers  and  sounds.”  This  was 
done  by  the  simple  mechanism  of  a 
ball  suspended  from  a silken  cord.  Fe- 
male hair  repelled  the  ball,  while  male 
hair  attracted  it.  Odd  numbers  attract- 
ed; even  numbers  repelled.  Vowels  were 
feminine;  consonants  masculine. 

The  Journal  article  also  reported  that 
Dr.  Abrams  had  discovered  the  thera- 
peutic value  of  music.  He  found  that 
certain  tunes  increased  the  pulse  rate 
while  others  reduced  the  blood  pres- 
sure. This  invention  stimulated  the 
Journal  editor  to  think  of  numerous 
combinations  of  uses  for  Abrams’  ma- 
chines: 

“Adjust  the  oscilloclast  to  the  vibra- 
tory rate  of  digitalis  and  play  Tannen- 
hauser  . . . and  there  need  be  no  fear 
of  collapse  ...  In  this  connection,  the 
Journal  of  the  American  Medical  Asso- 
ciation tells  the  story  of  a man  by  the 
name  of  Yergin,  who  arranges  the 
chemical  elements  in  a scale  according 
to  their  atomic  weight,  so  adapted  that 
it  can  be  played  on  a piano.  By  striking 
the  keys  representing  two  or  more  ele- 
ments, their  combined  therapeutic  ef- 
fect can  be  produced  in  the  listener. 
This  is  going  Dr.  Abrams  one  better.  It 
also  accounts  for  the  fact  that  many 
people  do  not  like  music.  Perhaps  one 
becomes  an  habitue  of  music  when  a 
narcotic  combination  is  struck  with  fre- 
quency. We  are  not  familiar  with  these 
charts,  but  we  wonder  how  probable  it 
is  that,  in  the  course  of  a concert,  a 
pianist  will  strike  the  combination  rep- 
resenting magnesium  sulphate,  for  in- 
stance.” 

Still  another  aspect  of  Dr.  Abrams’ 
case  as  reported  in  the  Journal,  was  the 
involvement  of  Pearson’s  magazine  and 
author  Upton  Sinclair.  Pearson’s  was 
carrying  Dr.  Abrams’  “message,”  and 
including  testimonials  from  a number 
of  celebrities,  Sinclair  among  them. 
This  too,  angered  the  medical  profes- 
sion and  the  AMA  devoted  an  article  to 
blasting  Abrams,  Pearson’s  and  Sinclair. 

The  fate  of  Dr.  Albert  Abrams  is  un- 
known. It  is  probable,  however,  that  he 
and  his  oscilloclast  faded  into  peaceful 
obscurity — another  triumph  for  the 
AMA  Propaganda  Department  and  the 
Texas  State  Journal  of  Medicine. 
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meets  every  U.S.P  requirement 
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contains 

natural  estrogens 
exclusively! 

No  synthetic  supplements  or  substitutes. 

Because  we  feel  it’s  the  way  conjugated  estrogens 
should  be  made. 

And  it  is  surely  one  reason  why  PREMARIN 
is  by  far  the  most  widely  prescribed  agent  of  its  kind. 
And  why,  since  the  day  it  was  introduced  in  1942, 
it  has  continued  to  be  the  measure  of  quality  among 
estrogen  preparations. 

Produced  under  strict  quality  controls, 

PREMARIN  assures  you  and  your  patients  consistency 
in  product  potency,  activity,  and  stability. 

PREMARIN.  The  complete  estrogen  complex. 

The  only  oral  estrogen  whose  composition  meets 
every  specification  for  conjugated  estrogens  in  the 
latest  United  States  Pharmacopeia  (Edition  XVIII) . . . 
and  contains  natural  estrogens  exclusively. 
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BRIEF  SUMMARY 

(For  full  prescribing  information, 

see  package  circular.) 

PREMARIN®  (Conjugated  EstrogensTablets,U.S.P.) 
Indications;  PREMARIN  provides  specific  replace- 
ment therapy  in  the  management  of  estrogen  defi- 
ciency states,  notably  in  the  menopause  and  post- 
menopause. 

Precautions;  In  the  female:  To  avoid  continuous 
stimulation  of  breast  and  uterus,  cyclic  therapy  is 
recommended  (3  week  regimen  with  1 week  rest 
period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Dosage  and  Administration;  Cyclic  administration 
is  recommended  (3  weeks  of  daily  estrogen  ther- 
apy and  1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or 
spotting  during  estrogen  therapy),  increase  estro- 
gen dosage  as  needed  to  stop  bleeding.  In  the 
following  cycle,  the  dosage  level  which  was  em- 
ployed for  hemostasis  should  be  used  for  daily 
administration.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See 
Precautions.) 

Menopause  (natural  or  artificial)— PREMARIN 
1.25  mg.  daily,  cyclically.  Adjust  dosage  upward  or 
downward  according  to  severity  of  symptoms  and 
response  of  the  patient.  For  maintenance,  adjust 
dosage  to  lowest  level  that  will  provide  effective 
control.  Many  clinicians  favor  continuing  cyclic 
estrogen  replacement  therapy  throughout  the 
postmenopause  as  a protective  influence  against 
accelerated  degenerative  changes  at  the  cellular 
level. 

Postmenopause— (\f  uterus  is  intact  the  patient 
is  considered  postmenopausal  from  one  year  after 
cessation  of  menstruation  to  end  of  life  span.)  If 
the  presenting  symptoms  are  those  of  the  meno- 
pause, see  above  for  dosage.  As  a protective 
measure  against  premature  degenerative  changes 
in  bone  and  cellular  metabolism  (e.g.  atrophic 
vaginitis,  osteoporosis),  give  PREMARIN  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  but 
subbleeding  level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis 
Vulvae,  and  Pruritus  Vulvae— 1.25  mg.  to  3.75  mg. 
daily,  or  more,  cyclically— depending  on  the  tissue 
response  of  the  individual  patient. 

How  Supplied;  PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  No.  865— Each  purple  tablet  con- 
tains 2.5  mg.  No.  866— Each  yellow  tablet  contains 
1.25  mg.  No.  867— Each  red  tablet  contains  0.625 
mg.  No.  868— Each  green  tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency 
also  available  in  unit  dose  package  of  100. 


AYERST  LABORATORIES 
New  York,  N.Y.  10017 


7237 


MEDICINE  IN  LITERATURE 


Call  the  Doctor,  Questions  Parents  Ask 
About  Their  Children,  Robert  F.  L. 
Polley,  MD,  164  pp.,  illus.,  Seattle, 
Wash.,  Parents  Handbooks,  1972, 
$3. 

A PRACTICING  PEDIATRICIAN,  Dr. 
Robert  F.  L.  Polley  has  compiled  a 
useful  handbook  for  parents  of  chil- 
dren of  all  ages  in  Call  The  Doctor. 
Not  intended  to  be  a medical  encyclo- 
pedia, the  volume  is  “presented  as  a 
casual  and  informative  handbook  giv- 
ing one  doctor’s  viewpoint  on  medical 
questions,  problems,  and  situations 
commonly  experienced  by  parents.” 

The  information  contained  in  the 
handbook  is  presented  in  a question 
and  answer  format,  and  covers  the 
problems  of  children  from  infancy  to 
adolescence.  The  book  is  especially 
useful  in  that  it  contains  sections  on 
behavioral,  sociological,  educational, 
and  financial  problems  as  well  as  the 
usual  sections  on  strictly  medical  prob- 
lems. Particularly  noteworthy  are  sec- 
tions on  Sudden  Infant  Death  Syn- 
drome (SIDS),  the  use  of  marijuana  by 
teenagers,  and  explanations  of  physi- 
cians’ fee  structures. 

Also  useful  are  numerous  illustra- 
tions, done  by  Stuart  Moldrem,  which 
show  methods  of  handling  infants, 
mechanisms  which  can  trigger  respira- 
tory tract  infections,  and  how  ear  in- 
fections can  develop. 

Two  pull-out  sections  show  the  prop- 
er time  for  a child  to  enter  school,  and 
another  can  be  used  to  prepare  young 
children  for  their  first  eye  examination. 

The  principal  flaw  of  the  work,  and 
it  is  a minor  one,  is  in  the  organization 
of  topics.  A question  on  “growing 
pains,”  for  example,  is  followed  by  a 
question  on  day  care  centers.  A sec- 
tion about  kindergarten  is  followed  by 
a question  about  the  use  of  narcotics 
and  drugs.  While  this  organizational 
method  may  be  confusing,  it  is  coun- 
tered by  a complete,  easy-to-use  index. 
Since  most  parents  would  probably  be 
looking  for  answers  to  specific  ques- 
tions when  using  this  book,  the  lack 
of  organization  should  not  be  counted 
against  it. 

Dr.  Polley  recognizes  that  the  opin- 
ions in  Call  The  Doctor  may  not  agree 
with  all  parents,  teachers,  or  physi- 
cians. He  says,  “the  information  in 


this  handbook  is  intended  simply  as  a 
starting  point.  We  hope  that  it  will  help 
parents,  after  they  review  our  sugges- 
tions, to  assess  their  own  particular 
situation,  present  the  facts  to  their 
child’s  physician,  and  then  follow  his 
advice.” 

Call  the  Doctor  is  worth  the  atten- 
tion of  all  physicians  who  deal  with 
childrens’  problems,  and  for  consider- 
ation as  a manual  to  recommend  to 
parents. 


Preventive  Medicine  in  World  War  II: 

Special  Fields,  vol.  9,  Col.  Robert  S. 

Anderson,  ed.,  605  pp.,  84  illus., 

Washington,  D.  C.,  Office  of  the 

Surgeon  General,  Department  of  the 

Army,  1969,  $8. 

THIS  MONUMENTAL  COLLECTION  of 
medical  intelligence,  while  a new  un- 
dertaking, has  resulted  in  over  30  vol- 
umes. This  material  was  originally 
collected  and  disseminated  as  a tool 
for  medical  planning  and  strategic 
military  operations.  It  is  now  placed  in 
a form  for  ready  reference  and  is  help- 
ful to  the  civilian  as  well  as  the  military 
physician. 

The  scope  of  this  work,  as  defined 
in  the  foreword,  encompasses  the 
practice  of  preventive  medicine,  public 
health,  hygiene,  and  tropical  medicine 
during  World  War  11.  Special  courses  of 
training,  seminars,  professional  meet- 
ings, and  practical  exercises  are  ex- 
plained. Intensive  education  of  the  sol- 
dier in  the  causes  and  prevention  of 
disease  was  provided  as  never  before 
during  a war. 

Many  agencies  cooperated  in  the 
occupational  health  and  industrial  hy- 
giene programs  explained  in  this  vol- 
ume. In  addition,  the  effect  of  environ- 
mental and  climatic  factors  are  given 
attention. 

The  experience  in  the  handling  of 
military  prisoners  in  great  numbers  is 
detailed  in  an  especially  interesting 
chapter  which  covers  the  treatment  of 
POWs  in  Europe,  Africa,  the  Pacific, 
and  the  continental  United  States. 

The  authors  also  detail  the  develop- 
ment of  global  medical  laboratories 
with  personnel  specially  trained  to 
handle  diseases  characteristic  of  each 
location. 

The  many  activities  carried  out  in 


installations  around  the  world  are  diffi- 
cult for  one  with  limited  experience  to 
place  in  proper  perspective,  and  ^ace 
limitations  prohibit  doing  justice  to 
the  many  undertakings  included  in 
this  volume.  Anyone  who  would  like  to 
travel  around  the  world  and  never 
leave  his  reading  desk  should  give 
thoughtful  consideration  to  this  book. 

JOE  C.  RUDE,  MD 
Austin 

Hazardous  To  Your  Health — A New 
Look  At  the  "Health  Care  Crisis”  in 
America,  Marvin  Henry  Edwards,  318 
pp..  New  Rochelle,  N.Y.,  Arlington 
House,  1972,  $8.95. 

THE  BRILLIANT,  INCISIVE  editor  of  Pri- 
vate Practice  (remember  his  editorial 
“The  Generic  Equivalency  of  O.  J.  Simp- 
son?”) presents  in  one  book  what  many 
physicians  have  been  seeking.  In  this 
book,  Mr.  Edwards  gives  his  answer  to 
the  continuing  efforts  of  some  plan- 
ners, commentators,  and  politicians 
who  impugn  the  motives  of  private 
practitioners. 

As  Mr.  Edwards  states,  “While  it  is 
the  premise  of  this  book  that  the  pres- 
ence of  a medical  or  health  care  “cri- 
sis” in  the  United  States  is  a politically 
perpetuated  myth,  there  is  no  denying 
that  those  who  provide  medical  care  to 
the  American  people  have  a problem  to 
solve. 

“While  it  is  the  thesis  of  this  book 
that  national  health  insurance  does  not 
offer  viable  solutions  to  those  prob- 
lems, and  would  likely  create  extensive 
new  problems  in  terms  of  both  care  and 
costs,  it  is  nonetheless  true  that  there 
is  a need  to  find  solutions. 

Mr.  Edwards  effectively  sustains  both 
his  premise  and  his  thesis  in  the  four 
sections  of  the  book:  “The  Campaign,” 
“The  Crisis,”  “The  Experience,”  and 
“The  Choices.” 

This  book  can  serve  as  a sort  of  a 
sourcebook  for  public  relations  com- 
mittees at  all  levels  of  organized  medi- 
cine. It  should  be  in  the  library  of  every 
editor  in  America  regardless  of  his 
ideological  affiliation  in  order  that  he 
can  see  that  the  articles  written  by  his 
reporters — or  those  received  from  the 
various  news  services — are  accurate.  It 
should  be  read  by  every  private  practi- 
tioner, constantly  thumbed,  and  used  in 
his  contacts  with  his  patients.  It  should 
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be  available  in  every  public  library. 

This  book  is  Marvin  Edwards  at  his 
best  and  should  be  read  by  all. 

MAL  RUMPH,  MD 
Fort  Worth 

Pediatric  Clinical  Gastroenterology,  Ar- 
nold Silverman,  Claude  C.  Roy,  and 
Frank  J.  Cozzetto,  580  pp.,  295  illus., 
St.  Louis,  The  C.  V.  Mosby  Co., 
1971,  $39.50. 

RECOGNIZING  THAT  PHYSICIANS  who 
work  with  children  deal  with  gastro- 
intestinal complaints  a sizable  portion 
of  their  time,  the  authors  of  this  text- 
book have  attempted  to  “bridge  the 
gap  between  the  general  discussions 
of  gastrointestinal  problems  in  pediat- 
ric textbooks  and  the  standard  gastro- 
enterology texts  that  . . . give  but 
casual  reference  to  the  problems  as 
they  apply  to  the  pediatric  population.” 

In  an  effort  to  provide  such  practi- 
tioners with  the  most  useful  type  of 
gastrointestinal  information,  the  au- 
thors have  stressed  methods  of  col- 
lecting and  interpreting  clinical  data. 
They  have  divided  their  work  into  three 
major  sections,  the  first  of  which  deals 
with  symptoms  and  signs  that  have 
gastrointestinal  significance.  The  sec- 
ond portion  of  the  book  deals  with  spe- 
cific gastrointestinal  disorders,  and  the 
final  part  of  the  book  is  devoted  to  a 
description  and  discussion  of  the  treat- 
ment procedures  that  have  proved  re- 
liable and  that  the  authors  presently 
use. 

Drs.  Silverman,  Roy,  and  Cozzetto 
note  that  the  book  has  been  designed 
to  serve  as  a “useful  guide  for  pedia- 
tricians, general  practitioners,  family 
practice  physicians,  and  house  staff,” 
since  as  much  as  10%  of  hospitalized 
pediatric  patients  are  admitted  with 
gastrointestinal  complaints. 

Management  of  Juvenile  Diabetes  Mel- 
litus,  ed.  2,  Howard  S.  Traisman, 
223  pp.,  62  illus.,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1971,  $19.75. 

THE  ADDITION  OF  FOUR  new  chapters 
and  extensive  revisions  have  brought 
the  second  edition  of  this  useful  text- 
book up  to  date. 

The  new  chapters  deal  with  the 
pathogenesis  of  diabetes,  psychologi- 


cal aspects  of  childhood  diabetes,  hy- 
poglycemia, and  the  infant  of  the  dia- 
betic mother. 

In  the  preface,  the  author  of  this 
second  edition  reiterates  what  he  and 
his  coauthor  stated  in  the  first  edi- 
tion, which  was  published  in  1965: 
“Diabetes  mellitus  is  a chronic  disease 
of  inconvenience.  Proper  management 
of  the  child  with  this  disorder  ensures 
normal  growth  and  development  and 
delays  the  onset  of  the  degenerative 
complications.”  The  author  also  com- 
ments that  diabetic  children  should 
engage  in  full,  unrestricted  activities 
and  that  their  general  medical  care 
should  not  differ  from  that  of  nondia- 
betic children. 

According  to  the  author,  the  main 
purpose  of  the  book  is  to  provide  a 
concise,  practical  method  of  manage- 
ment of  juvenile  diabetes  mellitus.  For 
this  reason,  the  monograph  is  written 
primarily  for  pediatricians  and  general 
practitioners  who  are  infrequently 
called  upon  to  diagnose  and  treat  the 
diabetic  child  or  infant.  The  book  will 
also  be  helpful  to  medical  students, 
house  officers,  and  nurses. 
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You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
' gastritis  and  duodenitis. . . 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HCl),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
1 anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy  and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs-1  or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
If  adjunctive 

Librax<s> 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effeets  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  eombined  with  other  spasmolytics  and/or 
low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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PERSONALS 


Dr.  Margaret  P.  Sullivan,  associate 
pediatrician  at  M.D.  Anderson  Hospital 
and  Tumor  Institute,  Houston,  will  be 
installed  Nov.  14  as  president-elect  of 
the  American  Medical  Women’s  Asso- 
ciation, Inc.,  at  its  57th  annual  meet- 
ing in  Columbus,  Ohio.  Dr.  Sullivan,  a 
graduate  of  the  Duke  University  School 
of  Medicine  in  Durham,  N.C.,  has 
served  as  pediatrician  with  the  Atomic 
Bomb  Casualty  Commission  in  Hiro- 
shima and  Nagasaki,  Japan. 

Dr.  Vance  Terrell,  a Stephenville  phy- 
sician specializing  in  EENT,  has  been 
named  a distinguished  alumnus  for 
1972  by  Tarleton  State  College  in 
Stephenville.  He  will  be  honored  at 
a luncheon  Oct.  21  on  the  Tarleton 
campus. 

Dr.  Perry  C.  Talkington,  Dallas  psy- 
chiatrist, has  been  named  president  of 
the  American  Psychiatric  Association, 
which  represents  20,000  of  the  25,000 
psychiatrists  in  the  United  States. 

Dr.  Talkington  has  previously  served 
as  president  of  numerous  professional 
associations  including  the  Texas  Neu- 
ropsychiatric Association,  the  Texas 
District  Branch  of  the  American  Psy- 
chiatric Association,  and  the  Institute 
for  the  Advancement  of  Mental  Health 
Administrators. 

Dr.  Jose  A.  Garcia,  a Dallas  internist, 
was  recently  honored  with  an  apprecia- 
tion plaque  from  the  residents  and  in- 
terns of  St.  Paul  Hospital  in  Dallas.  The 
plaque  recognized  Dr.  Garcia  for  “the 
countless  hours  he  has  devoted  to  us,” 
and  for  his  abilities  as  a teacher,  clini- 
cian, and  as  a friend. 

Dr.  Ralph  Shabetai,  former  professor 
of  medicine  at  the  University  of  Ken- 
tucky Medical  School  in  Lexington,  has 
been  named  professor  of  medicine 
(cardiology)  at  The  University  of  Texas 
Medical  School  at  Houston.  Dr.  Sha- 
betai will  also  serve  as  director  of  the 
school’s  division  of  cardiology  and 
supervise  the  cardiology  service  at 
Hermann  Hospital. 

Dr.  William  Weston,  III  began  duties 
this  month  as  associate  professor  of 
pediatrics  in  the  Ambulatory  Care  Sec- 
tion of  the  Department  of  Pediatrics  at 
The  University  of  Texas  Medical  School 


at  San  Antonio.  Dr.  Weston  was  previ- 
ously on  the  staff  of  the  Medical  Uni- 
versity of  South  Carolina  in  Charles- 
ton, S.C. 

Dr.  Frederick  A.  Rommell,  assistant 
professor  of  pediatrics  at  The  Univer- 
sity of  Texas  Medical  School  at  San 
Antonio,  has  been  awarded  a $19,865 
grant  by  the  U.S.  Department  of 
Health,  Education  and  Welfare  for  1 is 
project  entitled  “Mechanisms  of  Com- 
plement Mediated  Membrane  Damage.” 

Dr.  Jesse  E.  Thompson,  Dallas,  has 
been  elected  president  of  the  North 
American  Chapter  of  the  International 
Cardiovascular  Society. 

Drs.  James  A.  Cunyus,  Edward  K.  Poole, 
and  Joseph  A.  Voipe,  all  of  Austin,  have 
been  certified  by  the  Conjoint  American 
Board  of  Nuclear  Medicine. 

Dr.  Rulon  W.  Rawson  has  been  named 
vice-president  for  education  and  pro- 
gram development  at  The  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tu- 
mor Institute  in  Houston.  Dr.  Rawson 
was  previously  vice-president,  profes- 
sor, and  dean  of  medicine  at  the  New 
Jersey  College  of  Medicine  and  Den- 
tistry in  Jersey  City.  He  will  also  serve 
as  internist  and  professor  of  medicine 
on  the  M.  D.  Anderson  Hospital  staff. 


PAMPHLETS 

A report  on  the  use  of  hospital  radiol- 
ogy personnel  and  the  jobs  assigned 
to  them  has  been  issued  by  the  Allied 
Health  Professions  Project  at  the  Uni- 
versity of  California  at  Los  Angeles. 

Entitled  Occupational  Analysis:  Hos- 
pital Radiology  Technologist,  the  book- 
let is  based  on  a national  survey  of 
representative  health  care  facilities. 
The  survey  consisted  of  a question- 
naire covering  specific  tasks;  employ- 
ees in  36  hospitals  and  12  extended- 
care  facilities  were  asked  directly,  rath- 
er than  through  supervisory  personnel, 
to  indicate  whether  they  performed 
each  task  listed,  how  often  they  per- 
formed it,  whether  they  were  super- 
vised, and  how  difficult  they  consid- 
ered the  task.  Findings  were  reported 
by  five  occupational  categories;  radiol- 


ogists (MDs),  chief  technologists,  staff 
technologists,  technical  support  per- 
sonnel, and  non-technical  support  per- 
sonnel. 

A computerized  analysis  of  the  re- 
sponse to  the  questionnaire  has  re- 
vealed a pattern  of  manpower  utiliza- 
tion in  the  radiology  laboratory  based 
on  current  practice.  Findings  of  the 
survey  hopefully  will  assist  in  shaping 
technical  and  instructional  materials 
suitable  for  all  types  of  programs — 
from  on-the-job  training  programs  to 
those  programs  leading  to  a degree — 
and  in  delineating  a “career  ladder.” 

Copies  of  the  publication  may  be 
obtained  for  $3  each  from  Dr.  Miles  H. 
Anderson,  acting  director,  UCLA  Allied 
Health  Professions  Project,  1003  Wil- 
shire  Blvd.,  Santa  Monica,  Calif.  90401. 

Two  pamphlets  on  disaster  medicine 
and  services  are  now  available  to  phy- 
sicians from  the  American  Medical 
Association  and  the  Texas  National 
Guard,  respectively. 

The  booklet.  The  Role  of  the  Physi- 
cian in  Disaster  Medicine,  prepared  by 
the  AMA’s  Committee  on  Community 
Emergency  Services,  provides  broad 
guidelines  indicating  the  responsibility 
of  all  physicians  in  the  practice  of 
medicine  under  emergency  and  disas- 
ter conditions.  The  pamphlet  includes 
a definition  of  emergency  and  disaster 
medicine,  an  outline  of  the  responsi- 
bility of  the  medical  society  and  the 
practicing  physician  in  emergency  situ- 
ations, an  explanation  of  the  role  of 
retired  physicians  and  a list  of  what 
should  be  included  in  a physician’s 
emergency  care  kit. 

The  Texas  National  Guard  has  is- 
sued a pamphlet  entitled  Military  Sup- 
port of  Civil  Authorities,  which  outlines 
principles  of  military  support,  the  pro- 
cedure for  requesting  military  assist- 
ance, and  the  names  and  addresses  of 
commanding  officers  in  the  four  areas 
of  Texas. 

The  AMA  pamphlet  may  be  obtained 
free  from  American  Medical  Associa- 
tion, Division  of  Medical  Practice,  De- 
partment of  Community  Health,  535 
North  Dearborn  Street,  Chicago,  III. 
60610.  The  Texas  National  Guard 
pamphlet  may  be  obtained  by  writing 
the  Adjutant  General’s  Department, 
Texas  National  Guard,  Austin,  Texas. 
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DR.  C.  O.  BURNS 

Dr.  Charles  Oscar  Burns,  29,  died  Aug. 
14,  1972,  in  a Waco  hospital  as  a re- 
sult of  head  injuries  sustained  the  day 
before  in  a fall  from  a ladder  at  the 
site  of  a new  house  being  built  for  him 
and  his  family  in  Valley  Mills.  Dr.  Burns 
was  the  only  physician  in  the  Bosque 
County  town. 

The  family  physician  began  full-time 
practice  in  Valley  Mills,  his  native  town, 
in  July,  1971.  He  had  attended  local 
high  schools  and  Abilene  Christian 
College.  After  graduating  from  Mem- 
phis (Tenn.)  State  University,  he  en- 
tered the  University  of  Tennessee 
School  of  Medicine  in  Memphis.  He 
was  granted  an  MD  degree  from  that 
institution  in  June,  1970.  From  July, 
1970,  until  January,  1971,  he  interned 
at  Metropolitan  Hospital  Center  in  New 
York  City.  He  returned  to  Texas  to 
complete  his  internship  at  Scott  and 
White  Memorial  Hospital  in  Temple 
while  practicing  part-time  in  Valley 
Mills. 

Dr.  Burns  was  a member  of  Alpha 
Omega  Alpha,  American  Medical  Asso- 
ciation, Texas  Medical  Association,  and 
McLennan  County  Medical  Society.  He 
had  served  as  medical  director  of  the 
Bosque  County  Cancer  Society. 

Dr.  Burns  is  survived  by  his  wife, 
Vina  Leah  Ivie  Burns;  three  daughters, 
Jeannine,  Carla  and  Shannon,  all  of 
Valley  Mills;  his  father,  Wallace  Burns, 
and  step-mother.  Aline  Burns,  Brown- 
wood;  one  sister,  Mrs.  Lou  Ann  Bryan, 
Cary,  N.C.;  and  two  brothers,  Dan  G. 
Burns,  Atlanta,  Ga.,  and  Donald  Burns, 
Abilene.  His  mother,  a registered  nurse, 
preceded  him  in  death  Nov.  11,  1964. 

Mrs.  Burns  was  expecting  a fourth 
child  at  the  time  of  her  husband’s 
death. 

DR.  J.  P.  MULLOWNEY 

Dr.  James  Phillip  Mullowney,  Tyler 
pathologist,  died  August  6,  1972,  in  a 
Tyler  hospital.  Cause  of  death  was 
acute  myocardial  infarction. 

Dr.  Mullowney  did  undergraduate 
work  at  Loyola  University  Chicago,  ML, 
and  at  the  University  of  Pennsylvania 


and  Temple  University,  both  in  Philadel- 
phia, Pa.  He  was  graduated  from  Loy- 
ola University  Stritch  School  of  Medi- 
cine in  Maywood,  ML,  in  1939  and 
served  an  internship  at  Jersey  City 
(N.J.)  Medical  Center  the  following 
year.  From  1941  to  1942,  Dr.  Mullow- 
ney was  a resident  in  pathology  at 
Worchester  (Mass.)  City  Hospital.  After 
serving  in  World  War  II,  he  was  a clini- 
cal associate  in  the  Department  of 
Anatomy  at  Loyola  University  Stritch 
School  of  Medicine.  He  completed  a 
second  residency  in  pathology  at  Good 
Samaritan  Hospital,  Cincinnati,  Ohio,  in 
1949. 

Dr.  Mullowney  came  to  Tyler  in 
1949  and  served  as  medical  director 
of  Stewart  Blood  Bank  and  was  on 
the  staffs  of  Mother  Frances  Hospital 
of  Tyler  and  Medical  Center  Hospital. 

The  58-year-old  Kankakee,  ML,  native 
was  past  president  of  the  Smith  County 
Medical  Society  and  was  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  College  of 
American  Pathologists.  He  was  a past 
member  of  Massachusetts  Medical  So- 
ciety. 

Dr.  Mullowney  is  survived  by  his 
wife,  Marjorie  Mullowney,  Tyler;  three 
sons,  John  E.  Mullowney,  Austin,  and 
James  and  Jeffrey  K.  Mullowney,  Ty- 
ler; two  daughters,  Mrs.  Jean  Clem- 
mer.  Baton  Rouge,  La.,  and  Miss  Joan 
C.  Mullowney,  Austin;  and  two  grand- 
children. 

DR.  H.  A.  AULER 

Dr.  Hugo  Alfred  Auler,  a family  physi- 
cian in  Austin  for  20  years,  died  July  5, 
1972,  at  St.  David’s  Hospital  in  Austin. 
Cause  of  death  was  cancer  of  the  liver 
and  colon. 

The  70-year-old  doctor  was  the  son 
of  the  late  Dr.  Edwin  Brunelle  Auler  of 
Elgin.  After  attending  Elgin  High  School 
and  The  University  of  Texas  at  Austin, 
Dr.  Auler  entered  Tulane  University 
School  of  Medicine  in  New  Orleans,  La. 
Upon  graduation  in  1927,  he  served 
an  internship  at  Charity  Hospital  of 
Louisiana  at  New  Orleans  and  a resi- 
dency at  Shreveport  (La.)  Charity  Hos- 


pital. He  began  practice  in  Austin  in 
1930. 

A member  of  the  Texas  Medical  As- 
sociation since  1930,  Dr.  Auler  was 
elected  an  inactive  member  in  1953 
after  retiring  from  practice.  He  was 
also  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  Travis 
County  Medical  Society  and  American 
Medical  Association. 

He  is  survived  by  his  wife,  Mary 
Blanton  Auler;  a daughter,  Mrs.  Mary 
Ann  Wooten,  Jr.;  one  son,  Edwin  Auler; 
and  three  grandchildren,  all  of  Austin. 

DR.  C.  G.  CATTO 

Former  Waco  mayor,  general  practi- 
tioner, and  general  surgeon  Dr.  Charles 
Gray  Catto  died  June  24,  1972,  in  a 
Waco  hospital.  The  Dallas  native  was 
75. 

Dr.  Catto  attended  the  Scottish 
Tutorial  Institute  in  Edinburgh,  Scot- 
land, and  pursued  his  medical  studies 
at  the  Faculty  of  Medicine,  University 
of  Edinburgh.  He  was  graduated  from 
that  institution  in  1921.  His  internship 
at  the  Royal  Infirmary  was  interrupted 
by  World  War  1.  In  September,  1917, 
he  was  commissioned  a second  lieuten- 
ant in  the  Royal  Air  Force.  He  was  dis- 
charged as  an  ace  in  November,  1918, 
and  returned  to  Edinburgh  where  he 
continued  his  education. 

He  returned  to  the  United  States  in 
1922  and  accepted  an  internship  at 
Charity  Hospital  of  Louisiana  at  New 
Orleans.  He  later  took  post-graduate 
work  at  New  York  University  Post 
Graduate  Medical  School  in  New  York 
City  and  at  Massachusetts  General 
Hospital  in  Boston. 

In  addition  to  serving  with  the  Brit- 
ish armed  forces.  Dr.  Catto  was  a 
member  of  the  US  Air  Force  Reserve 
and  the  Texas  National  Guard  for  10 
years. 

A former  president  of  McLennan 
County  Medical  Society,  Dr.  Catto  was 
elected  mayor  of  Waco  in  1937,  after 
having  served  as  a city  councilman  for 
one  year.  He  had  practiced  in  Waco 
since  1925.  He  was  also  an  honorary 
member  of  Texas  Medical  Association 
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and  a member  of  the  American  Medi- 
cal Association.  The  physician  left  pri- 
vate practice  in  1965  to  become  di- 
rector of  the  City-County  Outpatient 
Clinic,  a position  he  held  until  his 
illness  and  retirement. 

Survivors  include  his  wife,  Frances 
Elizabeth  Henshaw  Catto;  three  daugh- 
ters, Mrs.  Elizabeth  Ann  Francis,  Boze- 
man, Mont.,  Mrs.  Jane  Gray  Jones,  Dal- 
las, and  Mrs.  Mary  Frances  Shipley, 
Marinette,  Wise.;  a son,  Charles  Gray 
Catto,  Jr.,  Lakewood,  Colo.;  a sister, 
Mrs.  Elva  Stradley,  Dallas,  and  two 
brothers,  Henry  P.  Catto  and  John 
Catto,  Jr.,  both  of  San  Antonio. 

DR.  T.C.  WALKER 

Complications  following  surgery 
claimed  the  life  of  Dr.  Taylor  Cox  Wal- 
ker, 67,  of  Beaumont,  on  May 
27,  1972. 

An  internist  who  gave  special  atten- 
tion to  cardiovascular  diseases.  Dr. 
Walker  was  a native  of  Tishomingo, 
Okla.  He  moved  to  Beaumont  with  his 
family  as  a child  and  after  completing 
his  education,  began  practice  there  as 
a physician.  Dr.  Walker  had  attended 
The  University  of  Texas  at  Austin  and 
South  Park  College,  now  Lamar  Univer- 
sity, in  Beaumont  before  enrolling  in 
The  University  of  Texas  Medical  Branch 
at  Galveston.  UTMB  granted  him  an 
MD  degree  in  1934.  Dr.  Walker  had 
served  as  an  intern  at  St.  Mary's  Hos- 
pital in  Galveston  during  his  senior 
year  in  medical  school. 

A member  of  Alpha  Omega  Alpha 
honorary  medical  fraternity.  Dr.  Walker 
was  also  an  alumnus  of  Phi  Chi  medi- 
cal fraternity  and  had  been  a member 
of  Alpha  Epsilon  Delta  honorary  pre- 
medical fraternity  during  his  under- 
graduate years.  He  was  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  Jefferson 
County  Medical  Society.  Dr.  Walker  had 
served  as  secretary  of  the  county  med- 
ical society  and  as  chairman  of  its 
diabetic  committee  in  1950.  In  the  lat- 
ter position,  he  arranged  for  individual 
physicians  in  the  Beaumont  area  to 


make  free  tests  to  detect  the  disease 
during  National  Diabetic  Detection 
Week. 

President  Franklin  Roosevelt  cited 
Dr.  Walker  for  his  work  with  the  local 
Selective  Service  Board  during  World 
War  II. 

Survivors  include  his  wife,  Christine 
Springer  Walker;  a son,  Michael  Joseph 
Walker  of  Houston;  a daughter,  Mrs. 
Jeanne  King  of  Houston;  three  step- 
sons, Walter  J.  and  Raymond  Paul 
Springer,  both  of  Houston,  and  Mark 
Emery  Springer  of  Beaumont:  two 
brothers,  Paul  B.  Walker  of  Beaumont, 
and  the  Rev.  Granville  T.  Walker  of  Fort 
Worth:  and  one  sister,  Mrs.  Linnie 
Stewart  of  Corpus  Christi. 

DR.  H.  G.  WILSON 

Dr.  Harry  Graham  Wilson,  58,  died  Aug. 
21,  1972,  in  San  Antonio.  Dr.  Wilson 
was  a family  physician  who  devoted 
special  attention  to  internal  medicine. 

A native  of  Waxahachie,  Dr.  Wilson 
was  graduated  from  Trinity  University 
in  Waxahachie  in  1938  and  was  granted 
an  MD  degree  from  Baylor  College  of 
Medicine  in  Dallas  in  1939.  After  serv- 
ing with  the  US  Army  as  a major  in 
World  War  II,  Dr.  Wilson  completed  an 
internship  at  Santa  Rosa  Hospital  in 
San  Antonio.  He  began  practice  in 
Bandera  and  moved  to  San  Antonio  in 
1950. 

Dr.  Wilson  was  a member  of  Ameri- 
can Medical  Association,  Texas  Medical 
Association,  and  Bexar  County  Medical 
Society. 

He  is  survived  by  three  sons,  H. 
Graham  Wilson,  Jr.,  DDS,  San  Antonio, 
Patrick  Henry  Wilson,  MD,  Toledo, 
Ohio,  and  Richard  Porter  Wilson,  MD, 
Wichita  Falls;  a daughter,  Judy  Wilson 
Schriever,  San  Antonio;  his  mother, 
Mrs.  Pat  H.  Wilson,  Waxahachie;  a sis- 
ter, Josephine  Wilson  Ruskin,  Waxaha- 
chie; and  nine  grandchildren. 

DR.  T.  W.  EDWARDS 
Dr.  Thomas  William  Edwards,  a Cor- 
pus Christi  anesthesiologist,  died  May 
6,  1972,  in  Corpus  Christi. 


Dr.  Edwards  attended  Cornell  Insti- 
tute in  San  Marcos  and  was  graduated 
in  1918  from  Vanderbilt  University 
School  of  Medicine  in  Nashville,  Tenn. 
He  served  internships  at  Vassar  Broth- 
ers Hospital,  Poughkeepsie,  N.Y.,  and 
at  Shreveport  (La.)  Charity  Hospital, 
from  1918  until  1919.  After  completing 
his  internship.  Dr.  Edwards  practiced 
general  medicine  in  Colombia,  South 
America,  until  1937.  While  practicing 
in  Colombia,  he  completed  post- 
graduate courses  at  Cook  County  Hos- 
pital, Chicago,  III.,  and  Tulane  Univer- 
sity School  of  Medicine,  New  Orleans, 
La.  He  began  practice  in  Corpus  Chris- 
ti in  1937  and  retired  in  1971. 

Born  in  1894  in  Waxahachie,  Dr. 
Edwards  was  a member  of  American 
Society  of  Anesthesiologists,  Interna- 
tional Anesthesia  Research  Society, 
American  Medical  Association,  Ameri- 
can Society  of  Tropical  Medicine,  and 
Nueces  County  Medical  Society.  He 
was  elected  an  honorary  member  of 
the  Texas  Medical  Association  in  1970, 
having  been  a member  since  1938. 

He  is  survived  by  his  wife,  Eloise 
Williams  Edwards,  and  one  son,  Thom- 
as Edwards,  Jr.,  Pasadena. 


136 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  115  bed  psychiatric  hospital  located  in  Oak  Cliff  on  18  acres  amidst  natural 
wooded  surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric 
disorders.  Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy, 
Individual  and  Group  Therapy,  Transactional  Analysis,  Gestalt,  and  Behavior  Modification! 
Complete  facilities  for  OT-RT  under  the  division  of  trained  personnel.  An  individually  di- 
rected program  based  on  full  diagnostic  evaluation  and  actual  performance  administered  by 
a staff  skilled  in  special  education  and  problems  of  the  adolescent  and  young  adult. 


PSYCHIATRY 

Joseph  L.  Knapp,  M.D. 

Jackson  H.  Speegle,  M.D. 


Fred  H.  Jordan,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 

David  K.  Fooshee,  M.S.  Mark  Wall,  M.S. 

Clinical  Psychologist  Associate  Psychologist 

EDUCATION  DIRECTOR 

William  E.  Nix,  A.M. 


DIRECTOR  OF  NURSES 

Rosella  Sharp,  R.N. 

O.T.  AND  R.T.  DIRECTOR 

Wanda  Flynn,  B.S. 

COURTESY  STAFF 


1353  North  Westmoreland  Avenue,  DALLAS,  TEXAS  75211  214  331-8331 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D. 


EAR,  NOSE,  & THROAT 

PHILLIP  M.  AVYTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 


OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.* 


GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 


INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 
ALLEN  M.  JONES,  M.D.* 
JOHN  D.  NELSON,  M.D. 


UROLOGY 

JAMES  T.  KILDUFF,  M.D. 


EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D,,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.AXJ.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
TTiomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices  • 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 


JACKSONVILLE,  TEXAS 


STAFF 


General  Surgrery: 

L.  L.  Travie,  M.D. 
J.  S.  O’Hare,  M.D. 
R.  K.  Willms,  M.D. 


Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 


Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 
J.  T.  Scogfin,  M.D. 

J.  H.  Pesnell,  M.D. 
Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 


Obstetrics  and  Gynecology: 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics: 

M.  L.  Gray,  M.D. 


Urologry: 

H.  F.  Riree,  M.D, 


Pathology: 

Harbert  Davenport,  Jr.,  M.D. 


Radiology  and  Radioactive  Isotoi>es: 
L.  W.  Ralston,  M.D. 


Anesthesiology : 

W.  T.  Witt,  M.D. 


J.  G.  Casey 

Business  Mansurer  of  Travis  Clinic 
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or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric — without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  1 never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
iarrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
rcompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
npleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 

) promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
emulcent-detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
elladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel'PG 

Donnagel  with  paregoric  equivalent 
(2  Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains;  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
dropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
equivalent  to  paregoric  6 rnl.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
0.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 


♦Pl.O^ 


Cough  CaltT'f- 


with  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  “flu" 

Robitussin^ 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C®S 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning;  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
tor  “coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin^  “Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 


Robitussin®  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 

Decongestant  Non-Narcotic 

ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

• 

• 

ROBITUSSIN-DM® 

m 

m 

m 

ROBITUSSIN-PE® 

m 

A.  H.  Robins  Company, 

COUGH  CALMERS® 

o 

o 

o 

/I'HDOBINS 

'S 

When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1.8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 
Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 

Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 

In  patients  with  impaired  renal  function 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 


Uncocitr 


Sterile  Solution  (300  mg  per  ml) 

( 1 incomyci  n hydroch  lor  ide, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


^Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OE  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  //emopo/et/c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reacf/onj-— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes—Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  L/ver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  icuici— Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 

MED  B-6-S  (KZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  morphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.co//appears  above. 


Encounter  under  the 
Scanning  Electron  Microscope 
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E.  coli  + cephalothm 


Different  modes  of  antibacterial  action — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments, strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar. ..  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

‘‘At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors. ”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Pass,  R.  J.,  and  Perkins,  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov,  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1:164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitisandcystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A beta- 
hemolytic  streptococcal  infections  and  will  not  eradicate  or 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  such 
infections.  Deaths  from  hypersensitivity  reactiqns,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  re- 
ported and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpura 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  CBC 
and  urinalysis  with  microscopic  examination  are  recommended 
during  sulfonamide  therapy.  Insufficient  data  on  children  under 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthrna;  in  glucose- 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis. 
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Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol®  (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  f.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 


Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 

B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking  , 

Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  Is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  Increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.'s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


Gantanol 

(sulfamethoxazole) 
Basic  Therapy 


aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia); 
allergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
tival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis):  gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
tal depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
L.E.  phenomenon).  Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis) . 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child’s  dosage.-  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/ teaspoonful. 

<\  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  N J.  07110 
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DRS.  FEIN  AND  KAMIN  CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

Allergy  and  Intmunology  224  West  Beauregard  Avenue,  San  Angelo,  Texas 


Bernard  T.  Fein,  M.O.,  FJV.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamln,  M.D.,  F^.A.P.,  DIplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.AAA. 

Richard  H.  Jackson,  M.O.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.CA. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.O.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


Dale  W.  Hayter,  M.D., 
Ophthalmology 

O.  Sterling  Gillls,  III,  M.D., 
Obstetrics  and  Gynecology 

Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultant  In  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

DIplomate  American  Board  of  Allergy  and  Immunology 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Kenneth  E.  Peirce,  M.D. 

Theodore  J.  Haywood,  M.D.  Lawrence  G.  Thorne,  M.D. 

Orville  C.  Thomas,  M.D.  Joel  T.  Appleton,  M.D. 

Joseph  T.  Queng,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  FJLCJV.,  Allergy-Dermatology 
W.  A.  Crozler,  M.D.,  F.A,CJV.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChrlstI,  Texas,  882-3487 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 


Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  (^urch,  M.D. 
Thomas  J.  Coleman,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D, 


RADIOLOGY— CONSULTANTS 
William  H.  Nell,  M.D. 

Victor  E.  McCall,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L_  Bynum,  M.D. 

Ed  Etler,  Jr..  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answen  924-4231 


DRS.  SAMS  AND  MEADOWS 
Allergy  and  Immunology 

Joseph  T.  Sams,  M.D.,  Diplomats,  American  Beard  of  Internal  Medicine 
Sub-Beard  of  Allergy-Immunology 
C.  David  Meadows,  M.D. 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 


Telephone  884-3861 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 
H.  R.  Rose,  M.D.,  A.B.F.P. 
C.  L.  Vemor,  M.D. 

T.  L.  Glenn,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 
Salvador  Ortiz,  M.D. 


OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  FJLC.S. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  FA.C.S. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 

B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  > Mrs.  Joyce  Pettit 


HERMANN  GREGORY,  M.D. 

Clinical  Allergy  and  Immunology 

Certified  American  Boards  of  Pediatrics  and  Allergy 

1310  Ninth  Street,  Wichita  Falls,  Texas  76301 
Phone  817  322-6926 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $10  per  column 
inch  per  month  and  listines  must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section  headings  are  limited  to 
those  specialties  in  which  there  is  an  American  Medical  Association  recognized  spe- 
cialty board  and/or  an  AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Assistant,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  20th  of  the  month  preceding  publication  month. 
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TEXAS  MEDICINE 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Oisch,  M.D.,  D.A.B.S,,  F.A.C.S.,  General  Surgery 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

Rudolph  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  Internal  Medicine 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.O.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Munir  F.  Bishara,  M.D.,  Pediatrics  & Infectious  Diseases 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Wyatt  E.  Collins,  M.D.,  Consultant  in  Nuclear  Medicine 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  Family  Practice 

Miles  W.  Davis,  M.D.,  Family  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


C.  H.  "Hamm"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 
NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgarls,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
J.  A.  Harris,  M.D.,  Family  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N., 
Telephone  713  948-8521 

Texas  City,  Texas  77590 

Obstetrics  & Gynecology 

G.  W.  Beeler,  M.D. 

General  Practice 

J.  H.  Cochrane,  M.D. 

Internal  Medicine 

W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

J.  W.  O’Bryant,  M.D. 

O.  O.  Smith,  M.D. 

General  Surgery 

B.  W.  Hlnk,  M.D.,  F.A.C.S. 

Clinic  Manager 

Stan  M.  Sheppard 

Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 

MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY 

P.  W.  Malone,  M.O.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allenswoiih,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  FJt.C.S. 

C.  B.  Marcum,  M.D.,  FJLC.S. 

J.  E.  Mathews,  M.D. 

INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall.  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashlon,  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charies  N.  Butts,  AssL  Clinic  Manager 


Internal  Medicine  and  Diagnosis 

ALLERGY 


Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D, 

Michael  B.  Ralne,  M.D. 

Michael  A.  ModelskI,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivler,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  GagllardI,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglln,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldrldge,  Jr.,  M.D. 
David  O.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vandersllce 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  FJV.C.S. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

W.  W.  Moorman,  M.D.,  FJV.C.P. 

D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Danlell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hlllcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatolo^,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


DRS.  CANON,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Cannon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

John  David  Jones,  M.D. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Dermatology 


Family  & General  Practice 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Dlplomate  American  Board  of  Family  Practice 


IRWIN  KURTZ,  M.D. 

DIplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1—3  to  5 

3817  Brown  Street,  Dallas,  Teaxs 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

C.  LEROY  GOODMAN,  M.D. 

Dermatology  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street.  Fort  Worth,  Texas  76104 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


50  years  of  service — 1922-1972 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 
AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Gastroenterology 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas.  742.«141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

DRS.  THOMPSON,  PATMAN  & PERSSON 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 


Internal  Medicine 


W.  CROCKETT  CHEARS,  JR.,  M.D. 
Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 


JOHN  A.  WIGGINS,  JR.,  M.D. 
Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 


General  Surgery 


STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 


Douglas  Plaza  Bldg.,  Telephone:  363-5535 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 


1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

ALEJANDRO  DURAN,  JR.,  M.D. 
Cardiology 

AND  INTERNAL  MEDICINE 


L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 


University  Towers  Bldg.,  Suite  104 
1900  North  Oregon,  El  Paso,  Texas  79902 
Telephone  915  532-6257 


1502  Logan  Ave.,  Laredo,  Texas 

Neurological  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


Morris  Sanders,  M.D. 

Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 


ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

R.  A.  GRUMMON,  M.D. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Wiiliams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 
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Ophthalmology 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  '^ort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 
712  North  Washington,  Dallas,  Texas,  214  826-7060 


ROBT.  C.  L ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 
Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 


Neurology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins.  M.D. 

Donald  L.  Hall,  M.D. 


DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  die  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas  


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 
3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 


ARTHUR  M.  CLEMENTS,  M.D. 

Ophthalmology 

Northlake  Professional  Bldg.,  8535  Femdale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

411  Water  Street,  Waxahachie,  Texas  75165 

Telephone  214  937-7680 


THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 


Nuclear  Medicine 


Orthopedic  Surgery 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  ill.  60610. 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders.  M.D. 

Arthur  Lorber,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  (iarlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  SL,  Abilene,  Texas  79601 
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HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

5620  Greenbrier,  Houston,  Texas  77005,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  SL,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR..  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


Diplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

'Special  Attention  to  Surgery  of  the  Hand 
Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


Otolaryngology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


FORT  WORTH  MEDICAL  LABORATORIES 
(PATHOLOGY  ASSOCIATES  OF  TEXAS) 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M-D. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 
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NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS  Plnctip  ^lirOPrv 

Texas  Medical  Center  riaSllC  OUiyt;  y 

6411  South  Main  Street,  Houston,  Texas  77025  


Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D.  . ^ ^ , 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathoiogy,  Exfoiiative  Cytoiogy,  Clinicai  Pathoiogy, 
Medicolegai  Consuitation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 


K.  P,  Wittstruck,  M.D.,  F.C.A.P. 
Waiter  Krohn,  M.D.,  F.C.A.P. 
Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 


Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


Physical  Medicine  & Rehabilitation 


530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 
Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


Pasadena  Office 

904Vi  E.  Southmore,  Pasadena, 


Texas  77502,  473-5488 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 
LYNN  SMITH,  SR.,  Administrator 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


Present  your  ideas 
in  Texas  Medicine 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  “Information  for  Authors.” 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 
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W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

DIplomate  of  Amarlcan  Board  of  Plastic  Sursary 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suita  4-C  Madical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 


WILLIAM  E.  BARNES,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

‘Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
‘Qerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Felnsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•DIplomate,  American  Board  of  Psychiatry  and  Neurology 


Psychiatry 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
TImberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

‘Bernard  J.  Dolenz,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomates  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  FJV.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


Psychiatry  & Neurology 

PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allan  Qoss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 

Business  Office 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
BapUst  Hospital,  833-6421 
Beaumont,  Texas 


Seat  belts  save  lives  . . . 
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DRS.  CARLSON  AND  BAREKMAN 

Glenn  O.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D^  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


PLAINS  ASSOCIATED  CONSULTANTS  IN  RADIOLOGY 

Karl  Dockray,  M.D. 

Robert  Smalley,  M.D. 

Roentgen  Diagnosis,  Radium  Therapy  and  Nuclear  Medicine 
Services  to  Area  Hospitals  and  Clinics 

3519  21st  Street,  Lubbock  79410,  806/792-2141 


JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 
FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 
GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 
Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B..  M.D. 

Diplomate  of  American  Board  of  Urology 
Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 


Thoracic  Surgery 


512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 


Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 
Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

Charles  T.  Meadows,  M.D.  & Associates 

Diplomate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 


MARVIN  GREER  RAPE,  M.D. 

Diplomats  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomats  of  American  Board  of  Urology 

Practice  Limited  to  Urology 


Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomats  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 


ALLAN  L.  GRAHAM,  M.D. 

Diplomats  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

>|<  Conference  on  Legislation 
Jan.  20,  1973,  Austin 

>|c  106th  Annual  Session 
May  3-6,  1973,  Dallas 

>|c  Conference  on  Medical  Practice 
Oct.  6,  1973,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members' 
Retirement  Trust  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group, 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas.  Texas  76216. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Please  reply  to  Ad-301,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  ob/gyn,  internal  medicine,  general  surgeon,  orthopedist,  and 
otolaryngologist.  Early  partnership,  liberal  vacation  and  meeting  time, 
lifo_  insurance,  group  hospitalization,  retirement  benefits,  teaching  oppor- 
tunities, new  facilities,  interview  expenses  paid.  Please  contact  Cecil 
Rosamond,  Administrator,  P.  O.  Box  28,  Dallas,  Texas. 

EMERGENCY  DEPARTMENT“PHYSTCIAN  IN  TEXAS : Maintain  free 
practice  of  medicine.  Work  for  patient  on  fee-for-service  basis.  Full 
department  status.  Average  earnings  $45,000  with  guarantee.  Positions 
available  in  Wichita  Falls,  San  Antonio,  Houston,  and  Beaumont.  Call 
1-612-732-1244  collect.  Reply  to  Ad-360,  Texas  Medicine^  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

DESIRE  GP,  SURGEON  OR  EENT.  16,000  population,  rural  area.  In- 
dustry and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
association.  Cleburne,  Texas.  For  additional  information  contact  Ad-363. 
Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ATTENTION  PILOT  PHYSICIANS;  Combine  emergency  room  work 
with  flying.  Group  maintains  Bonanza  for  business  and  pleasure.  Please 
reply  to  Ad-365,  Texas  Medicinct  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

GE^RAL  PRACTICE.  FAMILY  PRACTICE  with  three  other  family 
practitioners.  Clinic,  40-bed  hospital,  44-bed  extended  care,  pharmacy. 
No  capital  outlay,  no  buy-in,  equal  privileges,  guaranteed  income  until 
established.  Top  opportunity  in  Southwest.  Contact  Gordon  Russell  Ad- 
“•jystrator,  Hl-Plalns  Hospital-Clinic,  203  West  4th,  Hale  Center,  Texas 

■ family  practice  PHYSICIAN  AND  INTERNIST  needed  to  join  a 
full  time  five  man  clinic  association  with  part  time  radiologist  and  clin- 
ical pathologist  in  Clifton,  Texas.  Located  36  miles  NW  of  Waco,  16 
miles  from  Lake  Whitney ; good  fishing,  excellent  hunting,  new,  re- 
cently  completed,  ^ modern  golf  course.  Excellent  schools,  churches  and 
CTowing  progressive  small  town.  Closely  associated  with  new  66-bed 
hospiUl  facility,  which  is  fully  accredited  by  the  Joint  Commission.  Sug- 
g^t  salary  at  first  with  partnership  in  future.  Financial  terms  open. 
Please  contact  V.  D.  Goodall,  M.D.,  Clifton  Medical  and  Surgical  Clinic 
Association,  Clifton,  Texas  76634.  Telephone  676-8621  or  675-3113. 

GENERAL  PRACTITIONER:  Excellent  location  in  the  Lost  Pines  of 
Texas  area.  Growing  community  of  3.600  along  the  beautiful  Colorado 
has  an  excellent  opportunity  for  a good  family  general  practitioner. 
Excellent  small  hospital  (26  beds)  and  nursing  home  (62  beds)  complex. 
Guaranty  s^ary,  clinic  environment  and  other  fringe  benefits  will 
make  this  difficult  to  turn  down  if  interested  in  working  in  a progressive 
rural  community.  Write  Ad-386,  Texas  Medicine.  1801  North  Lamar 
Boulevard.  Austin,  Texas  78701. 

WELL  ESTABLISHED,  6 doctor  multispecialty  group  with  autono- 
my laboratory  and  x-ray  facilitira  and  located  across  street  from  680 
bed  general  hospital  seeks  an  eligible  or  certified  general  surgeon  and 
a general  practitioner.  No  capital  outlay  requirement.  L.  B.  Swayze. 
Administrator.  124  Dallas  Street,  San  Antonio.  Texas  78206.  Telephone 
612-224-1771. 

AN  OB-GYN,_  under  40  years  of  age,  is  wanted  to  join  a 3-doctor 

OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  partnership. 
Contact  Midland  Women’s  Clinic,  2009  West  Wall,  Midland,  Texas  79701. 

TWO  FAMILY  PRACTICE  PHYSICIANS  NEEDED  to  join  group  of 
four  in  progressive  town  with  solid  economy:  excellent  hunting,  quail, 
dove  and  deer.  Excellent  fishing,  three  lakes  immediate  vicinity  and 
five  more  lakes  in  60  mile  radius.  Well  equipped  46  bed  open  staff  hos- 
pital adjacent  to  new  modern  well  equipped  clinic  building  with  excel- 
lent x-ray  and  laboratory  facilities.  Rotate  days  and  weekends;  guar- 
anteed minimum  with  option  at  six  and  12  months  to  join  group  on 
permanent  basis.  Contact  Business  Manager,  W.  Morris  Wright,  P.  O. 
Box  1080,  Graham,  Texas  76046.  Phone  817-649-4444. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 

connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $16,000  per  year.  For  full  information 
write  to  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Research, 
Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78761. 

GEl^RAL  SURGEON  OR  GP/SURGEON  to  join  small  group.  Mal- 

practice  paid.  No  investment.  Begin  immediately.  Full  privileges  in 
hospital  with  clinic  adjoining.  Commission.  Guaranteed  $3,000  monthly 
for  40-hour  week.  No  call.  Potential  $50,000  - $60,000  yearly.  Contact 
J.  B.  Stavinoha,  M.D.,  610  W.  Tidwell,  Houston,  Texas  77018.  Telephone 
713-691-1111. 

STAFF  PHYSICIANS  NEEDED  for  state  hospital.  Progressive  1,000 
resident  state  institution.  Eligibility  for  Texas  license  required.  40  hour 
work  week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan, 
group  insurance.  Kerrville  is  known  as  a retirement  center.  Prefer  ma- 
ture physician  over  age  60.  Please  contact  Luther  W.  Ross,  M.D.,  Super- 
intendent, Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78028, 
or  phone  612-267-3211. 
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PHYSICIANS  NEEDED — Staff  physicians,  general  practitioners 
and/or  board  certified  specialists  to  increase  staff  of  Travis  State  School, 
Texas  license  required.  Fringe  benefits  include  40  hour  work  week, 
vacation  and  sick  leave.  Present  and  projected  salary  increases  make 
positions  attractive.  Contact  Superintendent  or  Medical  Director,  Travis 
State  School,  P.O.  Box  430,  Austin,  Texas  78767.  Telephone  612-926-2410. 
An  equal  opportunity  employer. 

INTERNISTS — To  conduct  private  practice  and  join  staff,  any  one 
of  five  modern,  progressive,  publicly  owned  hospitals,  all  in  desirable 
Gulf  Coast  cities.  Generous  guaranteed  income  during  first  year.  Reply 
Ad-410,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONERS — To  conduct  private  practice  and  join 
staff,  any  one  of  five  modern,  progressive  publicly  owned  hospitals,  all 
in  desirable  Gulf  Coast  cities.  Generous  guaranteed  income  during  first 
year.  Reply  Ad-411,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

OTOLARYNGOLOGIST,  board  certified  or  eligible,  needed  to  associ- 
ate with  otolaryngologist  in  Wichita  Palls,  Wichita  County.  City  of 
116,000,  two  hospitals  with  total  of  approximately  576  beds,  open  staff. 
All  types  of  practice  now  represented  in  city.  Home  of  Midwestern 
University,  art  museum,  symphony  orchestra,  civic  music.  Little  Thea- 
ter, touring  stage  production,  excellent  shopping.  120  miles  from  Ft. 
Worth,  Dallas,  or  Oklahoma  City.  Excellent  dove,  quail,  and  duck 
hunting.  Financial  income  open.  Reply  to  Ad-413.  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

OBSTETRICIAN/GYNECOLOGIST  (Board  certified  or  eligible),  under 

forty  years  of  age,  to  join  a well  established  practice.  Southeast  Hous- 
ton, near  hospital.  Salary  negotiable,  leading  to  percentage  partner- 
ship. On  duty  each  third  night  and  weekend.  Contact  Dr.  Joe  Atlas, 
8322  Gulf  Freeway,  Houston,  Texas  77017.  Telephone  1-713-643-2644. 

WANTED : MD  MEDICAL  DIRECTOR— Family  Planning— Texas 
license,  board  certified  OB-GYN  or  eligible.  Preference  to  applicants 
with  public  health  or  family  planning  experience.  40  hours  week, 
fringe  benefits.  $21,000  annually,  plus  travel  expense.  Send  resume  or 
write  for  application.  Harris  County  Health  Unit,  404  Caroline,  P.O. 
Box  4116,  Houston,  Te.xas  77002. 

GENERAL  PRACTITIONER  to  join  established  internist  and  pedia- 
trician. Share  expenses  and  time  off.  Growing  southeast  Houston  area. 
Three  hospitals  within  10  minutes.  No  investment  necessary.  Please 
contact  C.  E.  Hesse,  M.D.  or  C.  H.  Heider,  M.D.,  Sun  Valley  Medical 
Clinic,  9935  Bessemer,  Houston,  Texas  77034.  1-713-946-4231. 

NEW  VACANT  CLINIC  needs  one  or  two  physicians.  Progressive, 
small  North  Texas  town  within  minutes  of  medical  complex  and  spe- 
cialists. No  OB/GYN  required.  Near  lake  recreational  area  and  five 

colleges.  District  has  been  approved  for  local  hospital.  For  financial 

details  and  other  information,  contact  Wayman  Chilcutt,  Box  86, 

Whitesboro,  Texas  76273. 


Situations  Wanted 


GENERAL  SURGEON,  board  eligible,  FTdG,  wishes  to  relocate  in  a 
warmer  climate.  Exi)erience  in  orthopedic  and  GYN  surgery.  Interested 
in  solo  practice  town  of  20-26,000  with  good  hospital.  Good  references 
and  available  immediately.  Please  reply  to  Ad-401,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST,  age  38  with  7 years  experience  as  director.  Irish,  li- 
censed Texas  with  American  Boards  and  Canadian  certification  AP  and 
CP.  Wishes  to  relocate  Texas.  Free  this  Fall.  All  offers  considered — 
prefer  directorship.  Please  reply  to  Ad-403,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGEON — Board  eligible,  FMG,  Spanish  and  English 
speaking.  At  present  time  in  specialized  post  graduate  training  at  eastern 
clinic.  Interested  in  solo  or  group  practice  in  general  surgery.  Available 
next  July  1,  1973.  Good  references.  Please  reply  to  Ad-406,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  CERTIFIED  OTOLARYNGOLOGIST,  34,  married,  five  year 
university  residency  training  in  all  phases  of  otolaryngology  and  max- 
illofacial surgery.  Completing  military  service.  Available  in  July  1973. 
Seeking  private  practice,  association,  group  or  solo,  practicing  all 
aspects  of  the  specialty.  Contact  Gustav  M.  Braun,  M.D.,  Box  "O”, 
Gorgas  Hospital,  Balboa  Heights,  Canal  Zone. 

BOARD  CERTIFIED  ORTHOPEDIST,  32  years  old,  married  with 
two  children,  desires  location  in  Texas.  Extensive  operative  experience 
in  trauma  of  all  kinds  including  hand.  Good  knowledge  of  P.M.  & R. 
(one  year  as  fellow  in  same) . Groups  or  associations  or  hospital  loca- 
tions, as  well  as  teaching  positions  welcome.  iSvo  years  teaching  ex- 
perience. Please  reply  to  Ad-407,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

SEEKING  LOCATION — 32  year  old  orthopedic  surgery  finishing 
training  at  The  University  of  Texas  Medical  Branch  in  September 
1973  desires  to  practice  in  a community  of  30,000  to  126,000.  Military 
obligation  previously  fulfilled.  Please  reply  to  Ad-408,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  diagnostic,  age  42.  No  location  preference.  Available 
July  1,  1973.  Please  reply  to  Ad-414,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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For  Sale  or  For  Rent 

FOR  SALE:  3 rooms  of  medical  equipment  in  excellent  condition,  ideal 
for  someone  just  opening:  an  office.  Includes  electric  Ritter 
pediatric  table  with  scale.  Hamilton  exam  table  with  matching  cabinet. 
Many  assorted  tables,  pans,  instruments,  some  laboratory  equipment. 
100  MA  Profexray  unit  with  darkroom  equipment.  Contact  Robert  A. 
Lloyd,  M.D.,  1200  Ridgecrest,  Denton,  Texas  76201  or  phone  AO  817- 

887-8182. 

SOUTHEAST  MEDICAL  CENTER  has  customized  suites  available  for 
immediate  occupancy,  100  feet  from  Southeast  Baptist  Hospital,  Ideal 
cation  in  established  quadrant  of  San  Antonio  where  no  medical  special- 
ists are  offered.  Only  17  minutes  hy  freeway  from  downtown.  Contact 
Manager,  4242  East  Southcross,  San  Antonio  78222.  Phone  222-2104. 

GENERAL  PRACTICE— FOR  RENT.  Father’s  practice  for  20 
years,  now  deceased.  Four  examining  rooms,  bathroom,  private  office, 
business  office,  800  sq.  ft.  waiting  room.  Call  922-2166  or  write  6722 

So.  Flores,  San  Antonio,  Texas  78221,  Dr.  H.  Graham  Wilson,  Jr. 

for  sale  or  for  RENT.  Making  over  $250,000.  Due  to  retire- 
ment in  six  months,  two  doctors  clinic  for  lease,  rent  or  sale.  No 
night  calls,  OB,  or  surgery.  Regular  hours.  Privileges  in  local  hos- 
pital. Congenial  community.  90  miles  from  Houston,  20  from 

Beaumont.  Please  reply  to  Ad-409,  Texas  Medicine,  1801  North  Lamar 

Blvd.,  Austin,  Texas  78701. ^ — 

available  IMMEDIATELY!  Due  to  sudden  death  of  physician. 
Established  40  year  general  medical  practice,  including  obstetric^ 
gynecology,  pediatrics,  surgery  and  general  family  medicine.  Practiced 
at  same  location  for  38  years.  Medical  and  Dental  Center,  Fredericks- 
burg Road  at  Summit,  San  Antonio,  Texas.  Convenient  to  a 1 hospitals. 
For  information  telephone  733-8B75,  734-4660  or  medical  exchange 

227-6331. ^ 

GENERAL  PRACTICE  in  booming  mid-cities  area  for  sale  with 
fully  equipped  clinic.  8 treatment  rooms,  laboratory,  x-ray  unit  with 
darkroom,  physiotherapy  with  equipment,  emergency  r^m,  ^r^  pri- 
vate offices,  two  waiting  rooms.  Space  enwgh  for  3 or  4 doctors. 
Contact  Ad-412,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.^ 

for SALE— SOLO  PRACTICE  INTERNAL  MEDICINE^sta- 

blished  21  years.  Average  gross  $65,000  to  $65,000,  but  can  be  in- 
creased if  desired.  Excellent  opportunity  for  young  internist,  bkill 
laboratory  equipment  for  all  chemistries,  hematology,  etc.  200  milliamp 
x-ray  machine  with  dark  room  equipment  can  be  purchas^  wite  prac- 
tice Interested  parties  contact  William  S.  Horn,  M.D  1101  Pennsyl- 
vania, Fort  Worth,  Texas  76104.  Telephone  817-332-2255:  Attention. 
Mrs.  Morrow. 


WANTED:  GENERAL  PRACTITIONERS  AND  SPECIALISTS.  Hous- 
ton  area,  under  construction,  now  leasing.  Nottingham  Forest  Profes- 
sional Center.  24  suites,  plus  lab,  x-ray  and  pharmacy.  Space  and  in- 
teriors custom  made  to  serve  each  doctor’s  specifm  ne^s.  Deli^ttte 
townhouse  environment  in  fast  growing 

Ashford  area.  Contact  Charles  C.  Bennett,  D.D.S.,  10038-B  Long  Point 
Road,  Houston,  Texas  77065,  713-465-8347:  or  Mike  Malone,  713- 

524-9131.  - 


LET  EXTENDICARE 
PUT  YOU  IN 
PRIVATE  PRACTICE 
- NO  FEES  - 

Our  hospital  communities  in  Texas  need: 

GENERAL  PRACTITIONERS  at;  NEW  BOSTON 
(new  hospital);  ANDREWS  (new  staff );  BAYTOWN 
(new  hospital) ; HILLSBORO  (replacement) ; CENTER 
(to  relieve  work  load). 

PEDIATRICIANS  at:  KILLEEN  (replacement);  BAY- 
TOWN  (to  relieve  work  load);  KAUFMAN  (replace- 
ment). 

OB-GYNs  at:  BAYTOWN  (new  hospital);  KAUF- 
MAN (replacement). 

Free  inspection  trip.  Household  move. 

Free  office  rent.  Guaranteed  minimum. 

Jim  Mattingly,  Direaor  of  Professional  Relations 
Call  collect  502/589-3790  for  details 

Extendicare,  Inc. 

Professional  Relations  Department 
P.  O.  Box  1438 
Louisville,  KY  40201 


Miscellaneous 


WANTED:  One  A.S.  Aloe  examining  table  with  stirrups  in  like-new 
condition.  Must  be  reasonably  priced.  L.  V.  Pentecost,  M.D.,  1200  N. 
Virginia,  Port  Lavaca,  Texas  77979.  Telephone  512-552-6721. 


Thinking  about  a new  practice  opportunity? 

Let  Us  Help  You! 

The  TMA 

Physicians'  Placement  Service 

will  circulate  your  biographical  sketch 
and  job  preferences  to  communities 
and  to  medical  groups 
looking  for  associates. 

No  service  fee  is  involved.  Just  write  or  call: 

Physicians’  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
(Phone:  AC  512  - 477-6704) 
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Advertising  Directory 


Ayerst  Laboratories 
Premarin 

Beecham-Massengill 

Pharmaceuticals 

Bactocill 

Pyopen 

Totacillin 


126-127 


21 

23 

25 


The  Pharmaceutical 

Manufacturers  Association  17-19 


William  P.  Poythress  & 
Company,  Inc. 

Uro-Phosphate 


54 


Beverly  Hills  Hospital  and  Clinic  137 
Blue  Cross-Blue  Shield  of  Texas  6-7 
Burroughs  Wellcome  Company 


Professional  Services  Incorporated 
Tax  and  Money  Management  104 

The  Prudential  Insurance 
Company  of  America 
TMA  Group  Insurance  Plan  11 


Neosporin 

55 

Radiology  Associates  of 

Fort  Worth 

138 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must, he  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
irnpaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
2'/2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  21/2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose  ® packages 
of  1000. 
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Happy  Hour. 

For  alcoholics,  it’s  another  excuse  to 
have  a drink.  And  get  drunk.  Again. 

Alcoholism  is  a disease.  A progressive 
disease.  It  can  destroy  families.  Friends.  Health. 
Careers.  Dreams.  And  often,  life. 

This  year  there  will  be  an  estimated  9 
million  alcoholics  in  America.  With  millions  more 
on  the  verge. 

Blue  Cross/Blue  Shield  is  concerned. 
And  we  want  to  help.  By  helping  people  become 
more  informed.  So  we’ve  prepared  a booklet,  called 
The  Alcoholic  American.  It  gives  you  everything 
from  definitions  to  warning  signs. 

The  more  you  know  about  alcoholism 
and  the  problems  connected  with  it,  the  better  you’ll 
be  able  to  protect  yourself  and  your  family  against  it. 

Happy  Hour.  It’s  usually  60  minutes. 

But  for  some  people,  it’s  a life  time. 

For  our  free  booklet.  The  Alcoholic  American  write:  Blue  Cross/ 
Blue  Shield,  2201  Main  Street,  Dallas,  Texas  75222. 


BLUE  CROSS 


GROUP  HOSPITAL  SERVICE  INC 


BLUE  SHIELD 

GROUP  LIFE  A HEALTH  INSURANCE  COMPANY 


Main  at  North  Central  Expressway,  Dallas,  Texas  75222 


® American  Hospital  Association 
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Blue  Cross  and  Blue  Shield  of  Texas 
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Disease:  Changing  Trends 
in  Surgical  Therapy 

Dr.  Ronald  H.  Hayward, 
a native  of  New  Zealand, 
practices  thoracic  and 
cardiovascular  surgery  at 
Scott  and  White  Clinic, 
Temple.  He  is  a diplomate 
of  the  American  Board 
of  Surgery  (Thoracic 
Surgery),  and  a member 
of  the  Royal  Australasian 
College  of  Surgeons. 

66  Ligating  the  Common 
Hepatic  Artery  for 
Uncontrollable  Hemobilia: 
A Case  Report 

Dr.  Angel  R.  Jimenez  is 
a resident  in  surgery 
at  Scott  and  White 
Memorial  Hospital,  Scott, 
Sherwood  and  Brindley 
Foundation,  Temple.  His 
coauthors  are  Dr.  Raleigh 
R.  White,  III,  Department 
of  Surgery,  Scott  and 
White  Clinic;  and  Dr. 
Raleigh  R.  White,  IV, 


resident  in  surgery.  Hos- 
pital of  the  University 
of  Pennsylvania, 
Philadelphia. 

74  Scleroderma  of  the 
Esophagus;  Medic il  and 
Surgical  Management 

Dr.  G.  V.  Brindley,  Jr., 
is  chairman  of  the 
Department  of  General 
and  Thoracic  Surgery  at 
Scott  and  White  Clinic, 
Temple.  Dr.  E.  Clinton 
Texter  is  a gastroenterolo- 
gist. Formerly  with  Scott 
and  White,  he  is  now 
professor  of  medicine, 
physiology  and  biophysics 
at  the  University  of 
Arkansas  School  of  Medi- 
cine, Little  Rock.  Por- 
tions of  this  article  were 
presented  at  the  1971 
annual  meeting  of  the 
Western  Surgical  Associa- 
tion in  Oregon. 

85  Infantile  Asthma: 

Early  Recognition  and 
Management 

Dr.  George  W.  Brasher 
is  chief.  Section  on 
Pediatric  Allergy,  Depart- 
ment of  Pediatrics, 

Scott  and  White  Clinic, 
Temple.  He  is  a diplomate 
of  the  American  Board 
of  Pediatrics  and  its  sub- 
specialty Board  of  Pedi- 
atric Allergy. 
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Dr.  Hanes  H.  Brindley, 
an  orthopedic  surgeon  at 
Scott  and  White  Clinic, 
Temple,  is  a diplomate 
of  the  American  Board  of 
Orthopaedic  Surgeons 
and  a member  of  the 
Texas  and  American 
Orthopaedic  Associations, 
American  Academy  of 
Orthopaedic  Surgeons,  and 
several  other  professional 
organizations. 

102  Autonomous  Thyroid 
Nodules  in  Children 

Dr.  Henry  B.  Hahn,  Jr., 
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SECURUY  since  1912 


DASUAIIY  INOEMNnY  EXDHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 


Contact  your  local  agent,  or 
Russell  Grace  Insurance 
2304  West  7th  Street  • Ft.  Worth,  Texas  76107 
(817)  332-9269  or 


What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier 
that  won’t  fade 
when  troubi 
conies. 


This  means  the  up-to-date  carrier.  The  one  that's  replete  with  inno- 
vations and  new  developments  in  this  clouded,  sensitive  area  of  liability 
protection.  And  the  one  that  doesn’t  talk  malpractice  coverage  just  to 
gel  a foot  in  the  door  for  every  other  kind  of  insurance. 

What  Texas  doctors  need  is  Casualty  Indemnity  Exchange,  the  car- 
ier  that  in  1968  pioneered  the  modern  approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY  in  the  market. 
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H.R.  1 makes  sweeping  changes 
in  Social  Security,  Medicare,  Medicaid 


By  votes  of  305-1,  and  61-0,  respec- 
tively, Congress  has  approved  and  sent 
to  the  White  House  a revised  version 
of  H.R.  1,  the  Social  Security  Amend- 
ments of  1972.  Action  on  the  bill,  which 
has  been  in  the  Congressional  mill  for 
almost  four  years,  came  Oct.  17. 

H.R.  1 will  make  extensive  changes 
in  Social  Security,  Medicare,  Medicaid, 
and  Maternal  and  Child  Health  pro- 
grams. Some  100  changes  relating  to 
these  programs  were  incorporated  in 
Title  II  of  the  proposal.  They  range 
from  major  to  minor,  and,  while  it  is 
impossible  at  this  time  to  predict  how 
che  various  fiscal  intermediaries  (Blue 
Cross-Blue  Shield  in  Texas)  will  inter- 
pret the  mandates,  a few  highlights 
serve  to  illustrate  the  scope  of  the  bill. 
PSROs 

In  what  is  generally  considered  to  be  a 
victory  for  the  Senate  Finance  Com- 
mittee, the  House  and  Senate  con- 
ferees retained  an  amendment  by  Sen. 
Wallace  F.  Bennett  (R-Utah)  to  estab- 
lish Professional  Standards  Review  Or- 
ganizations (PSRO).  Under  the  provi- 
sions of  the  bill,  PSROs  will  assume 
responsibility  in  local  areas  to  be  des- 
ignated by  the  Secretary  of  HEW  to 
oversee  Medicare  and  Medicaid  utiliza- 
tion. 

Until  Jan.  1,  1976,  only  groups  rep- 
resenting “a  substantial  proportion  of 
practicing  physicians”  in  an  area  would 
be  allowed  to  establish  a PSRO.  Ten 
percent  or  more  of  the  physicians  in  a 
given  area  may  request  that  HEW  de- 
termine whether  or  not  all  of  the  doc- 
tors in  the  area  feel  that  a PSRO  appli- 
cant really  represents  them.  After  1975, 
the  Secretary  of  HEW  would  be  able  to 
contract  with  other  groups  for  the  per- 
formance of  the  PSRO  function,  but 
only  if  he  finds  that  local  professional 
groups  are  unable  or  unwilling  to  pro- 
vide the  service. 

The  duties  of  the  PSRO  would  be  to 
make  reviews  to  determine  whether 
services  provided  for  a patient  are 
medically  necessary,  meet  appropriate 
professional  standards,  and,  in  the 
case  of  proposed  inpatient  services, 
could  be  provided  on  an  outpatient 
basis  or  more  economically  in  a fa- 
cility of  a different  type. 

For  the  present,  the  PSRO  review 
would  be  limited  to  the  quality  of 
health  care  provided  by  or  in  institu- 


tions. They  would  be  allowed  to  assume 
review  of  other  services  only  with  the 
prior  approval  of  the  Secretary  of  HEW. 
Chiropractic  Services 
The  House  conferees  also  agreed  to 
allow  a Senate  amendment  to  include 
Medicare  coverage  for  the  services  of 
chiropractors,  a major  loss  for  organ- 
ized medicine.  Only  chiropractors  who 
are  licensed  as  such  in  their  respective 
states  and  who  meet  federal  standards 
would  be  covered  under  the  bill.  Cov- 
ered services  are  limited  to  treatment 
by  manual  manipulation  of  the  spine  to 
correct  “subluxation  demonstrated  by 
x-ray  to  exist.” 

Chiropractic  services  are  also  cov- 
ered under  Medicaid  when  they  are 
also  covered  by  the  state  plan.  Texas 
does  include  coverage  for  some  chiro- 
practic services  under  its  Medicaid 
plan. 

Disability  Coverage 

Section  201  of  the  bill  extends  Medi- 
care coverage  to  disabled  persons  who 
have  been  receiving  monthly  benefits 
under  the  Social  Security  and  Railroad 
Retirement  programs  for  at  least  24 
months. 

Among  those  who  would  be  covered 
are  disabled  workers,  disabled  widows 
and  widowers  between  age  50  and  65, 
and  disabled  persons  18  and  older  who 
have  been  receiving  Social  Security 
benefits  for  disabilities  which  occurred 
before  age  22. 

Teaching  physicians 
Payments  to  teaching  physicians  who 
treat  a nonprivate  Medicare  patient 
would  be  made  on  an  actual  cost  or 
“equivalent  cost”  basis.  Fee-for-ser- 
vice  payments  will  be  made  to  teaching 
physicians  who  treat  “bona  fide  pri- 
vate patients.” 

HMDs 

A House-approved  amendment  to  add 
a Health  Maintenance  (HMO)  option  to 
Medicare  beneficiaries  was  adopted  in 
slightly  watered-down  form.  In  order  to 
qualify,  not  more  than  half  of  the  mem- 
bership of  an  eligible  HMO  may  be  65 
or  older.  In  addition,  the  HMO  must 
have  at  least  25,000  members,  and 
have  been  in  existence  at  least  two 
years.  In  a sparsely-settled  community, 
it  must  have  at  least  5,000  members 
and  have  been  in  existence  for  at  least 
three  years. 

Payment  must  not  exceed  100%  of 
present  Part  A and  Part  B per  capita 
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costs  in  a given  area.  Incentive  pay- 
ments equal  to  one-half  of  the  differ- 
ence between  the  HMO’s  cost  and 
those  for  beneficiaries  not  enrolled  in 
the  HMO  would  be  made  as  long  as  it 
does  not  exceed  10%  of  the  average 
per  capita  costs.  There  would  be  no 
sharing  in  any  losses  incurred  by  an 
HMO. 

The  Secretary  of  HEW  has  been  or- 
dered to  report  annually  to  Congress 
on  experience  with  this  provision. 

A proposal  to  increase  the  federal 
Medicaid  matching  percentage  to  states 
under  contract  with  HMOs  was  elimi- 
nated. 

Reasonable  Cost 

In  situations  where  reasonable  costs 
exceed  the  customary  charges,  H.R.  1 
limits  reimbursements  for  services  pro- 
vided under  Medicare,  Medicaid,  and 
Maternal  and  Child  Health  programs 
to  the  lesser  of  the  reasonable  cost  of 
such  a service  under  Medicare,  or  the 
customary  charge  to  the  general  public 
for  the  service.  Special  provisions  are 
included  which  apply  to  a public  pro- 
vider who  furnishes  services  free  or  at 
nominal  cost. 

Payments  to  any  physician  or  pro- 
vider of  health  or  medical  services  may 
be  terminated  by  the  Secretary  of  HEW 
if  the  provider  is  found  guilty  of 
"fraudulent  representation,  excessive 
charges,  or  furnishing  services  in  ex- 
cess of  need,  or  of  grossly  inferior 
quality.” 

Chronic  Renal  Disease 

A provision  to  add  Medicare  coverage 
for  persons  suffering  with  chronic  re- 
nal disease  may  indicate  the  direction 
of  national  health  legislation  in  the  fu- 
ture. One  official  facetiously  called  the 
provision  "Catastrophic  Health  Insur- 
ance, one  organ  at  a time.” 

This  provision.  Section  2991,  assigns 
disability  status  under  Social  Security 
to  persons  who  are  under  65,  who  are 
fully  or  currently  insured  under  Social 
Security,  or  receiving  cash  benefits, 
and  their  dependents,  who  are  medi- 
cally determined  to  have  chronic  renal 
disease  requiring  hemodialysis  or  re- 
nal transplant. 

A qualified  beneficiary  would  be  en- 
titled to  Medicare  coverage  after  a 
waiting  period  following  the  beginning 
of  a course  of  renal  dialysis.  Eligibility 
would  expire  following  the  period  after 
a kidney  transplant  or  the  termination 


of  renal  dialysis. 

Not  Included 

Although  H.R.  1 is  an  extensive  bill — 
989  pages  long  when  it  left  the  Senate 
— many  proposals  were  thrown  out  by 
the  conferees.  Among  them  was  a pro- 
posal to  require  an  inspector  general 
at  HEW,  and  one  to  add  to  Medicare 
Part  B payments  for  eyeglasses,  den- 
tures, hearing  aids,  and  podiatric  ser- 
vices for  low  income  people. 

Also  rejected  were  proposals  to  ex- 
tend Title  V maternal  and  child  health 
programs  for  another  year  and  to  pro- 
vide Federal  funds  to  help  pay  for 
training  of  Intermediate  Care  Facility 
administrators. 

A Senate  amendment  that  would 
have  authorized  HEW  to  assign  or  re- 
assign providers  to  fiscal  intermediar- 
ies for  purposes  of  "more  efficient  ad- 
ministration” was  also  turned  down. 

The  conferees  deleted  the  Adminis- 
tration’s Family  Assistance  Plan  in  fa- 
vor of  the  continuation  of  Aid  to  Fam- 
ilies with  Dependent  Children  (AFDC). 
Tax  Increases 

To  pay  for  H.R.  1,  tax  increases  are 
included  which  will  supersede  tax  in- 
creases enacted  in  June  when  Con- 
gress voted  a 20%  raise  in  retirement 
benefits.  Next  year’s  Social  Security 
tax  rate  will  rise  to  a total  of  5.85%  of 
a citizen’s  first  $10,800  income.  The 
wage  base  will  be  increased  again  in 
1974  to  $12,000  and  the  rate  would 
rise  to  6%  in  1978. 


"I  don’t  expect  to  live  forever,  but  I would 
like  to  make  it  through  one  more  stock  mar- 
ket recovery.” 


TffiA  committee  reports 
126  maternal  deaths 

The  TMA  Committee  on  Maternal 
Health  has  reported  that  126  women 
who  were  either  known  to  be  pregnant 
or  pregnant  within  90  days  of  their 
death  died  in  1970,  for  a maternal 
mortality  rate  of  3.6  per  10,000. 

Dr.  C.  E.  Gibbs,  San  Antonio,  chair- 
man of  the  committee,  says  the  1970 
rate  represents  a significant  increase 
over  the  1969  rate  (3.1  per  10,000). 
He  attributes  the  increase  primarily  to 
improved  case  finding  which  was  made 
possible  by  Don  Carroll,  chief  of  rec- 
ords and  statistics  at  the  Texas  State 
Department  of  Health.  With  his  help. 
Dr.  Gibbs  says  the  committee  was  able 
to  identify  40  deaths  which  were  not 
reported  as  pregnancy  related  on  the 
death  certificates. 

Hemorrhage,  mainly  due  to  ruptured 
uterus  and  postpartum  atony,  contin- 
ues to  be  the  leading  cause  of  preg- 
nancy-related deaths.  Dr.  Gibbs  says. 
Abortion  was  involved  in  14  deaths — 
12  by  infection,  one  by  hemorrhage, 
and  one  by  air  embolus.  Anesthesia 
was  responsible  for  six  deaths,  twice 
as  many  as  in  1969. 

Of  the  major  metropolitan  areas  in 
the  state,  El  Paso  had  the  highest  rate 
— 9.7  deaths  per  10,000.  Bexar  County 
was  second  with  a rate  of  7.7  per  10,- 
000.  Harris  County  recorded  4.2  deaths 
per  10,000;  Tarrant  had  a 3.4  rate;  and 
the  Dallas  area  was  lowest,  with  a rate 
of  2.3  deaths  per  10,000. 

In  TMA  Councilor  districts  other  than 
the  major  metropolitan  areas,  deaths 
were  reported  as  follows.  District  1, 
one;  Districts  4,  5,  10,  and  11,  two 
each;  District  2,  three;  Districts  3,  7, 
and  13,  four  each;  Districts  8 and  15, 
six  each;  District  9,  seven;  District  12, 
eight;  District  6,  10;  and  District  14, 
13. 

Twenty-one  deaths  occurred  among 
those  less  than  20  years  old  for  a 
death  rate  of  4.5  per  10,000.  Seventy 
deaths  were  recorded  for  women  be- 
tween the  ages  of  20  and  34,  for  a 
rate  of  4.1,  and  among  women  over  34 
years  of  age,  35  died  in  1970,  for  a 
2.5  rate. 

The  Committee  also  identified  avoid- 
ability  where  death  was  classified  by 
causes,  using  the  definition  of  avoid- 
ability  of  the  AMA  Committee  on  Ma- 
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ternal  Health.  This  definition  assumes 
that  ideal  circumstances  in  patient  be- 
havior, application  of  current  informa- 
tion, technical  skills,  and  facilities 
would  probably  have  prevented  the 
death. 

“In  an  attempt  to  analyze  this  fac- 
tor,” Dr.  Gibbs  says,  "it  was  obvious 
that  in  many  circumstances,  there  was 
more  than  one  avoidable  factor.  Fifty 
of  82  direct  obstetric  deaths  in  which 
the  cause  of  death  was  determined 
were  considered  avoidable.  The  large 
number  of  deaths  thought  to  be  avoid- 
able by  the  patients  speaks  eloquently 
for  an  increased  effort  in  education 
concerning  the  value  of  modern  ob- 
stetrical care.” 

The  chart  accompanying  this  story 
shows  the  causes  of  deaths  recorded, 
whether  they  were  determined  to  be 
avoidable  or  not,  and  whether  they 
were  directly  or  indirectly  attributable 
to  obstetric  care. 

The  TMA  Committee  on  Maternal 
Health  prepares  an  annual  statistical 
report  for  Texas  physicians.  Each  ma- 
ternal death  reported  has  been  studied 
by  either  a local  county  medical  society 
committee  or  the  TMA  committee  as  a 
whole.  “The  committee  has  met  for 
some  12  hours  during  the  past  year,” 
reports  Dr.  Gibbs.  “In  addition,  the 
long  hours  consumed  by  county  com- 
mittees and  the  individual  physicians 
in  their  case  evaluations  speak  for  the 
concern  and  dedication  of  the  mem- 
bership at  both  the  state  and  county 
levels.” 


Health  planning  agencies 
may  play  major  role  in  ’73 

The  Texas  Medical  Association  has  re- 
ceived information  which  indicates  that 
the  federal  government  intends  to  place 
major  emphasis  on  Comprehensive 
Health  Planning  in  1973. 

Local  areawide  comprehensive  health 
planning  advisory  committees  can  have 
considerable  influence  on  the  determi- 
nation of  health  care  needs  in  a given 
area.  Consequently,  physicians  are  be- 
ing urged  to  join  local  committees 
where  possible,  and  to  familiarize  them- 
selves with  the  names  of  other  mem- 
bers of  such  bodies. 

Donald  M.  Anderson,  assistant  ex- 
ecutive secretary  of  TMA,  explains  that 
there  are  23  areawide  comprehensive 
health  planning  agencies  in  Texas. 
These  agencies,  called  Councils  of  Gov- 
ernment (COG)  include  health  planning 
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agencies,  which  are  charged  with  plan- 
ning for  future  health  care  needs  in 
the  areas  in  which  they  serve.  Although 
the  recommendations  of  COGs  are  not 
binding  on  local  governments,  they  are 
given  considerable  weight  and  can  be 
influential. 

Local  COGs,  which  may  encompass 
more  than  one  county,  report  to  the 
state  body,  called  the  “A  Agency,”  or 
in  Texas,  the  Governor’s  Office  of  Com- 
prehensive Health  Planning.  The  state 
agency  reports  to  its  counterpart  on  the 
federal  level. 

TMA  has  sent  a list  of  the  names  of 
all  physicians  who  are  members  of 
planning  bodies  in  Texas  to  the  secre- 
taries of  all  county  medical  societies. 
In  turn,  the  secretaries  are  urged  to 
supply  TMA  with  any  names  which 
might  not  have  been  included  in  order 
to  make  the  list  complete  in  prepara- 
tion for  the  1973  activity. 


BHI  director  clarifies 
Medicare  number  mixup 

The  Social  Security  Administration  has 
undertaken  a project  to  issue  social 
security  numbers  to  all  secondary 
claimants  on  the  monthly  benefit  rolls. 

Since  many  secondary  claimants  are 
women  over  age  65  already  entitled  to 
Medicare  on  their  husband’s  account 
as  a wife  or  widow,  the  social  security 
account  number  which  they  are  now 
being  issued  is  only  an  identifier  and 
does  not  entitle  them  to  Medicare  cov- 
erage on  the  new  number.  Thomas  M. 
Tierney,  director  of  the  Bureau  of 
Health  Insurance,  says  queries  on 
these  numbers  will  result  in  code  00 
and  code  52  responses. 

Tierney  says  physicians  and  provid- 
ers should  copy  the  claim  number  from 
the  patient’s  Medicare  card  only  in- 
stead of  the  newly-assigned  account 
number. 
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Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly— 
usually  witbin  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 

Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 

Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care  — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning;  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  is  present.  Caution:  Do  not  administer  to  chudren  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  vou  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simply  write  toC.B. FLEET  CO., INC., 

P.O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid  to 
itipation  relief 


consi 
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C.B.FLEETCO.,INC. 
Lynchburg,  Va. 24505 


NEWS 

Board  certified  MD 
may  set  new  base  prices 

The  Price  Commission  has  ruled  that  a 
physician  who  becomes  certified  by  a 
specialty  board  after  having  estab- 
lished practice  may  determine  new 
base  prices  for  his  services  by  refer- 
ring to  fees  charged  by  other  board 
certified  specialists  in  his  own  market- 
ing area. 

The  ruling,  published  in  the  Sept.  26 
edition  of  the  Federal  Register,  was  the 
result  of  an  inquiry  by  a physician  who, 
after  seven  years  of  practice  as  a urol- 
ogist, was  certified  by  the  American 
Board  of  Urology.  The  physician  re- 
quested a ruling  on  whether  or  not  he 
could  determine  a new  base  price  for 
his  services  based  on  the  certification. 

The  Price  Commission  granted  the 
request,  noting,  “where  an  educational 
achievement  is  recognized  in  the  indi- 
vidual’s profession  as  significantly  en- 
hancing the  value  of  his  services,  the 
educational  achievement  will  be  re- 
garded as  giving  rise  to  a new  quality 
service  . . 

Despite  this  ruling,  the  Commission 
warned  that  not  all  educational  achieve- 
ments will  be  regarded  as  giving  rise  to 
a new  service.  “Only  those  educational 
achievements  which  are  recognized  in 
the  individual's  profession  as  signifi- 
cantly enhancing  the  value  of  his  ser- 
vices will  be  regarded  as  giving  rise  to 
a new  quality  service.  Each  case  will 
be  decided  on  its  own  merits.” 

TMA  head  protests 
proposed  drug  ruling 

The  Texas  Medical  Association  has  filed 
a protest  with  the  Food  and  Drug  Ad- 
ministration objecting  to  a proposed 
new  section  to  the  Federal  Food,  Drug 
and  Cosmetic  Act. 

The  proposed  rule  would  require  that 
physicians  and  all  others  who  ship  or 
request  shipment  of  a prescription  new 
drug  in  interstate  commerce  “with  the 
intent,  or  for  the  purpose  of  an  unap- 
proved use  must  first  file  with  the  Food 
and  Drug  Administration  an  investiga- 
tional new  drug  plan.” 

In  protesting  the  inclusion  of  physi- 
cians in  the  proposed  ruling,  TMA  Pres- 
ident Dr.  Braswell  Locker  said  such  a 
provision  would  impose  “unwarranted 
and  unauthorized  (and  unintended  by 
Congress)  restrictions  and  impinge- 
ments on  the  practice  of  medicine.” 

The  proposal  states  that  use  of  a 
drug  for  a purpose  not  provided  for  on 
the  label  is  “not  controlling  in  a mal- 
practice suit,”  but  Dr.  Locker  noted 
that  the  experience  of  TMA  is  to  the 


contrary.  “.  . . such  evidence  is  influ- 
ential indeed  upon  juries,”  Dr.  Locker 
said,  “and  places  upon  a defendant 
physician  an  unfair  and  excessive  bur- 
den of  counter  proof.” 

Dr.  Locker  says  that  awareness  of 
such  a burden  of  counter  proof  will 
cause  physicians  to  practice  defensive 
medicine  and  may  deprive  patients  of 
needed  therapy  with  a drug  which  the 
physician’s  experience  has  shown  it 
can  provide. 

The  FDA’s  position  on  the  proposed 
rule  is  that  the  physician  should  recog- 
nize that  prescribing  an  approved  drug 
for  unapproved  uses  is  “investigation- 
al,” and  that  “he  should  take  into  ac- 
count the  scientific  principles,  includ- 
ing the  moral  and  ethical  considera- 
tions applicable  to  the  safe  use  of  in- 
vestigational drugs  in  human  patients.” 

Alter  your  consciousness 
at  Curbstone  Consults 

• Yoga. 

• Transcendental  meditation. 

• Alpha  Brainwave  meditation. 

• Autogenics. 

Mumbo  jumbo  or  facts  of  life?  Would 
an  “altered  state  of  consciousness” 
help  your  patients?  Would  it  help  you? 
You  can  find  out  on  Friday,  May  4, 
1973,  from  5-6  p.m. 

While  you’re  at  it,  you  might  want 
to  discuss  some  other  controversial 
topics.  How  about  the  techniques  and 
pitfalls  of  vasectomy?  Or  the  legal  cul- 
pability of  the  paramedic  in  decision 
making? 

On  the  other  hand,  you  might  want 
to  wait  until  Saturday,  May  5,  and  find 
out  about  acupuncture.  Or  skin  dis- 
orders related  to  sun  exposure.  Or 
medical  society  foundations  and  health 
maintenance  organizations.  There  are 
20  topics  in  all. 

They’re  part  of  the  1973  Curbstone 
Consultation  program  which  will  take 
place  at  TMA’s  106th  Annual  Session 
in  Dallas.  This  year’s  Annual  Session 
begins  Thursday,  May  3,  and  runs 
through  Sunday,  May  6.  Each  day  is 
packed  with  programs  and  exhibits  de- 
signed to  interest  the  Texas  physician. 

Curbstone  consultations  is  one  of 
those  features.  Tables  will  be  set  up  in 
the  International  Ballroom  of  the  Fair- 
mont Hotel  from  5 to  6 p.m.  on  Friday 
and  from  4:30  until  5:30  p.m.  on  Sat- 
urday, immediately  following  the  sci- 
entific sessions.  Ten  topics  will  be  pre- 
sented each  day  in  an  atmosphere  de- 
signed to  be  informal  and  conducive  to 
free  discussion. 


A group  of  moderators  will  be  sta- 
tioned at  tables  around  the  room. 
There  will  be  beer,  coffee  and  soft 
drinks,  and  Annual  Session  participants 
may  wander  from  table  to  table. 

Louis  A.  Rowlett,  president  of  Moti- 
vation Research  Center,  Inc.,  of  Austin, 
will  moderate  the  discussion  on  “Ef- 
fects of  Yoga — Good  or  Bad.”  Also  in- 
cluded in  the  topic,  according  to  Mr. 
Rowlett,  will  be  a discussion  of  related 
systems  such  as  transcendental  medi- 
tation, Zen,  Alpha  Brainwave  medita- 
tion, and  Autogenics. 

Donald  J.  Logan,  Dallas  urologist, 
will  moderate  at  Table  3 on  Friday, 
where  physicians  may  discuss  the  tech- 
niques and  pitfalls  of  vasectomy.  Rob- 
ert Hyatt  of  the  Legal  Department  of 
the  Texas  State  Board  of  Health  will 
lead  the  discussion  on  the  legal  culpa- 
bility of  the  paramedic  in  decision  mak- 
ing. A table  on  acupuncture  will  be 
headed  by  William  S.  Derrick,  Houston 
anesthesiologist. 

These  are  only  a few  of  the  topics 
to  be  presented  at  the  1973  Curbstone 
Consultations.  Other  discussions  will 
focus  on  coronary  arteriography  and 
indications  for  jump  graft,  manage- 
ment of  polyps  of  the  large  bowel,  in- 
terpretation of  chest  x-rays,  preparing 
for  retirement  and  adjusting  to  “senior 
citizen  status,”  ventilator  management 
of  hyaline  membrane  disease,  the  pre- 
vention and  treatment  of  decubitus  ul- 
cers, and  surgical  injuries  of  the  geni- 
tourinary tract. 

More  information  on  the  1973  Dallas 
Annual  Session  will  be  mailed  in  the 
coming  months  and  printed  in  future 
issues  of  Texas  Medicine.  Watch  for  it 
— and  plan  to  attend. 

TTUSM  enrolls  61 

The  Texas  Tech  University  School  of 
Medicine  opened  its  doors  on  schedule 
Aug.  21  with  an  enrollment  of  36  fresh- 
men and  25  advanced  standing  juniors. 
The  freshman  class  is  made  up  of  stu- 
dents from  22  Texas  communities,  and 
the  juniors  come  from  Texas  and  seven 
other  states. 

The  Association  of  American  Medical 
Colleges  has  reported  that  TTUSM  has 
set  a new  national  record  for  the  es- 
tablishment of  a school  of  medicine. 
The  Texas  Legislature  authorized  con- 
struction of  the  school  in  May,  1969. 
A dean  was  appointed  in  January, 
1970,  and  the  first  classes  were  en- 
rolled in  August  of  this  year,  a time 
span  of  39  months. 

Dr.  John  A.  Buesseler  heads  a fac- 
ulty and  staff  of  120  members. 
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During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HCI)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCI) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  ( chlordiazepoxide  HCI)  is  used  conco7nitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

liraium' 

(chlordiazepoxide  HCI) 

10-mg;  25-mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  {e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied  : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCI.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15,  1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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TEXAS  MEDICINE 


Nose  clear  all  knight 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely. 


Dimetapp 

Extentabs 

Dimetane'-"  (brompheniramine  maleate).  12  mg  , phenyl- 
ephrine HCI.  15  mg  , phenylpropanolamine  HCI,  15  mg 


INDICATIONS;  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  al- 
lergic manifestations  of  upper  respira- 
tory illnesses,  such  as  the  common 
cold,  seasonal  allergies,  sinusitis,  rhi- 
nitis, conjunctivitis  and  otitis.  In  these 
cases  it  quickly  reduces  Inflammatory 
edema,  nasal  congestion  and  excessive 
upper  respiratory  secretions,  thereby 
affording  relief  from  nasal  stuffiness 
and  postnasal  drip. 

CONTRAINDICATIONS:  Hypersensitiv- 
ity to  antihistamines  of  the  same  chem- 
ical class.  Dimetapp  Extentabs  are 
contraindicated  during  pregnancy  and 
in  children  under  12  years  of  age.  Be- 
cause of  its  drying  and  thickening 
effect  on  the  lower  respiratory  secre- 
tions, Dimetapp  is  not  recommended  in 
the  treatment  of  bronchial  asthma. 


Also,  Dimetapp  Extentabs  are  contrain- 
dicated in  concurrent  MAO  inhibitor 
therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convul- 
sions and  death. 

PRECAUTIONS:  Administer  with  care 
to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension.  Un- 
til the  patient’s  response  has  been  de- 
termined, he  should  be  cautioned 
against  engaging  in  operations  requir- 
ing alertness  such  as  driving  an  auto- 
mobile, operating  machinery,  etc.  Pa- 
tients receiving  antihistamines  should 
be  warned  against  possible  additive  ef- 
fects with  CNS  depressants  such  as 
alcohol,  hypnotics,  sedatives,  tranquil- 
izers, etc. 


ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  in- 
clude hypersensitivity  reactions  such  as 
rash,  urticaria,  leukopenia,  agranulo- 
cytosis and  thrombocytopenia;  drowsi- 
ness, lassitude,  giddiness,  dryness  of 
the  mucous  membranes,  tightness  of 
the  chest,  thickening  of  bronchial  se- 
cretions, urinary  frequency  and  dysuria, 
palpitation,  hypotension/ hypertension, 
headache,  faintness,  dizziness,  tinnitus, 
incoordination,  visual  disturbances,  my- 
driasis, CNS-depressant  and  (less  of- 
ten) stimulant  effect,  anorexia,  nausea, 
vomiting,  diarrhea,  constipation,  and 
epigastric  distress. 


HOW  SUPPLIED: 
Light  blue  Exten- 
tabs in  bottles  of 
100  and  500. 


A.H.  Robins  Company 
Richmond,  Va,  23220 
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For  the  patient  with  a terminal  ill- 
ness, PAIN  past,  present,  and  fu- 
ture can  dominate  his  thoughts 
until  it  becomes  almost  an  obses- 
sion. The  more  he  is  aware  of  the 
pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  mem- 
ory of  yesterday’s  pain,  and  to  allay 
his  fearful  anticipation  of  tomor- 
row’s pain.  Surely  the  last  thing  this 
patient  needs  is  an  analgesic  con- 
taining caffeine  to  stimulate  the 
senses  and  heighten  pain  aware- 
ness. A far  more  logical  choice  is 
Phenaphen  with  Codeine.  The  sen- 
sible formula  provides  Va  grain  of 
phenobarbital  to  take  the  nervous 
"edge”  off,  so  the  rest  of  the  for- 
mula can  help  control  the  pain 
more  effectively.  Don’t  you  agree, 
Doctor,  that  psychic  distress  is  an 
important  factor  in  most  of  your 
terminal  and  long-term  convales- 
cent patients? 


the  analgesic  formula  that  calms 
instead  of  caffeinates 


Phenaphen 

with 

Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 con- 
tains: Phenobarbital  ('A  gr.),  16.2  mg.  (warn- 
ing: may  be  habit  forming);  Aspirin  (2’/2  gr.). 
162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Codeine  phosphate,  Va,  gr.  (No.  2),  Vi  gr.  (No.  3) 
or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provided  relief  in  severer  grades 
of  pain,  on  low  codeine  dosage,  with  minimal 
possibility  of  side  effects.  Its  use  frequently 
makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity 
to  any  of  the  components.  Precautions:  As 
with  all  phenacetin-containing  products,  ex- 
cessive or  prolonged  use  should  be  avoided 
Side  effects:  Side  effects  are  uncommon  al- 
though nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and 
No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 
to  4 hours  as  needed.  For  further  details  see 
product  literature. 

Phenaphen  with  Codeine  is  now  classi- 

tied  in  Schedule  III,  Controlled  Sub- 
stances Act  of  1970.  Available  on  written  or 
oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  state  law. 


DYNAMICS 

Violence 

Brief,  brilliant  studies  drawn 
from  a close,  often  painful 
scrutiny  of  human  violence 


Jan  Fawcett’s  superbly  edited 
book  takes  you  on  an  explora- 
tion into  this  age  of  violence. 
Nightmarish  cases  from  con- 
temporary history. . .war,  bomb- 
ings, assassination,  mass  murder, 
rape,  arson,  riots. . .are  the  back- 
drops against  which  eminent  psy- 
chiatrists discuss  violence  and 
aggression. 

Immensely  revealing  and  read- 
able, Dynamics  of  Violence  ex- 
amines violent  aggression  in 
terms  of  historical  and  social 
dimensions  in  our  national  his- 
tory, clinical  case  studies  of 
violent  individuals,  and  clinical 
research  investigations. 


Order  your  copy  today!  Send 
your  remittance  to  the  American 
Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  III.  60610. 


SMJ  1 1 m 

Send  me copy(s)  of  Dynamics  of 

Violence  priced  at  $3.95.  (OP-240.)  My 
payment  of  $ is  enclosed. 


Name 

Address 

City/State/Zip 


A.  H.  Robins  Company,  Richmond,  Virginia 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  ( lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all  ^ 

antibiotics,  in  vitro  susceptibility  studies 
should  be  performed.  "" 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 


In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 


» Effective  gram-positive  antibiotic: 
Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 

In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains;  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^‘‘Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


■‘‘Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in'infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OE  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniKal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
-Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  //ewopoiet/c— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
/•eflctio/w— Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranesSkin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Live/'— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  IV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  Tinnitus  and  vertigo  have 

been  reported  occasionally.  Local  reactions 
-Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules-bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 

MED  B-6-S  (KZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohn 
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TMA  protests  proposal 
to  change  Medicare  rule 

A proposal  which  would  liberalize  the 
public  disclosure  section  of  Medicare 
regulations  has  been  protested  by  Dr. 
Braswell  Locker  on  behalf  of  the  Texas 
Medical  Association. 

The  proposed  amendment  would  al- 
low public  disclosure  of  the  names  of 
any  health  care  provider  who  “has 
been  found  by  a carrier  or  intermedi- 
ary, after  appropriate  professional  con- 
sultation, to  have  been  engaged  in  a 
pattern  of  furnishing  services  to  such 
beneficiaries  which  are  substantially  in 
excess  of  their  medical  needs.” 

In  a letter  to  Robert  M.  Ball,  com- 
missioner of  Social  Security,  Dr.  Locker 
requested  that  the  phrase,  “and  which 
services  were  rendered  with  the  inten- 
tion to  commit  fraud,"  be  added  to  the 
proposed  amendment. 

The  determination  of  services  which 
are  “in  excess  of  medical  needs”  would 
be  based  on  utilization  review  data, 
and  Dr.  Locker  notes  that  the  amended 
regulation  "calls  only  for  ‘appropriate,’ 
‘professional,’  ‘consultation,’  but  with 
the  decision  on  what  is  ‘appropriate 
and  professional  consultation’  resting 
with  the  carrier.”  Thus,  whomever  the 
carrier  designates  as  “professional” 
will  make  the  determination  of  excess 
services,  even  if  that  professional  is  a 
registered  nurse  employed  in  the  re- 
view mechanism. 

“The  proposed  regulation,  adopted,” 
Dr.  Locker  says,  “may  carry  the  infer- 
ence of  guilt  to  the  public  based  upon 
utilization  review  factors,  where  in  fact 
no  impropriety  has  occurred.” 

BHI  explains  limits  for 
release  of  charge  profile 

The  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare’s  Bureau  of  Health 
Insurance  has  instructed  Medicare  in- 
termediaries and  carriers  that  they  may 
release  an  individual  physician’s  re- 
corded customary  charge  upon  his  re- 
quest in  certain  circumstances. 

In  order  to  have  the  customary  car- 
rier charge  profile  released,  the  physi- 
cian’s request  must  relate  to  a specific 
service  furnished  to  a specific  patient. 
In  addition,  the  physician  making  the 
request  must  have  accepted  that  pa- 
tient’s assignment.  Finally,  the  release 
of  the  customary  charge  for  that  ser- 
vice will  only  be  made  if  the  release 
would  not  disclose  the  prevailing  charge 
level  for  that  service. 

The  basis  for  the  Medicare  payment 
decision  will  not  be  released  in  non- 
assignment cases,  since  the  physician 


would  have  established  no  legal  inter- 
est in  the  payment  relationship  be- 
tween Title  XVIII  and  the  beneficiary. 

Medicare  regulations  do  not  permit 
general  disclosure  of  information  about 
allowable  charge  levels  for  physicians’ 
services  in  the  processing  of  health  in- 
surance claims  under  the  statutory  con- 
cept of  “reasonable  charge.” 

Both  Medicare  and  Medicaid  use  the 
“UCR  concept” — usual,  customary  and 
reasonable — as  the  basis  for  develop- 
ing payments  for  services. 

The  “usual  charge”  is  defined  as 
“the  ‘usual’  fee  which  is  charged  for 
a given  service  by  an  individual  physi- 
cian in  his  personal  practice.”  The 
“customary  charge” — sometimes  call- 
ed the  “prevailing  charge” — is  defined 
as  “that  range  of  usual  fees  charged 
by  physicians  of  similar  training  and 
experience  for  the  same  service  within 
a given  specific  limited  geographic  or 
socioeconomic  area.” 

The  “reasonable  fee”  is  a fee  which 
is  in  excess  of  the  usual  fee,  but  which 
due  to  extenuating  circumstances,  may 
be  paid. 

PAST  EX  provides  data 
for  hospital  planning 

Physicians  who  must  make  decisions 
about  hospital  construction  or  expan- 
sion, or  whose  recommendations  influ- 
ence long-range  planning  for  health- 
related  organizations  and  educational 
institutions,  need  accurate  and  appli- 
cable statistical  data. 

Such  material  is  available  through 
the  Professional  Activity  Study  (PAS) 
program  of  the  Commission  on  Pro- 
fessional and  Hospital  Activities 
(CPHA). 

In  July,  1971,  arrangements  were 
made  to  try  to  develop  statistical  data 
bases  for  use  in  decision-making  by 
health  administrators  and  policy-mak- 
ing bodies  in  Texas.  PASTEX,  as  the 


"I  ran  a carbon-14  on  you,  and  it  didn’t 
agree  with  your  stated  age.” 


project  was  named,  first  explored  hos- 
pital discharge  data. 

Data  available  from  PASTEX  origi- 
nate in  Texas  hospitals  which  partici- 
pate with  CPHA  in  the  PAS  program. 
The  University  of  Texas  at  Houston, 
School  of  Public  Health,  published 
summary  statistical  reports  from  CPHA 
in  which  all  Texas  data  are  treated  as 
if  coming  from  only  one  hospital,  to 
preserve  confidentiality.  Each  summary 
report  from  CPHA  is  for  a three-month 
interval,  and  five  reports  have  been  ac- 
quired covering  October,  1970,  to  De- 
cember, 1971. 

Relative  frequency  of  diagnoses  can 
be  provided.  For  selected  categories 
there  are  further  breakdowns  to  show, 
for  example,  the  average  age  of  pa- 
tients, length  of  hospital  stay,  and  sex 
ratio,  as  well  as  brief  trend  analyses. 

Examples  of  the  types  of  information 
obtainable  will  be  mailed  on  request. 
Write  to:  PASTEX  Coordinator,  The  Uni- 
versity of  Texas  at  Houston,  School  of 
Public  Health,  Houston  77025. 

Full  information  about  this  and  other 
CPHA  programs  is  available  from  the 
Commission  on  Professional  and  Hos- 
pital Activities,  1968  Green  Road,  Ann 
Arbor,  Mich.  48105. 

UT  Regents  ^reorganize’ 
medical  school  structure 

The  Board  of  Regents  of  The  Univer- 
sity of  Texas  System  approved  Oct.  20 
a reorganization  and  a restructuring  of 
the  biomedical  units  of  The  University 
of  Texas  System  at  Galveston,  Hous- 
ton, San  Antonio,  and  Dallas. 

In  addition,  the  Regents  created  a 
System-wide  cancer  effort  with  The 
University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  in  Hous- 
ton as  its  focal  point. 

The  new  organization  plan,  designed 
to  promote  both  efficiency  and  effec- 
tiveness in  academic  programs,  man- 
agement and  fiscal  operations,  permits 
the  coordination  of  the  biomedical 
units  in  each  geographical  area  under 
a president,  reporting  directly  to  the 
chancellor  of  the  UT  System. 

“The  present  concept  and  approach 
to  administrative  organization  is  not 
new  but  it  is  quite  different  from  the 
current  trends  in  most  other  public  uni- 
versity systems,”  Chancellor  Charles 
A.  LeMaistre  said. 

The  new  organization  became  effec- 
tive immediately  since  it  does  not  re- 
quire Coordinating  Board  approval  and 
is  merely  an  internal  restructuring. 

Under  the  new  plan  the  biomedical 
units  in  Houston,  San  Antonio,  and 


Volume  68,  November,  1972 


23 


NEWS 


Dallas  will  become  known  as  "health 
science  centers.”  UT  Galveston  Medi- 
cal Branch,  while  included  in  the  re- 
organization change,  will  retain  its 
name  since  the  school  is  named  in  the 
Texas  Constitution. 

UT  M.  D.  Anderson  Hospital  and 
Tumor  Institute  will  be  the  flagship 
institution  of  The  University  of  Texas 
System  Cancer  Center.  The  Cancer 
Center  will  be  the  hub  of  a collabora- 
tive effort  involving  the  UT  health  sci- 
ence units  in  Dallas,  San  Antonio,  Gal- 
veston, and  Houston,  designed  to  con- 
centrate UT  strengths  for  the  conquest 
of  cancer. 

The  new  UT  Health  Science  Center 
at  Dallas,  under  President  Charles 
Sprague,  will  include  the  Southwestern 
Medical  School,  the  Graduate  School  of 
Biomedical  Sciences,  and  the  School  of 
Allied  Health  Sciences. 

UT  Galveston  Medical  Branch  will 
have  as  its  units  the  Medical  School, 
Graduate  School  of  Biomedical  Sci- 
ences, School  of  Allied  Health  Sci- 
ences, Marine  Biomedical  Institute  and 
associated  hospitals.  President  Truman 
Blocker  will  continue  as  the  chief  exec- 
utive officer  of  the  Medical  Branch. 

The  UT  Health  Science  Center  at 
Houston  will  include  the  Medical 
School,  Dental  Branch,  Graduate  School 
of  Biomedical  Sciences,  School  of  Al- 
lied Health  Sciences,  School  of  Public 
Health,  and  Speech  and  Hearing  Insti- 
tute. 

The  UT  Health  Science  Center  at 
San  Antonio  will  include  the  Medical 
School,  Dental  School,  Graduate  School 
of  Biomedical  Sciences,  and  the  School 
of  Allied  Health  Sciences.  A selection 
committee  has  been  interviewing  pros- 
pective candidates  for  the  post  of  pres- 
ident. 

While  no  structural  changes  were 
made,  Dean  Marilyn  Willman  was 
named  president  of  The  University  of 
Texas  System  School  of  Nursing  with 
units  at  Austin,  El  Paso,  Fort  Worth, 
Galveston,  Houston  and  San  Antonio. 

MDs’  fees  up  only  2.29% 
in  first  year  of  freeze 

Physicians’  fees  rose  only  2.29%  dur- 
ing the  first  full  year  under  the  Eco- 
nomic Stabilization  Program,  reports 
American  Medical  News.  The  figure 
represents  a sharp  reduction  from  the 
7.01%  rise  recorded  during  the  12- 
month  period  immediately  preceding 
the  controls. 

Figures  reported  by  the  US  Bureau 
of  Labor  Statistics  showed  that  the 
2.29%  increase  in  the  physicians’  fee 


component  of  the  Consumer  Price  In- 
dex (CPI)  compared  with  a 2.95% 
rise  in  the  all-items  index  from  August, 
1971,  to  August,  1972,  the  first  year 
of  the  stabilization  program. 

During  the  same  period,  the  all- 
services index,  of  which  the  physicians’ 
fee  index  is  a part,  increased  3.40%, 
compared  with  5.46%  prior  to  the 
controls.  The  index  for  the  semi-private 
hospital  room  category  was  cut  from 
12.18%  in  the  year  preceding  the 
stabilization  program  to  5.73%.  How- 
ever, the  index  for  operating  rooms 
rose  slightly  during  the  freeze  period 
from  8.22%  to  8.49%. 

UTMSSA  concludes 
1st  annual  film  festival 

Swiss  film  director  Alain  Tanner  re- 
ceived the  $1,000  Psyche  Prize  at  the 
close  of  the  three-day  First  Annual 
International  Film  Festival  on  Culture 
and  Psychiatry  held  Oct.  13-15  in  San 
Antonio.  The  festival  was  sponsored 
by  the  Department  of  Psychiatry  of 
The  University  of  Texas  Medical  School 
at  San  Antonio. 

This  year,  the  festival  featured 
Switzerland  and  the  school  of  psychia- 
try founded  by  Carl  Gustav  Jung.  The 
program  was  made  up  of  films  about 
the  culture  of  Switzerland,  the  Jungian 
school,  films  made  by  mental  patients, 
lectures  by  authorities,  including  Dr. 
Manfred  Bleuler,  son  of  Jung’s  teacher, 
and  entertainment  including  receptions 
and  a dinner  featuring  Swiss  foods 
and  music.  Another  highlight  of  the 
program  was  a speech  by  actor  Lee 
Marvin. 

The  winning  director  was  cited  for 
his  work,  "Charles,  Dead  or  Alive,”  the 
story  of  a successful  middle-aged 
businessman  who  revolts  against  life 
and  work. 

The  festival  was  presented  with  the 


cooperation  of  other  colleges  and  uni- 
versities in  San  Antonio,  including  In- 
carnate Word  College,  Our  Lady  of  the 
Lake  College,  San  Antonio  College, 
St.  Mary’s  University,  St.  Phillip’s  Col- 
lege, Trinity  University,  and  The  Uni- 
versity of  Texas  at  Austin. 

Next  year’s  festival  will  feature  films 
and  psychiatric  practices  from  Mexico. 

24  from  Texas  pass 
AAMA  certification  exam 

Twenty-four  Texas  medical  assistants 
were  among  a record  number  of  their 
colleagues  who  passed  the  1972  certi- 
fication examination  conducted  recent- 
ly by  the  American  Association  of  Medi- 
cal Assistants  (AAMA). 

The  successful  applicants  were  hon- 
ored during  ceremonies  at  the  AAMA 
convention  in  Phoenix  in  October.  Of 
the  579  candidates  who  sat  for  the  ex- 
aminations, 304,  or  over  50%,  passed. 

Texas  medical  assistants  who  passed 
the  exam  include  Yolanda  L.  Bauch- 
man,  San  Antonio;  Carra  Lee  Chochos, 
Marshall:  Carrie  A.  Donaldson,  Dallas; 
Retha  Elms  and  Royline  B.  Fowler,  Fort 
Worth;  Beverly  J.  Glover,  Clute;  Sallie 
Rogers  Gullion,  Marshall;  Marilyn  J. 
Hamilton,  San  Antonio;  and  Polly  Harts- 
field,  Beeville. 

Others  include,  Goldie  R.  Heller,  San 
Antonio:  Emily  M.  Hensley,  Tyler;  Char- 
lene F.  Hill,  Nederland;  Nancy  J.  Hol- 
land, Marshall:  Glenda  C.  Lehmberg, 
Denton;  Jerry  Baker  Mauer,  San  An- 
tonio; Jewell  E.  Neal,  Weatherford:  Mar- 
joria  D.  Nichols,  San  Angelo;  Josephine 
M.  Reck,  Dallas;  Sarah  L.  Rechless,  Ty- 
ler; Joyce  M.  Perkins  Schulze,  San  An- 
tonio; Bettie  Sides,  Marshall;  Ida  Jean 
Simpson,  Dallas;  Lotena  M.  Van  Deven- 
ter, Marshall;  and  Rosemary  G.  Worthy, 
San  Antonio. 

Only  California  had  more  medical  as- 
sistants passing  the  examinations  than 
Texas. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 


comparison  purposes  only.  Most  daily  newspapers 

list  up-to-the-minute  values 

on  mutual  funds.) 

Original 

Net  asset 

price 

^ value 

per  share v 

Investment  media 

9-30-68 

9-30-72 

9-30-72* 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$12.51 

$12.51 

Loomis-Sayles  Capital  Development  Fund 

14.20 

13.78 

15.96 

T.  Rowe  Price  Growth  Stock  Fund 

25.93 

31.81 

35.47 

Loomis-Sayles  Mutual  Fund 

16.82 

15.46 

19.51 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

24.30 

31.08 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

11.37 

11.37 

♦Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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Your 


TEXAS  MEDICAL  ASSOCIATION 


South  Pacific  Adventure 

oujcits  you. 


We  leave  on  Feb.  10  and  14  from  Houston  and  Dallas 


Join  us  for  two  sun-filled  weeks  in  the  South 
Pacific  lands  of  New  Zealand,  Australia  and 
Tahiti. 

The  cost?  Just  $998  complete. 

Our  trip  to  the  lands  “Down  Under”  includes 
World  Airways  jet  flights,  first  class  hotels,  two 
meals  a day  plus  a host  of  many  extras  to  make 
your  adventure  unforgettable! 

NEW  ZEALAND — Auckland’s  lavish,  gardens 
. . . the  volcanic  geysers  of  Rotorua  . . . Waitemata 
Harbor  and  the  Tasman  Sea  . . . the  friendly 
Maoris  and  their  fascinating  villages. 

AUSTRALIA — Sophisticated  Sydney  . . . the 
magnificent  new  opera  house  . . . the  harbor 
bridge  . . . koala  bears,  kangaroos  . . . rugged 
mountains  and  superb  surfing  beaches. 

TAHITI— Exotic  Papeete  . . . lush  tropical  par- 
adise . . . gentle,  life-loving  Tahitians  . . . white 
sand  beaches  and  crystal  waters. 


Space  on  our  South  Pacific  Adventure  is  strictly 
limited.  To  confirm  your  reservation,  return 
the  coupon  today. 


SEND  TO:  Texas  Medical  Association 
South  Pacific  Adventure 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 

Enclosed  is  my  check  for  $ 

($100  per  person  as  deposit) 

NAME 


ADDRESS 
CITY 


STATE 
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THE  DIAGNOSTIC  CLINIC  OF  SAN  ANTONIO.  P.A. 


INTERNAL  MEDICINE 


RAYMOND  S.  BORSHEIM,  M.D. 
Internal  Medicine 

NORMAN  L.  JACOBSON,  M.D, 
Internal  Medicine 

LEOPOLDO  LAPUERTA,  M.D. 
Chest  Diseases 

JAMES  D.  O'KEEFE,  M.D. 
Cardiology 

JAMES  R.  O'NEILL,  M.  D. 
Cardiology 


SYDNEY  SCHIFFER,  M.D. 
Cardiology  - Diabetes 

BARRY  A.  PORTNOY,  M.D. 
Hematology 

JAMES  I.  COUGHLIN,  M.D. 
Nephrology 

CHARLES  J.  LERNER,  M.D. 
Internal  Medicine 


NEUROLOGY 

MICHAEL  ZUFLACHT,  M.D. 


RADIOLOGY 

VAN  E.  REA,  M.D. 

J.  BRUCE  WARDEN,  M.D. 


PSYCHIATRY 

WILLIAM  B.  DONOVAN,  M.D. 


4647  MEDICAL  DRIVE 
SAN  ANTONIO,  TEXAS  78284 


WHEELER  E.  LAI RD,  Administrator 
(512)  696-5420 
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NEWS 


Citizens  of  Marlin  honor 
Dr.  Howard  Owen  Smith 

The  citizens  of  Marlin,  Texas,  paused 
Oct.  24  to  pay  tribute  to  Dr.  Howard  O. 
Smith,  who  has  been  in  practice  in 
Marlin  since  1922.  Dr.  Smith  is  a past 
president  of  the  Texas  Medical  Asso- 
ciation. 

Dr.  Smith  was  honored  with  a dinner 
at  the  Falls  Motor  Hotel  in  Marlin, 
attended  by  his  many  friends  from 
around  the  state.  The  Right  Rev.  F. 
Percy  Goddard,  Suffragan  Bishop  of 
the  Diocese  of  Texas  was  principal 
speaker,  and  many  representatives  of 
professional  societies  were  on  hand. 

In  addition  to  having  served  as  pres- 
ident of  the  Texas  Medical  Association, 
Dr.  Smith  has  been  president  of  the 
Falls  County  Medical  Society,  Twelfth 
District  Medical  Society,  Texas  Associ- 
ation of  Obstetricians  and  Gynecolo- 
gists, Southern  Medical  Association, 
Texas  State  Board  of  Medical  Examin- 
ers, and  Texas  Surgical  Society. 

Dr.  Smith  received  his  BS  from  Bay- 
lor University  in  1917,  and  earned  his 
MD  degree  from  The  University  of  Tex- 
as Medical  Branch  in  Galveston. 

A&M  cyclotron  to  be 
used  in  treating  cancer 

The  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  will  use 
Texas  A&M  University’s  cyclotron  in 
cancer  treatment,  with  the  first  human 
radiation  therapy  scheduled  this  fall 
following  extensive  animal  experimen- 
tation. 

Joint  announcement  of  the  “fast 
neutron  therapy”  program  was  made 
by  Dr.  R.  Lee  Clark,  president  of  M.  D. 
Anderson,  and  Dr.  Jack  K.  Williams, 
Texas  A&M  president,  following  receipt 
of  a $484,000  grant  from  the  National 
Cancer  Institute  for  first-year  opera- 
tions. The  institute  has  pledged  support 
of  the  program  for  at  least  three  years. 

“We  feel  this  is  a highly  significant 
undertaking  which  holds  promise  of 
being  an  effective  means  of  treating 
certain  types  of  human  cancers,”  Dr. 
Clark  said.  "We  think  this  technique 
will  have  the  added  benefit  of  allowing 
the  patient  to  receive  fewer  treatments 
of  radiation  than  required  by  current 
procedures.” 


Present  plans  call  for  patients  to  be 
driven  by  limousine  from  Anderson  to 
A&M’s  College  Station  campus  twice 
a week,  explained  Dr.  Clark.  He  said 
the  patients  will  be  accompanied  by  a 
registered  nurse  who  also  is  a radio- 
therapy technician. 

Dr.  Clark  said  arrangements  have 
been  made  with  Bryan-College  Station 
physicians  and  hospitals  in  the  event 
special  medical  care  should  be  re- 
quired for  any  patient  while  he  is  at 
the  nuclear  facility. 

Initial  treatments  with  the  cyclotron 
will  involve  only  selected  patients.  Dr. 
Clark  pointed  out. 

Use  of  the  cyclotron  to  treat  pa- 
tients will  be  the  first  program  of  its 
type  in  the  United  States.  M.D.  Ander- 
son officials  noted  that  considerable 
success  has  been  reported  in  treat- 
ment of  cancer  patients  with  high- 
energy  neutrons  at  Hammersmith  Hos- 
pital in  London. 

One  of  the  four  chambers  used  for 
experiments  with  the  A&M  cyclotron 
will  be  devoted  to  the  neutron  therapy 
program,  university  officials  reported. 

Prior  to  start  of  human  treatment 
with  the  cyclotron,  extensive  experi- 
mentation with  various  types  and  sizes 
of  animals  will  be  conducted  under  the 
direction  of  A&M’s  College  of  Veteri- 
nary Medicine. 


recent  sexual  contact.” 


The  overall  project  will  be  headed  by 
Dr.  Gilbert  H.  Fletcher,  head  of  M.  D. 
Anderson’s  radiotherapy  department. 
Dr.  David  Hussey,  assistant  professor 
of  radiotherapy,  will  assist  Dr.  Fletcher. 

“The  overall  aim  of  this  project  is  to 
show  whether  fast  neutron  therapy  can 
improve  local  control  rate  or,  with  un- 
changed control  rates,  decrease  the 
incidence  of  radiation  complications 
and  bothersome  sequelae,”  stated  Dr. 
Fletcher. 

A&M’s  phase  of  the  research  project 
will  be  under  the  administrative  direc- 
tion of  Dr.  F.  D.  Maurer,  associate 
dean  of  the  College  of  Veterinary 
Medicine. 

The  cyclotron,  placed  in  service  in 
1967,  is  an  88-inch  variable  energy 
instrument  capable  of  accelerating  deu- 
terons  to  energies  up  to  60  million 
electron  volts. 

962  candidates  pass 
State  nursing  exam 

The  Board  of  Nurse  Examiners  for  the 
State  of  Texas  has  announced  that  a 
total  of  962  candidates  passed  the 
State  Board  Test  Pool  Examination  for 
professional  nurses  given  July  18  and 
19  in  Austin. 

Of  this  group,  78  of  the  newly-reg- 
istered nurses  are  graduates  of  schools 
outside  the  United  States.  Twenty-four 
were  graduates  of  schools  of  nursing  in 
other  states. 

Results  of  the  examination  given 
Oct.  10  and  11  in  Austin  have  not  been 
released,  but  over  1,600  candidates 
were  expected  to  complete  the  exam- 
ination. 

^Smoking  and  Health’  kits 
available  from  TMA 

The  Texas  Medical  Association  now  has 
kits  of  resource  materials  on  “Smoking 
and  Health”  designed  for  use  by  teach- 
ers of  both  elementary  and  secondary 
school  children. 

The  kits  include  folders  of  material 
for  use  by  the  children  and  a guide  on 
smoking  and  health  to  aid  the  teacher 
in  planning  the  unit.  The  kits  may  be 
obtained  by  writing  the  Texas  Medical 
Association,  the  Texas  Interagency 
Council  on  Smoking  and  Health,  or  the 
Texas  State  Department  of  Health. 
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TMA  letter  asks  raise 
in  physicians’  fee  ceiling 

Dr.  Braswell  Locker,  president  of  the 
Texas  Medical  Association,  has  sent  a 
letter  to  Mrs.  Barbara  Dunn,  chairman 
of  the  Health  Services  Industry  Com- 
mittee of  the  Price  Commission,  urging 
that  the  committee  continue  its  efforts 
to  raise  the  present  2.5  percent  price 
limitation  upon  physicians. 

There  are  signs  that  the  committee 
may  be  receptive  to  raising  the  limita- 
tion to  3.0  percent  or  even  higher,  and 
the  American  Medical  Association  is 
urging  state  medical  societies  and 
presidents  of  large  county  societies  to 
write  non-physician  members  of  the 
committee  in  support  of  the  move. 

Dr.  Locker's  letter  cites  four  points 
in  favor  of  an  increase  on  the  limita- 
tion for  physicians.  He  notes  that  phy- 
sicians have  been  controlled  more 
rigidly  than  other  professionals  and 
workers,  as  no  other  profession  must 
work  under  a 2.5  percent  ceiling.  Re- 
cent proposals  to  place  similar  restric- 
tions on  other  professionals  such  as 
attorneys  and  architects  have  recom- 
mended 3.0  percent  ceilings. 

Secondly,  he  cites  the  fact  that  5.5 
percent  wage  increases  have  forced 
the  physician  to  labor  under  the  bur- 
den of  increased  expenses  due  to 
higher  wages  and  higher  prices  for  sup- 
plies, while  small  businesses  with  fewer 
than  60  employees  have  been  granted 
exemptions. 

Finally,  he  notes  that  through  volun- 
tary compliance,  physicians  have  held 
fee  increases  down  to  only  1.37  per- 
cent during  the  first  nine  months  of  the 
Phase  II  Wage  and  Price  Control  pro- 
gram. Meanwhile,  the  overall  consumer 
price  index  rose  2.05  percent. 

Dean  Smythe  announces 
7 faculty  appointments 

Seven  physicians  active  in  Houston 
medical  circles  have  been  appointed 
clinical  professors  at  the  three-year-old 
University  of  Texas  Medical  School  at 
Houston.  Dean  Cheves  McCord  Smythe 
announced  the  appointments. 

The  group  of  new  professors  includes 
Dr.  John  T.  Armstrong,  Dr.  Marvin  E. 
Chernosky,  Dr.  Michael  M.  Donovan,  Dr. 


"This  is  the  gown  for  patients  that  the  doc- 
tor wants  to  stay  flat  on  their  backs.” 

Lester  L.  Hoaglin,  Dr.  Everett  B.  Lewis, 
Dr.  Joseph  A.  Lucci,  Jr.,  and  Dr.  Frank 
F.  Parrish.  All  of  the  newly-appointed 
professors  maintain  practices  in  Hous- 
ton. 

Dr.  Armstrong,  who  is  chief  of  the 
Hermann  Hospital  gynecology  service, 
will  serve  the  medical  school  as  clinical 
professor  of  gynecology.  Currently  pres- 
ident of  the  Houston  Academy  of  Medi- 
cine, he  is  a former  two-term  vice-presi- 
dent of  the  Harris  County  Medical  So- 
ciety. 

Dr.  Chernosky,  chief  of  dermatology 
services  at  St.  Anthony  Center  and  Her- 
mann Hospital,  has  been  appointed 
clinical  professor  of  dermatology.  He  is 
past  president  of  the  Houston  Derma- 
tological Society. 

Dr.  Donovan  directs  orthopedic  ser- 
vices at  St.  Joseph  Hospital  and  Shrin- 
ers  Hospital  for  Crippled  Children.  He 
will  serve  as  clinical  professor  of  ortho- 
pedics. 

Appointed  as  clinical  professor  of 
medicine.  Dr.  Hoaglin  is  chief  of  the 
Hermann  Hospital  tumor  board.  He  is 
also  a member  of  the  Harris  County 
Medical  Society  executive  committee. 

Dr.  Lewis,  clinical  professor  of  sur- 
gery, is  chief  of  surgery  at  Hermann 
Hospital.  He  is  past  president  of  both 
the  Harris  County  Medical  Society  and 
the  Houston  Surgical  Society. 

Dr.  Lucci,  chief  of  obstetrics  and 
gynecology  at  St.  Joseph  Hospital,  is 


clinical  professor  of  obstetrics  and  gy- 
necology. 

Dr.  Parrish,  clinical  professor  of  or- 
thopedics, also  serves  as  director  of 
the  medical  school’s  program  in  ortho- 
pedic surgery.  He  is  chief  of  orthopedic 
services  at  Hermann  Hospital  and  M.  D. 
Anderson  Hospital  and  Tumor  Institute. 
Dr.  Parrish  is  past  president  of  the 
Texas  Orthopedic  Society  and  the  Hous- 
ton Orthopedic  Society. 

^Thunderbolts’  cured 
Lewis  and  Clark’s  men 

The  total  appropriation  for  the  Lewis 
and  Clark  Expedition  was  $2,500. 
No  doctor  accompanied  the  historic 
search  for  a northwest  passage,  and 
only  $90.69  was  expended  on  medic- 
inal drugs  and  herbs. 

Those  are  some  of  the  facts  con- 
tained in  a recently-published  article 
written  by  Dr.  Esther  Jane  Wood  Hall, 
University  of  Texas  professor  of  phar- 
macy and  long-time  history  buff. 

Meriwether  Lewis,  private  secretary 
to  President  Thomas  Jefferson  and  co- 
leader of  the  expedition,  was  given  re- 
sponsibility for  the  health  care. 

Dr.  Hall  says,  “A  partial  list  of  the 
drugs  included  Glauber's  salt;  epsom 
salt;  potassium  nitrate;  Peruvian  bark, 
laudanum;  camphor;  calomel;  ipecac; 
jalap;  rhubarb;  sulfur;  mercury;  cop- 
peras, and  tartar  emetic. 

“Notable  in  particular  were  50  doz- 
en prescriptions,  known  as  ‘thunder- 
bolts’ and  said  to  contain  10  grains  of 
calomel  and  15  grains  of  jalap  in  pill 
form. 

“In  addition,  the  chest  contained 
thermometers,  syringes,  tourniquets, 
and  ‘patent  lints’  (bandages).’’ 

Dr.  Hall  also  describes  some  of  the 
treatments  Lewis  used.  For  dysentery 
accompanied  by  a high  fever,  he  pre- 
scribed Glauber’s  salt  followed  by  30 
drops  of  laudanum.  An  abscess  was 
covered  with  basilicon  ointment,  a 
salve  consisting  of  ingredients  such  as 
resin,  yellow  wax,  and  lard.  Whenever 
diagnosis  was  unclear,  Lewis  used  a 
“thunderbolt." 

The  only  fatal  health  casualty  dur- 
ing the  entire  period  (December  1803 
to  September  1806)  was  due  to  a rup- 
tured appendix. 
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P.S.  AAMA  bylaws  provide  that  the 
association,  "Is  not,  nor  shall  it  ever  be- 
come a trade  union  or  coiiective  bargain- 
ing agency." 


Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
Journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 


American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 


Name 


Business  Address Phone 

(Street) 

City state Zip 

Member  of  county  medical  society;  Yes No 

County  

Name  of  Assistants:  Address: 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 
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Sporostacin  Cream 


(chlordantoin  l%and  benzalkonium  chloride  0.05%) ; ■ 


After  you  write  your  prescription  for  two  tubes 
of  soothing,  fungicidal  Sporostacin  Cream,  tell 
your  patient  not  to  be  fooled  by  the  quick  relief 
of  symptoms  it  affords.  Make  sure  she  knows 
how  to  use  it  as  directed— for  the  full  14-day 
course  of  therapy. Then, on  follow-up,  you’ll 
usually  find  that  nonstaining,  easy-to-use 
Sporostacin  Cream  hasfinished  off  vulvovaginal 
candidiasis  in  the  nicest  possible  way. 

two  tiibes...two  weeks 


m 


1 

•..A 


Indication:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified  the  indication  as  follows: 

“Probably”  effective;  For  the  treatment  of  vulvovaginal  candidiasis. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 


Contraindications:  None  known.  Precautions.-  Cases  of  sensitization  and  irritation  have  been  reported.  When 
noted  the  drug  should  be  discontinued.  Dosage;  One  applicatorful  intravaginally  twice  daily  for  a period  of  14 


days.  Course  of  therapy  may  be  repeated  if  necessary. 

Ortho  Pharmaceutical  Gorporation-Baritan,  New  Jersey  08869 


He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


^'Qui^MYIAIMTAI^blets 

aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del,  19899  | Pasadena,  Calif.  91109 


Wtty  send  him 
to  the  islets 
of  Langeriians? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD'  Geigy 

phenformin  HCl 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCl 
Tablets  of  25  mg. 

DBI-TD™  phenformin  HCl 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 

If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms,  fn  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 

dosage,  please  see  full  prescribing 

information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


DBI  8666 


TEXAS  ACADEMY  OF  INTERNAL  MEDICINE 

Faculty  of  the  department  of  internal  medicine  at  UT  South- 
western Medical  School  at  Dallas  will  participate  in  the  Nov.  30 
scientific  meeting  of  the  Texas  Academy  of  Internal  Medicine, 
scheduled  at  the  Fairmont  Hotel  in  Dallas.  Participants  include 
Drs.  Joseph  L.  Goldstein,  assistant  professor;  John  M.  Dietschy, 
professor;  Daniel  W.  Foster,  professor;  Philip  Raskin,  instruc- 
tor; James  T.  Willerson,  assistant  professor;  James  M.  Atkins, 
instructor;  Robert  M.  Blankenship,  fellow;  Michael  S.  Brown, 
instructor;  and  W.  G.  Johanson,  assistant  professor.  “Genetics 
of  Hyperlipemic  States  and  Coronary  Artery  Disease,”  “Eti- 
ology of  Gallstones,”  “Hyperosmolar  Coma,”  “Cholesterol  and 
Atherosclerosis,”  “Intra-aortic  Balloon  Support  of  Patients  in 
Cardiogenic  Shock,”  “Exercise  Tests  for  Coronary  Diseases,” 
“Hemodialysis;  Potential  Source  of  Sepsis,”  “Disaccharidase 
Deficiency  Disease,”  and  “Air  Pollution  as  a Cause  of  Disease 
in  Dallas”  are  topics  to  be  presented. 

Contact:  Dr.  Tom  W.  Duke,  PO  Box  3460,  Amarillo  79106,  sec- 
retary-treasurer. 


TEXAS  SOCIETY  OF  INTERNAL  MEDICINE 

A resume  of  current  socioeconomic  topics  in  medicine  will  be 
presented  by  a panel  of  authorities  during  the  annual  meeting 
of  Texas  Society  of  Internal  Medicine,  Dec.  2,  at  the  Fairmont 
Hotel  in  Dallas.  Subjects  will  include  pending  legislation.  Cur- 
rent Procedural  Terminology,  changes  in  Medicare/Medicaid 
guidelines,  HMOs,  choosing  insurance,  physician  manpower  and 
the  Texas  Medical  Foundation. 

Contact:  Dr.  Thomas  M.  Runge,  18  Medical  Arts  Sq.,  Austin 
78705,  president  and  program  chairman. 


TEXAS  SOCIETY  OF  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY 

Members  of  the  Texas  Society  of  Ophthalmology  and  Otolaryn- 
gology will  meet  Dec.  8-9  at  Dallas’  Fairmont  Hotel.  Guest 
speakers  at  the  47th  annual  meeting  will  be  Drs.  Samuel  D. 
McPherson,  Jr.,  of  Durham,  NC,  and  David  Paton  of  Houston, 
who  will  speak  on  topics  in  ophthalmology;  and  Drs.  Harold  F. 
Schuknecht  of  Boston,  and  Walter  P.  Work  of  Ann  Arbor, 
Mich.,  whose  presentations  will  cover  otolaryngology. 

Contact:  Dr.  Bland  H.  Schwarting,  304  Medical  Prof.  Bldg., 
San  Antonio  78212,  secretary. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  LTNITED  STATES  will 
emphasize  the  theme,  “Federal  Medicine: 
A National  Resource.”  during  its  79th 
annual  convention  in  San  Antonio,  Dec. 
10-13.  "New  Generation  of  Hospitals,” 
"The  National  Library  of  Medicine,” 
“Automation  in  Health  Care  Delivery,” 
and  “What’s  New  in  Transplantation” 
will  be  presented  during  the  scientific 
portion  of  the  meeting.  A panel  discussion 
on  the  contributions  of  federal  medical 
programs  to  national  health  delivery  will 
cover  family  practice,  MAST,  emergency 
medical  care,  paramedical  training  and 
utilization,  alcohol  rehabilitation,  and 
health  maintenance  organization  concept. 
Contact:  RADM  Walter  Welham,  MC 
USN  Ret.,  8502  Connecticut  Ave.,  Chevy 
Chase.  Md.  20015,  executive  director. 

SOUTHWESTERN  GYNECOLOGIC  AS- 
SEMBLY has  planned  a program  for  Nov. 
30-Dec.  2 in  Dallas.  The  title  of  the  pro- 
gram is  “Changing  Sexual  Attitudes  Af- 
fecting Medical  Practice.”  and  it  will  be 
presented  at  the  Sheraton-Dallas  Hotel. 
Contact:  Dr.  Dennis  J.  Factor,  1317  N. 
Washington,  Dallas  76204,  chairman,  reg- 
istration and  public  relations  committee. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  DERMATOL- 
OGY will  meet  at  the  Americana  Hotel  in 
Bal  Harbour,  Fla.,  Dec.  2-7.  The  Acade- 
my's 31st  annual  meeting  will  feature  spe- 
cial courses,  seminars-in-depth,  informal 
discussion  groups,  special  lectures,  sym- 
posia, and  scientific  and  technical  exhibits. 
Histopathology,  cutaneous  surgery,  struc- 
ture and  function  of  the  skin,  fundamen- 
tals of  cutaneous  allergy  and  immunology, 
and  bacteriology  of  skin  in  health  and  dis- 
ease will  be  studied  in  special  courses. 
Symposia  topics  are  advances  in  genetics 
and  their  application  to  dermatologic  prac- 
tice, gross  and  microscopic  dermatology, 


For  other  courses  and  symposiums^  see 
Continuing  Education  Courses,  pp.  39-40. 
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cutaneous  tumors,  lesions  of  the  mucous 
membranes,  diagnosis  and  management  of 
common  dermatologic  problems,  recent  ad- 
vances in  cutaneous  medicine,  and  thera- 
peutics. Seminars  will  cover  photosensi- 
tivity, basic  genetics  for  dermatologists, 
bullous  diseases,  melanin  pigmentation, 
atopic  dermatitis,  contact  dermatitis,  and 
malignant  melanoma.  Contact:  Dorothy  P. 
Compton,  2260  NW  Flanders  St.,  Portland, 
Ore.  97210,  executive  secretary. 

AMERICAN  ACADEMY  OF  PSYCHO- 
ANALYSIS will  study  "The  Addictive  Dis- 
orders” during  its  17th  winter  meeting, 
scheduled  for  Dec,  8-10  in  New  York  City. 
Presentations  during  the  scientific  sessions 
will  be  "Addictions  and  Compulsions," 
"Cultural  Factors  in  the  Etiology  of  Her- 
oin Addicts  in  Puerto  Rico,"  "Tempting 
Fate : The  Psychodynamics  of  the  Compul- 
sive Gambler,"  "Obesity— A Report  on  a 
Five-Year  Program  of  Psychoanalytic 
Group  Treatment  of  Compulsive  Eating," 
"An  Experimental  Approach  to  Modify 
Drinking  Behavior  in  the  Alcoholic," 
"Fads  in  Treatment  of  Alcoholism,”  and 
"Salvaging  the  Intractable  Alcoholic  by 
Positive  Intra-Familial  Transference.”  A 
clinical  symposium  on  the  psychoanalytic 
treatment  of  narcotic  addicts  will  also  be 
presented.  Contact:  Charlotte  Bruskin,  40 
Gramercy  Park  N.,  New  York  10010,  exec- 
utive secretary. 


MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  DECEMBER 

SOUTHERN  SURGICAL  ASSOCIATION,  Boca  Raton, 
Fla,,  Dec.  4-6,  1972.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC  27706,  Sec, 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Austin,  Dec.  11-13,  1972.  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Ft.  Worth  76102,  Sec. 


1973 

JANUARY 

■ SOUTHWEST  ALLERGY  FORUM,  El  Paso,  Jan.  15- 
17,  1973.  Dr.  Albert  H.  Unger,  6232  Gateway  E.,  El 
Paso  79905,  Pres. 


AMERICAN  RHEUMATISM  ASSOCIA- 
TION, Section  of  The  Arthritis  Founda- 
tion, will  present  a scientific  meeting 
Dec.  8-9  at  the  Pittsburgh  Hilton  Hotel  in 
Pittsburgh.  Scientific  workshops  will  cover 
"Virus  Induced  Transformation  of  Normal 
Cells : Lesions  from  Cancer  Research,” 
"Genetic  Mucopolysaccharide  Storage  Dis- 
eases (Mucopolysaccharidoses),”  and  "The 
Real  Collagen  Diseases.”  Clinical  postgrad- 
uate seminars  on  arthritis,  directed  at 
practicing  physicians  and  conducted  by 
distinguished  leaders  in  the  field,  also  are 
scheduled.  Topics  are:  "Radiology  of  Rheu- 
matoid Arthritis,”  "Laboratory  Techniques 
in  Rheumatic  Disease,”  "The  Management 
of  Septic  Arthritis,”  "The  Examination  of 
Renal  Involvement  in  Connective  Tissue 
Disease,”  "Ocular  Syndromes  in  Rheumatic 
Disease,”  and  "Office  Rehabilitation  in 
Rheumatic  Disease.”  Contact:  Lynn  Bon- 
figlio,  1212  Avenue  of  the  Americas,  New 
York  10036,  executive  secretary. 


■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  19- 
21,  1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Galveston. 
Jan.  26-27,  1973.  Dr.  James  C.  Stinson,  Scott  and  White 
Clinic,  Temple  76501,  Sec.-Treas. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  Washington, 
DC,  Feb.  10-14,  1973.  James  O.  Kelley,  225  E.  Michigan 
St.,  Milwaukee  63202,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas,  Feb.  1-6,  1973.  Dr.  C.  V.  Heck, 
430  N.  Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 


AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  Washington,  DC,  Feb.  24-27,  1973. 
Dr.  A.  J.  French,  Dept,  of  Pathology,  University  of 
Michigan  Medical  School,  Ann  Arbor  48104,  Sec. 


AMERICAN  ASSOCIATION  FOR  INHA- 
LATION THERAPY  has  scheduled  its 
annual  meeting  in  Las  Vegas,  Dec.  3-6. 
Dr.  John  W.  Severinghaus.  professor  of 
anesthesia.  University  of  California  School 
of  Medicine.  San  Francisco,  will  deliver 
the  keynote  address.  "Respiratory  Care  as 
a Science.”  Presentations  during  the  clin- 
ical sessions  will  be  "Factors  Controlling 
Airway  Mechanics,”  "Therapeutic  Aero- 
sols,” "Examination  of  Sputum  Cells  and 
their  Relevance  to  Treatment.”  “Respira- 
tory Functions  of  the  Lung : Gas  Exchange 
in  Terminal  Airways,”  "Non-respiratory 
Functions  of  the  Lung:  Emphasis  on  Se- 
lected Cellular  and  Subcellular  Aspects  of 
Lung  Metabolism.”  "Abuses  of  Oxygen 
Therapy.”  and  "Physiologic  Treatment  of 
Acute  Respiratory  Failure.”  Management 
sessions  are  also  scheduled  and  will  cover 
third  party  payer,  charge  rationale  in  in- 
halation therapy  departments,  and  cost/ef- 
fectiveness of  selected  respiratory  care 
modalities.  Contact:  Winfield  Singletary, 
3664  9th  St.,  Riverside,  Calif.  92501,  ex- 
ecutive secretary. 


AMERICAN  COLLEGE  OF  CARDIOLOGY,  San  Fran- 
cisco, Feb.  14-18,  1973.  William  D.  Nelligan,  9660  Rock- 
ville Pike.  Bethesda,  Md.  20014,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, Las  Vegas,  February  1973.  Arthur  E.  Auer,  241 
E.  Saginaw  St.,  East  Lansing,  Mich.  48823,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  69th  Congress 
on  Medical  Education.  Chicago,  Feb.  10-11.  1973.  Dr.  C. 
H.  William  Ruhe,  Director,  Division  of  Medical  Educa- 
tion, AMA,  535  N.  Dearborn  St.,  Chicago  60610. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY.  San  Antonio, 
Feb,  16,  1973.  S.  E.  Cockrell,  Jr.,  202  W.  French  PI., 
San  Antonio  78212,  Exec.  Officer. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Feb.  16-16,  1973. 
S.  E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Miami  Beach,  Feb.  25-March  3,  1973.  Dr.  John  G.  Bel- 
lows, 80  N.  Michigan  Ave.,  Chicago  60602,  Exec.  Sec. 
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■ TEXAS  PUBLIC  HEALTH  ASSOCIATION.  Dallas, 
Feb.  18.  1973.  Robert  E.  Monroe.  1117  W.  42nd  St..  Aus- 
tin  78756,  Cxec.  Sec.-Treas. 


MARCH 


AMERICAN  CANCER  SOCIETY.  First  National  Con- 
ference on  Urologic  Cancer,  Washington,  DC,  March 
29-31,  1973.  Dr.  Sidney  L.  Arje,  219  E.  42nd  St..  New 
York  10017. 

AMERICAN  MEDICAL  ASSOCIATION,  Quality  of  Life 
Congress,  Chicago,  March  7-10;  AMA-AMPAC  Public 
Affairs  Workshop,  Washington,  DC,  March  10-11;  Na- 
tional Medicolegal  Symposium,  Las  Vegas,  March  22-25, 
1973.  AMA,  636  N.  Dearborn  St.,  Chicago  60610. 

■ AMERICAN  MEDICAL  ASSOCIATION.  National  Con- 
ference on  Rural  Health,  Dallas.  March  29-30,  1973.  Dr. 
Bond  L.  Bible  (PhD),  Secretary,  Council  on  Rural 
Health,  AMA,  636  N.  Dearborn  St.,  Chicago  60610. 

■ AMERICAN  MEDICAL  ASSOCIATION/TEXAS  MED- 
ICAL ASSOCIATION,  Speakers  and  Leadership  Training 
Seminar,  Austin.  March  10-11,  1973.  Jon  R.  Hornaday. 
TMA,  1801  N.  Lamar  Blvd.,  Austin  78701,  Dir.  of  Pub. 
Rel. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS, 
Hawaii,  March  16-25,  1973.  Dr.  Blaise  F.  Alfano.  675 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Newport  Beach.  Calif.,  March  11-15, 
1973.  Dr.  Simon  Fredricks,  1103  Medical  Towers,  Hous- 
ton 77025,  Prog.  Chrmn. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS,  New  Orleans,  March  22- 
23,  1973.  Elaine  Galasso,  1718  Gallagher  Rd.,  Norristown, 
Pa.  19401,  Exec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  12-14,  1973.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans,  March  19-22,  1973.  Frances  W.  Shumaker, 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOCIETY  OF  NUCLEAR  MEDICINE,  SOUTHWEST- 
ERN CHAPTER.  New  Orleans,  March  16-18,  1973.  Dr. 
Thomas  P.  Haynie,  6723  Bertner,  Houston  77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Austin,  March  16-17,  1973.  Dr.  Den- 
nis M.  Voulgaris,  2100  N.  Fulton  St.,  Wharton  77488, 
Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Ft.  Worth, 
M^ch  2-3,  1973.  Dr.  Frederick  J.  Bonte,  5323  Harry 
Hines  Blvd.,  Dallas  75235,  Prog.  Chrmn. 


APRIL 


AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  St.  Louis,  April  3-5, 
1973.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St.,  Dur- 
ham. NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Boston, 
April  23-28,  1973.  Stanley  A.  Nelson,  4005  W.  65th  St., 
Minneapolis  66436,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS.  New 
York  City,  April  9-12,  1973,  Dr.  John  E.  Pauly,  Univer- 
sity of  Arkansas  School  of  Medicine,  Little  Rock  72201, 
Sec. 


■ AMERICAN  ASSOCIATION  OF  PLANNED  PAR- 
ENTHOOD  PHYSICIANS,  Houston,  April  11-14,  1973. 
Richard  A.  Ferguson,  3601  Fannin  St..  Houston  77004. 
Elxec.  Dir. 

■ AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Dallas.  April  16-18,  1973.  William  T.  Maloney, 
6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  ALLERGISTS.  Atlanta, 
April  7-12,  1973.  Dr.  John  D.  Gillaspie,  2141  14th  St.. 
Boulder,  Colo.  80302,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  San  Francis- 
co, April  1-6,  1973.  William  C.  Stronach,  20  N.  Wacker 
Dr.,  Room  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  New  York 
City,  April  2-4,  1973.  C.  Rollins  Hanlon,  66  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  GERIATRICS  SOCIETY.  INC.,  Beverly 
Hills,  April  25-26,  1973,  Dr.  Edward  Henderson,  10 
Columbus  Circle.  New  York  10019,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Fourth  National 
Congress  on  Medical  Ethics,  Washington,  DC,  April  26- 
28,  1973.  AMA,  Judicial  Council,  635  N.  Dearborn  St., 
Chicago  60610. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
April  14,  1973.  Dr.  Edward  F.  Pesek,  1413  Avenue  G., 
Bay  City  77414,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Denver,  April 
15-19,  1973.  Howard  N.  Schulz,  150  N.  Wacker  Dr.. 
Chicago  60606,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY.  26th 
Annual  Congress  and  Teaching  Seminar,  Tokyo,  Hong 
Kong.  Thailand,  April  29-May  14,  1973.  Dr.  Alfred  J. 
Cantor,  147-41  Sanford  Ave.,  Flushing,  NY  11356,  Exec. 
Officer. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  INC.,  Wash- 
ington, DC,  April  4-6,  1973.  William  W.  Moore,  Jr.,  2 
Park  Ave.,  New  York  10016,  Exec.  Dir. 

■ TENTH  DISTRICT  MEDICAL  SOCIETY.  April  1973. 
E.  Mittendorf,  PO  Box  768,  Beaumont  77704,  Exec.  Sec. 

■ TEXAS  DENTAL  ASSOCIATION,  Austin,  April  29- 
May  2,  1973.  Dr.  Joe  C.  Carrington.  Jr.,  4920  Interre- 
gional Hwy.,  Austin  78761,  Exec.  Officer. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  Min- 
eral Wells,  April  1973.  Dr.  Dorothy  Patras,  PO  Box 
1118,  Ft.  Worth  76101,  Sec.-Treas. 


MAY 


AEROSPACE  MEDICAL  ASSOCIATION,  Las  Vegas, 
May  7-10,  1973.  Dr.  Merrill  H.  Goodwin,  Washington 
Nat’I.  Airport,  Washington,  DC  20001,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GY- 
NECOLOGISTS, Bal  Harbour,  Fla.,  May  21-24,  1973.  Dr. 
Michael  Newton,  79  W.  Monroe,  Chicago  60603,  Exec. 
Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  19,  1973.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  76236,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION, 
New  York  City,  May  20-26,  1973.  Charles  B.  Slack, 
6900  Grove  Rd.,  Thorofare,  NJ  08086,  Exec.  Sec. 

AMERICAN  PEDIATRIC  SOCIETY,  San  Francisco. 
May  16-20,  1973.  Dr.  C.  D.  Cook,  333  Cedar  St.,  New 
Haven,  Conn.  06614,  Sec. 
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AMERICAN  PSYCHIATRIC  ASSOCIATION,  Honolulu, 
May  7-11.  1973.  Dr.  Walter  E.  Barton.  1700  18th  St.. 
NW.  Washington,  DC  20009.  Med.  Dir. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Monterey.  Calif..  May  29-June  1. 
1973.  Dr.  Eugene  H.  Courtiss,  2000  Washington  St., 
Newton  Lower  Falls,  Boston  02162,  Sec. 

AMERICAN  THORACIC  SOCIETY.  New  York  City. 
May  20-23,  1973.  Robert  Weymueller,  1740  Broadway. 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  INC.,  New 
York  City,  May  14-17,  1973.  Richard  J.  Hannigan.  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION,  Kansas  City,  Ks, 
May  27-31,  1973.  Helen  Brown  Schmidt,  919  N.  Michigan 
Ave.,  Chicago  G0611,  Exec.  Sec. 

NATIONAL  LEAGUE  FOR  NURSING,  Minneapolis, 
May  6-9,  1973.  Margaret  E.  Walsh,  10  Columbus  Circle, 
New  York  10019,  Sec.  & Gen.  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City,  May  16-18,  1973. 
Dr.  Wilfred  D.  David,  79  Madison  Ave.,  New  York 
10016.  Exec.  Dir. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION.  New  York  City.  May  20-23, 
1973.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New 
York  10019,  Mng.  Dir. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Corpus  Christi,  May  23-25,  1973.  Elsie  Howard, 
2109  Commerce,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Scottsdale, 
Ariz.,  May  7-10,  1973.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73101,  Sec.-Treas. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston.  May  20- 
23,  1973.  Gordon  L.  Wright,  PO  Box  4553,  Austin  78765, 
Dir.  of  Ed.  & Pub.  Info. 

■ TEXAS  MEDICAL  ASSOCIATION,  Dallas,  May  3-6, 
1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 


JUNE 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFIL- 
IATE, INC.,  Dallas,  June  19-24.  1973.  Dudley  H.  Hafner. 
PO  Box  9928,  Austin  78766,  Exec.  Dir. 


AMERICAN  MEDICAL  ASSOCIATION,  New  York  City, 
June  24-28,  1973.  AMA,  535  N.  Dearborn  St.,  Chicago 
60610. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
NEW  MEXICO  CHAPTER,  16th  Annual  Ruidoso  Sum- 
mer Clinic,  Ruidoso,  NM,  July  16-19,  1973.  Bob  Reid, 
PO  Box  466,  Sunland  Park,  NM  88063,  Exec.  Sec. 


AUGUST 

■ AMERICAN  CANCER  SOCIETY.  TEXAS  DIVISION, 
Dallas,  Aug.  23-24,  1973.  Curt  W.  Reimann,  5100  Ridge 
Oak,  Austin  78731.  Exec.  V.-Pres. 


SEPTEMBER 

AMERICAN  CANCER  SOCIETY,  Second  National  Con- 
ference on  Cancer  of  the  Colon  and  Rectum,  Bal  Har- 
bour, Fla.,  Sept.  27-29,  1973.  Dr.  Sidney  L.  Arje,  219  E. 
42nd  St.,  New  York  10017. 

INTERNATIONAL  MEDICAL  CONGRESS,  Fourth  In- 
ternational Conference  on  Birth  Defects,  Vienna.  Austria, 
Sept.  2-8,  1973.  Richard  C.  Gedney,  1275  Mamaroneck 
Ave.,  White  Plains,  NY  10605,  Exec.  Sec. 


OCTOBER 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
15-19,  1973.  C.  Rollins  Hanlon,  55  E.  Erie  St.,  Chicago 
60611,  Dir. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  5-7, 
1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 


NOVEMBER 

AMERICAN  MEDICAL  ASSOCIATION,  Anaheim,  Calif., 
Nov.  25-28,  1973.  AMA,  535  N.  Dearborn  St.,  Chicago 
60610. 
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TEXAS  MEDICINE 


Who  put  the  C 
in  Mrs.  Murphy’s 
orange  juice? 


Who  did  encourage  high  levels  of  vitamin  C in  fruit  juices?  Who 
fortified  milk  with  vitamin  D?  Condemned  water  pollution  way 
back  in  1 895?  Urged  creation  of  the  Federal  Food  and  Drug 
Administration?  Recommended  seat  belts  in  1 954? 

The  AMA.  Surprising?  Not  really.  Since  its  inception,  the 
AMA  has  worked  to  protect  and  improve  the  public  health. 

In  a very  real  sense,  it  was  the  forerunner  of  consumerism. 

Today,  the  AMA  is  actively  involved  in  virtually  every  facet 
of  health  care.  It  is  engaged  in  programs  to  provide  more 
doctors  for  slum  and  rural  areas.  Programs  to  solve  the 
problems  of  drug  and  alcohol  abuse,  mental  health, 
malnutrition. 


In  Washington,  the  AMA  has  lobbied  successfully  for  more 
doctors,  maternal  and  child  programs,  anti-pollution  laws, 
voluntary  national  health  insurance. 

It  is  financing  promising  pilot  programs  such  as  mobile 
health  vans  in  Chicago’s  slums,  a drug  abuse  center  in  Flarlem 
and  a Medex  program  in  Washington  state. 

The  AMA  does  all  these  things  — and  more  — for  the  public 
health.  With  your  support,  we  can  do  even  more.  Find  out  more 
about  what  the  AMA  does  for  the  public  and  you.  Send  for 
the  pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing  a 
Common  Goal."  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  OeartDom  Street/Chicago,  Illinois  60610 
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men 

Diarrhea 

HURTS... 


...think  of  the  anti-diarrheal  with  outstanding  relief-giving  ingredients 


PAREGORIC  (60  min,  in  each  fl.  oz.)  for  pain  relief. 
Warning:  May  be  habit  forming. 

Bismuth  Subsalicylate  for  coating  action. 

Zinc  Phenolsulfonate  to  soothe  affected  tissues. 
Irish  Moss  for  adsorption. 

Pectin  N.  F.  to  help  adsorb  and  solidify. 

Alcohol  (2%  in  each  fl.  oz.) 

Yes,  Infantol  Pink  controls  and  relieves 
diarrhea  in  adults  and  children.  Works 
quickly  and  safely.  And  Infantol  Pink  does 
not  contain  “problem’’  ingredients  such  as 
Kaolin  (can  set  up  constipation  “rebound”' 
or  belladonna  alkaloids  (tends  to  i 
mouth  and  throat  unpleasantly  dry; 
cause  blurred  vision). 


make 

may 


Effective  relief 


The  Infantol  Pink  formula  is  well  tolerated  by  adults  and 
children  without  unpleasant  side  effects.  Note:  temporary 
darkening  of  the  stool  may  occur. 

Dosage  schedule:  1 dose  every  15  minutes  for  4 doses; 
then  1 dose  every  2 hours  until  diarrhea  symptoms 
subside. 

Dosage  amounts:  Adults,  2 tablespoonfuls;  children  6 to 
12  years,  2 teaspoonfuls;  children  3 to  5 
years,  1 teaspoonful  — or  as  directed  by 
physician. 

Supplied:  4 ounces,  8 ounces,  pints  and 
gallons. 

Ample  pain-relieving  power — when  taken 
according  to  directions,  the  adult  patient 
receives  up  to  16cc  of  Paregoric,  or 
slightly  more  than  3 teaspoonfuls  during 
the  first  hour. 

Requires  no  prescription  in  most  states, 
though  record  of  purchase  is  required. 


''  G 


I 

1 

for  „ | 

jlQOllNC^^ 


First  Texas  Pharmaceuticals,  Inc.  oaiias, Texas  75222 

the  Concern  for  Care 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


OBSTETRICS-GYNECOLOGY:  Southwest 
ern  Gynecologic  Assembly  will  present 
a course,  ‘‘Changing  Sexual  Attitudes 
Affecting  Medical  Practice,”  at  the 
Sheraton  Hotel  in  Dallas.  The  course  is 
designed  for  obstetricians  and  gynecol- 
ogists and  is  scheduled  for  Nov.  30- 
Dec.  2.  Fee  for  the  course  is  $5.  For 
more  information,  contact  Dr.  Dennis 
J.  Factor,  1317  N.  Washington,  Dallas 
75204. 

MEDICINE  AND  SURGERY:  The  20th 
Annual  Scott  and  White  Conference  in 
Medicine  and  Surgery  will  be  held  Dec. 

1- 2  at  Scott  and  White  Memorial  Hos- 
pital in  Temple.  The  program  includes 
panel  discussions  on  management  of 
arteriosclerotic  heart  disease,  neoplas- 
tic disease,  degenerative  joint  disease, 
and  neurosurgical  emergencies.  Lec- 
tures and  demonstrations  of  recent  ad- 
vances in  diagnosis  and  treatment  of 
common  medical  problems  and  a work- 
shop on  ‘‘Respiratory  Care  in  the  Gen- 
eral Hospital  and  Home”  will  be  con- 
ducted by  members  of  the  medical, 
nursing,  and  paramedical  staff  of  Scott 
and  White  Hospital.  For  further  infor- 
mation, contact  Dr.  P.  H.  Howard,  Jr., 
Department  of  Education,  Scott  and 
White  Clinic,  Temple  76501. 

TUMORS/PATHOLOGY:  The  29th  An- 
nual Tumor  Seminar,  sponsored  by  San 
Antonio  Society  of  Pathologists  in  con- 
junction with  American  Cancer  Society, 
is  scheduled  for  Dec.  2 at  UT  Medical 
School  at  San  Antonio.  Dr.  Kenneth  M. 
Earle,  Chief  of  Neuropathology  Branch, 
Armed  Forces  Institute  of  Pathology, 
Washington,  DC,  will  be  guest  speaker. 
Contact:  Dr.  W.  R.  Laughlin,  7711  Louis 
Pasteur,  San  Antonio  78229. 

CARDIAC  AUSCULTATION:  "Fundamen- 
tals of  Cardiac  Auscultation”  is  the  title 
of  a course  being  sponsored  by  UT 
Medical  School  at  San  Antonio,  Dec. 

2- 3,  in  Corpus  Christi.  The  pertinent 


physiology  and  pathophysiology  for  the 
production  of  heart  sounds  and  heart 
murmurs  will  be  offered  with  concomi- 
tant presentation  of  these  sounds  using 
a cardio-simulator. 

The  course  is  acceptable  for  10  pre- 
scribed hours  by  the  AAFP.  Enrollment 
fee  is  $50.  Contact  the  director  of  the 
course.  Dr.  Robert  C.  Talley,  Associate 
Professor,  Division  of  Cardiovascular 
Diseases,  UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr.,  San  An- 
tonio 78229. 

CLINICAL  CARDIOLOGY:  An  intensive 
review  in  cardiology  will  be  presented 
by  the  Division  of  Continuing  Educa- 
tion, UT  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Dec.  4-7,  in 
Houston.  The  Clinical  Cardiology  Sym- 
posium will  feature  guest  lecturer  Dr. 
S.  Gilbert  Blount,  Jr.,  professor  of  med- 
icine and  head,  division  of  cardiology. 
University  of  Colorado  Medical  School, 
Denver.  Some  of  the  topics  to  be  dis- 
cussed are  angina  pectoris — patho- 
physiology and  treatment;  congenital 
heart  disease  in  the  adult;  the  mitral 
valve  complex  and  non-rheumatic  mi- 
tral insufficiency;  differential  diagnosis 
of  obstruction  to  outflow  from  the  left 
ventricle;  and  the  effect  of  altitude  and 
hypoxia  on  the  pulmonary  circulation. 
For  further  information  write:  The  Of- 
fice of  the  Dean,  Division  of  Continuing 
Education,  UT  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  PO  Box 
20367,  Houston  77025. 

PROFESSIONAL  ACTIVITY  STUDY,  MED- 
ICAL AUDIT  PROGRAM:  The  Commis- 
sion on  Professional  and  Hospital  Ac- 
tivities is  sponsoring  a PAS  and  MAP 
Regional  Workshop  at  the  Hilton  Inn 
in  Dallas,  Dec.  7.  Physicians,  hospital 
administrators  and  trustees,  medical 
record  administrators,  health  record 
analysts,  and  health  organization  rep- 
resentatives are  invited  to  this  educa- 
tional session  on  techniques  of  medical 


auditing  and  utilization  review.  Contact: 
Fred  W.  Trader,  1968  Green  Road,  Ann 
Arbor,  Mich.  48105. 

NUTRITION:  UT  Graduate  School  of 
Biomedical  Sciences  at  Houston,  Divi- 
sion of  Continuing  Education,  announc- 
es the  Texas  Medical  Center's  Sympo- 
sium on  the  Application  of  Nutrition  in 
the  Health  Sciences,  Jan.  12-13,  in 
Houston.  The  symposium  will  be  held 
in  the  auditorium  of  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute,  and  will 
be  presented  in  four  parts:  (a)  anemia 
— diagnosis,  prevalence,  therapy,  and 
prevention;  (b)  diet  and  chronic  dis- 
eases— facts  vs.  fads  and  fallacy;  (c) 
recent  advances  in  nutrition  research; 
and  (d)  preventive  and  therapeutic  nu- 
trition. 

Contact:  The  Office  of  the  Dean,  Di- 
vision of  Continuing  Education,  UT 
Graduate  School  of  Biomedical  Sci- 
ences at  Houston,  PO  Box  20367, 
Houston  77025. 

PHYSICAL  MEDICINE  AND  REHABILI- 
TATION: Texas  Tech  University  School 
of  Medicine  at  Lubbock  announces  a 
course  on  "Restoration  and  Mainte- 
nance of  Function  for  Patients  in  Nurs- 
ing Homes,”  scheduled  for  Jan.  18  in 
Lubbock.  More  details  on  the  course 
may  be  obtained  from  Walter  R.  Gault, 
Texas  Tech  University  School  of  Medi- 
cine, PO  Box  4569,  Lubbock  79409. 

GENERAL  MEDICINE:  "Introduction  to 
the  Use  of  Hypnosis  in  Medical  Prac- 
tice” is  the  title  of  a course  scheduled 
for  Jan.  27  in  San  Antonio.  UT  Medical 
School  at  San  Antonio  is  sponsoring 
the  course.  Tuition  fee  is  $35,  and  the 
course  is  acceptable  for  6 credit  hours 
by  the  AAFP  and  for  Category  1,  AMA 
Physician’s  Recognition  Award.  Con- 
tact: Dr.  Paul  Cutler,  Associate  Dean 
for  Clinical  Affairs,  UT  Medical  School 
at  San  Antonio,  7703  Floyd  Curl  Dr., 
San  Antonio  78229. 


Volume  68,  November,  1972 


39 


MORE  CONTINUING  EDUCATION  COURSES 


JANUARY 

Medical  Intensive  Care.  Sponsored  by 
UT  Medical  School  at  San  Antonio,  Jan. 
10-March  14,  San  Antonio.  Fee:  $150. 
Credit:  90  hours,  AAFP  and  Category  1, 
AMA  Phy.  Recog.  Award.  Contact:  Dr. 
Paul  Cutler,  Associate  Dean  for  Clinical 
Affairs,  UT  Medical  School  at  San  An- 
tonio, 7703  Floyd  Curl  Dr.,  San  An- 
tonio 78229. 

Workshop  in  Psychotherapy  for  Psychi- 
atrists. Sponsored  by  UT  Medical 
School  at  San  Antonio,  Jan.  29,  San 
Antonio.  Fee:  $35.  Credit:  6 hours, 
AAFP  and  Category  1,  AMA  Phy.  Recog. 
Award.  Contact:  Dr.  Paul  Cutler,  Asso- 
ciate Dean  for  Clinical  Affairs,  UT  Med- 
ical School  at  San  Antonio,  7703  Floyd 
Curl  Dr.,  San  Antonio  78229. 

General  Practice  Review.  Sponsored  by 
University  of  Colorado  School  of  Medi- 
cine, Jan.  22-27,  Denver.  Fee:  $125. 
Contact:  Office  of  Postgraduate  Medi- 
cal Education,  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Ave.,  Denver  80220. 

Three  Days  of  Liver  Disease.  Sponsored 
by  American  College  of  Physicians, 
Jan.  8-10,  Atlanta,  Ga.  Fee:  $80,  ACP 
members;  $125,  nonmembers.  Credit: 
Fulfills  requirements  for  Category  1, 
AMA  Phy.  Recog.  Award.  Contact:  Reg- 
istrar, Postgraduate  Courses,  American 
College  of  Physicians,  4200  Pine  St., 
Philadelphia  19104. 

FEBRUARY 

Family  Practice  Review.  Sponsored  by 
UT  Medical  Branch  at  Galveston,  Feb. 
4-10,  Galveston.  Fee:  $100.  Credit: 
441/2  hours,  AAFP.  Contact:  Dr.  Ste- 
phen R.  Lewis,  Director,  Postgraduate 
Education,  UT  Medical  Branch,  Galves- 
ton 77550. 

A Review  of  Sight  Threatening  Ocular 
Infections  and  Therapeutic  Agents. 

Sponsored  by  Texas  Tech  University 
School  of  Medicine,  Feb.  15-16,  Lub- 
bock. Contact:  Walter  R.  Gault,  Texas 
Tech  University  School  of  Medicine, 
PO  Box  4569,  Lubbock  79409. 


Child  and  Adolescent  Emotional  Prob- 
lems and  the  Role  of  the  Family.  Spon- 
sored by  UT  Southwestern  Medical 
School  at  Dallas,  Feb.  1-March  8,  Dal- 
las. Fee:  $75.  Credit:  12  hours,  AAFP. 
Contact:  Dr.  John  S.  Chapman,  Assist- 
ant Dean  for  Postgraduate  Education, 
UT  Southwestern  Medical  School  at 
Dallas,  5323  Harry  Hines  Blvd.,  Dallas 
75235. 

Recent  Advances  in  the  Immunopro- 
phylaxis and  Chemotherapy  of  Infec- 
tious Diseases.  Sponsored  by  American 
College  of  Physicians,  Feb.  8-10,  Uni- 
versity of  Arizona  College  of  Medicine, 
Tucson.  Fee:  $80,  ACP  members; 
$125,  nonmembers.  Contact;  Registrar, 
Postgraduate  Courses,  American  Col- 
lege of  Physicians,  4200  Pine  St., 
Philadelphia,  19104. 

Sixth  Annual  Symposium  on  Surgery 
of  the  Hand.  Sponsored  by  University 
of  Colorado  School  of  Medicine,  Feb. 
21-24,  Denver.  Contact:  Office  of  Post- 
graduate Medical  Education,  University 
of  Colorado  School  of  Medicine,  4200 
East  Ninth  Ave.,  Denver  80220. 

MARCH 

Problems  of  Office  Pediatrics.  Spon- 
sored by  Department  of  Pediatrics,  UT 
Medical  Branch  at  Galveston,  March 
15-16,  Galveston.  Fee:  $75.  Contact; 
Dr.  Lillian  H.  Lockhart,  Assistant  Pro- 
fessor of  Pediatrics,  UT  Medical 
Branch,  Galveston  77550. 

William  Beaumont  Gastrointestinal 
Symposium.  Sponsored  by  US  Army 
Surgeon  General  and  William  Beaumont 
General  Hospital,  March  7-9,  El  Paso. 
Contact:  Dr.  J.  Loren  Pitcher,  Lt.  CoL, 
MC,  Chief,  Department  of  Medicine 
and  Gastroenterology  Service,  William 
Beaumont  General  Hospital,  El  Paso 
79920. 

Current  Management  of  Trauma.  Spon 
sored  by  Department  of  Surgery 
Brooke  General  Hospital,  March  5-9 
Fort  Sam  Houston.  Credit:  32  hours 
AAFP.  Contact:  Dr.  George  S.  Woodard 
Jr.,  CoL,  MC,  Director,  Medical  Educa 


tion,  Brooke  General  Hospital,  Fort  Sam 
Houston  78234. 

Immunological  Aspects  of  Neoplasia- 
Sponsored  by  UT  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston, 
March  6-9,  Houston.  Contact:  Dr.  Evan 
M.  Hersh,  UT  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Texas  Medical 
Center,  Houston  77025. 

Wadley  Symposium  on  Malignant  Neo- 
plasms. Sponsored  by  Wadley  Institutes 
of  Molecular  Medicine,  March  10,  Dal- 
las. Contact:  Dr.  Amanullah  Khan,  Wad- 
ley Institutes  of  Molecular  Medicine, 
9000  Harry  Hines  Blvd.,  Dallas  75235. 

Newer  Approaches  to  Diagnosis  and 
Treatment  of  Hypertension.  Sponsored 
by  South  Plains  Chapter,  Texas  Acad- 
emy of  Family  Physicians  and  Texas 
Tech  University  School  of  Medicine, 
March  17,  Lubbock.  Contact:  Walter  R. 
Gault,  Texas  Tech  University  School  of 
Medicine,  PO  Box  4569,  Lubbock 
79409. 

Diagnosis  and  Management  of  Com- 
mon Musculoskeletal  Pain  Syndromes. 

Sponsored  by  UT  Medical  School  at 
San  Antonio,  March  3,  San  Antonio. 
Fee:  $50.  Credit:  7 hours,  AAFP  and 
Category  1,  AMA  Phy.  Recog.  Award. 
Contact:  Dr.  Paul  Cutler,  Associate 
Dean  for  Clinical  Affairs,  UT  Medical 
School  at  San  Antonio,  7703  Floyd  Curl 
Dr.,  San  Antonio  78229. 

Seventh  Annual  Clinical  Cancer  Con- 
ference. Sponsored  by  UT  Southwest- 
ern Medical  School  at  Dallas,  March 
11,  Dallas.  Contact:  Dr.  John  S.  Chap- 
man, Assistant  Dean  for  Postgraduate 
Education,  UT  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd.,  Dallas 
75235. 

Seminar  in  Mental  Health  Problems. 
Sponsored  by  Texas  Department  of 
Mental  Health  and  Mental  Retardation, 
March  27,  San  Antonio  State  Hospital. 
Contact:  Dr.  Ira  Tunnell,  Deputy  Com- 
missioner for  Mental  Health  Services, 
Texas  Department  of  Mental  Health  and 
Mental  Retardation,  Box  12668,  Capitol 
Station,  Austin  78711. 
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TEXAS  MEDICINE 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphata 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  soo  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


WILLIAM  P.  POYTHRESS  & CO 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


MPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 
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The  Illness 
Called  Alcoholism 


Today,  few  physicians,  no  matter  how 
concerned  about  the  burgeoning 
problem  of  alcoholism,  can  devote  the 
time  to  a full  course  of  treatment. 

Such  treatment  usually  includes  de- 
toxification, psychotherapy  and  the 
complete  medical  and  follow-up  care 
indicated  for  patients  with  this 
illness. 

As  you  probably  have  already  ex- 
perienced, treating  the  alcoholic  can 
be  most  satisfying . . . more  often  it  is 
extremely  frustrating. 

With  many  months  of  planning,  build- 
ing, and  staffing  now  behind  us,  we  ’ 
are  ready  to  announce  a new  and 
unique  organization  and  facility  de- 
voted totally  to  the  treatment  of  the 
alcoholic.  It  is  called  the  HOUSTON 
INSTITUTE . . . and  we  confidently 
think  it  provides  the  best  possible 
treatment  concept  and  facility  in 
Acnoricsi 

The  HOUSTON  INSTITUTE  is  1 00% 
privately  financed.  However,  the  moti- 
vation of  the  physicians,  businessmen, 
and  other  professionals  is  far  from  an 
opportunistic  business  investment. 
The  real  investment  is  in  the  hopes 
and  dreams  of  funding  intensive  alco- 
holism research,  the  training  of  more 
physicians  and  allied  health  profes- 
sionals, and  expanding  the  service  to 


thousands  instead  of  hundreds.  By 
example,  we  hope  to  show  that  the 
free  enterprise  approach  is  still  a 
viable  and  exciting  way  to  solve  some 
of  our  country’s  more  pressing 
health  problems. 

• The  HOUSTON  INSTITUTE  is  lo- 
cated on  one  entire  floor  of  a major 
general  hospital  adjacent  to  the  Texas 
Medical  Center  complex  in  Houston, 
Texas. 

• The  28-room  facility  is  under  com- 
plete medical  direction  and  super- 
vision, and  is  comparable  to  a fine 
hotel  in  its  decor  and  atmosphere.  The 
facilities  of  a complete  hospital  are 
available  at  all  times. 

• The  treatment  program  is  patterned 
after  one  with  an  eleven  year  history 
of  success  and  is  based  on  intensive 
group  therapy,  individual  counseling, 
psychodrama  and  rehabilitation 
activities. 

Your  professional  inquiry  will  be 
most  welcome. 

a new  facility  in  Houston 

The 

Houston 

Institute 

1700  Holcombe  Boulevard 
Houston,  Texas  77025 
(713)  747-7920 
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TEXAS  MEDICIN 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


o 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs? 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
Lniversity  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  do.sage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  t)rod- 
uct  is  available  for  jire- 
scri ption— which  is  more 
than  can  usually  he  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precomimunded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepfed 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives,  al- 
ways had  to  he  imescrihed, 
l^urchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
am i)le,  a doctor  might  know 
that  a i^atient  is  allergic  to 
aspirin  hut  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therajry  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  jreriod  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  deal 
of  money.  I wish  we  could 
agree  on  a “grandfather 
clause"  apjrroach  to  prepa- 
rations that  have  been  in  use 
for  a number  of  years  and 
that  have  an  apparently 
satisfactory  track  record. 

For  examirle,  I think 
some  of  the  antibiotic  com- 
binations that  were  taken 
off  the  market  by  the  FDA 
irerformed  quite  well.  I am 
thinking  particularly  of 
])enicillin  - streirtomycin 
combinations  that  jiatients 
— esireciallv  surgical  jra- 
tients  — were  given  in  one 
injection.  This  marie  for 
less  discomfort  for  the  jra- 
tient,  less  demand  on 
nurses’  time,  and  fewer 
oirportunities  for  dosage 
errors.  To  take  such  a 
preparation  off  the  market 
doesn’t  seem  to  he  good 
medicine,  unless  actual  us- 
age showed  a great  deal  of 
harm  from  the  injections 
(rather  than  the  proper 
use)  of  the  combination. 

The  point  that  should  be 
emphasized  is  that  there 
are  both  rational  and  irra- 
tional combinations.  The 
real  question  is,  who  should 
determine  which  is  which? 
Obviously,  the  FDA  must 
play  a major  role  in  mak- 
ing this  determination.  In 
fact,  I don’t  think  it  can 
avoid  taking  the  ultimate 
responsibility,  but  it  should 
enlist  the  help  of  outside 
physicians  and  exirerts  in 
assessing  the  evidence  and 
in  making  the  ultimate  de- 
cision. 


Advertisement 

One  of  a series 
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Maker  of  Medicine 


. Clarke  W escoe,  M.D. 
[’resident 

U inthrnp  Laboratories 


If  two  medications  are 
used  effectively  to  treat  a 
certain  condition,  and  it  is 
known  that  they  are  com- 
patible, it  clearly  is  useful 
and  convenient  to  provide 
them  in  one  dosage  form. 
It  would  make  no  sense,  in 
fact  it  would  be  pedantic, 
to  insist  they  always  he 
prescribed  separately.  To 
avoid  the  appearance  of 
pedantry,  the  “expert”  de- 
cries the  combination  be- 
cause it  is  a fixed  dosage 
form.  When  the  “expert" 
invokes  the  concejjt  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient pharmaceutical  prep- 
arations are  also  fixed 
dosage  forms.  By  a singular 
semantic  exercise  he  im- 
plies a pejorative  meaning 
to  the  term  “fixed  dose" 
only  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
rarest  of  circumstances 
does  any  [physician  attempt 
to  titrate  an  exact  thera- 
peutic response  in  his  pa- 
tient. It  is  quite  possible 
that  some  aches  and  pains 
will  respond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  ploy 
often  called  into  play  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  he. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
ojDinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  [practicing  [Phy- 
sicians anxious  to  achieve 
convenience  in  [prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
[Patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  im[pressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  so[phisticated  [pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  thera[py. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contrace[ptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  [played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
[Products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective"  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  oipinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps-and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
[physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
s[Jonsihility  for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right"  amounts  of  llosone  Liquid  250 
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Editorials 


SCOTT  AND  WHITE  CELEBRATES 

After  75  years,  Scott  and  White  are 
familiar  names  not  only  in  Texas 
but  throughout  the  Southwest  and 
in  most  parts  of  the  US.  They 
bring  to  the  mind  of  both  physician 
and  patient  the  group  practice 
of  medicine. 

Dr.  A.  C.  Scott,  Sr.,  came  to 
Temple  in  1892  at  the  age  of  27  to 
become  the  chief  surgeon  at  the 
Gulf,  Colorado  and  Santa  Fe  Rail- 
road’s Santa  Fe  Hospital.  Temple, 
at  that  time,  was  only  1 1 years 
old,  but  it  had  been  selected  to  be- 
come an  important  division  point 
on  the  vast  Santa  Fe  system. 

In  just  a few  years  Dr.  Scott,  com- 
bining private  practice  with  his 
hospital  duties,  was  so  pressed 
to  care  for  all  of  his  patients  that  he 
began  the  search  for  a capable 
assistant.  It  is  legend  that  Dr.  Scott 
invited  potential  candidates  to 
take  a competitive  examination  he 
had  prepared;  young  Dr.  R.  R. 

White  of  Cameron,  Tex.,  made  the 
highest  score  and  in  1896  became 
Dr.  Scott’s  assistant. 

In  1897  the  two  physicians 
formed  a full  partnership  with  a 
single  joint  bank  account.  Each 
drew  from  the  account  to  meet  their 
financial  needs  and  at  the  end 
of  each  year  the  account  was  bal- 
anced. This  was  the  beginning 
of  the  Scott  and  White  Institutions. 
Their  first  Clinic-Hospital  for 
their  private  patients  was  a rented 


75th  YEAR 

two-story  frame  house  with  eight 
beds.  Within  four  months,  they 
needed  more  space  and  bought  a 
larger  masonry  building  that 
had  been  a Catholic  convent. 

The  fame  of  the  two  young  doc- 
tors spread  up  and  down  the 
Santa  Fe  tracks,  and  even  today 
the  geographic  pattern  of  Scott  and 
White’s  patient  distribution  is 
reflected,  to  some  extent,  by  the 
early  routes  of  the  Santa  Fe.  It  was 
inevitable  from  the  rapid  growth 
of  this  practice  that  other  physi- 
cians would  join  the  partnership 
that  would  later  pioneer  group 
practice  in  the  Southwest.  Some  of 
the  early  additions  to  the  group 
were  Dr.  0.  F.  Gober  in  1905;  Dr. 
Claudia  Potter  in  1906;  Dr. 

M.  W.  Sherwood  in  1908;  and  Dr. 

G.  V.  Brindley,  Sr.,  in  1911;  all  of 
whom  left  their  mark  on  medicine  in 
Texas  and  the  Southwest. 

Characteristic  of  the  major 
clinics  of  the  US  today  is  that  they 
were  founded  by  remarkable  men 
who  were  dedicated,  hardwork- 
ing, endowed  with  special  talents 
and  skills,  and  had  a vision  of 
the  future  and  the  role  that  group 
practice  would  play  in  health 
care  delivery.  Thus,  in  various  parts 
of  the  country,  men  such  as  the 
Mayos  in  Rochester,  Minn;  Crile 
in  Cleveland;  Lahey  in  Boston; 
Lovelace  in  Albuquerque;  Ochsner 
in  New  Orleans;  as  well  as  Scott 
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and  White  in  Temple,  were  building  groups  that 
would  become  well  known  for  their  patient 
care.  Group  practice  as  developed  in  our  coun- 
try is  America’s  unique  contribution  to 
medicine. 

At  the  50th  anniversary  of  the  Scott  and 
White  Institutions,  the  staff  numbered  approxi- 
mately 40  physicians,  and  the  buildings  of 
the  institution  were  scattered  over  five  and  one- 
half  city  blocks.  Today,  at  the  time  of  our 
75th  anniversary,  the  staff  consists  of  120 
physicians  and  scientists,  representing  all 
specialties  of  medicine  and  many  of  the  basic 
sciences.  All  are  housed  in  one  modern  clinic- 
hospital.  Scott  and  White  is  now  one  of  the 
five  largest  clinics  of  its  type  in  the  nation  and 
also  one  of  the  oldest. 

Patient  care  always  has  received  top  priority 
at  Scott  and  White  Clinic.  However,  the  pre- 
vious leaders  as  well  as  the  current  president 
of  the  Clinic,  Dr.  0.  B.  Gober,  and  the  president 
of  the  Hospital-Foundation,  Dr.  R.  D.  Haines, 
have  long  recognized  that  education  and 
research  programs  can  influence  and  improve 
the  quality  of  patient  care.  Thus,  strong  post- 
graduate educational  programs  and  programs 
in  clinical  investigation  and  research  have 
been  developed  and  supported  by  the  institu- 
tions. 

The  staff  of  Scott  and  White  are  proud  to  be 
a part  of  Texas  medicine.  We  welcome  the 
opportunity  for  many  of  our  staff  to  be  active 
workers  in  the  Texas  Medical  Association 
and  other  state  medical  activities.  Scott  and 
White  is  also  proud  that  many  of  its  staff  have 
academic  appointments  at  many  of  our  sis- 
ter institutions,  the  medical  schools  and 
universities  of  the  state. 

The  staff  acknowledges  its  appreciation  for 
this  issue  of  Texas  Medicine,  commemorating 
the  75th  anniversary  of  the  Scott  and  White 
Institutions. 

N.  C.  Hightower,  MD,  Temple,  Director, 

Division  of  Research  and  Education, 

Scott  and  White  Memorial  Hospital 

and  Scott,  Sherwood  and  Brindley  Foundation. 


SHOULD  THE  FDA  IMPOSE 
RELATIVE  EFFICACY  JUDGMENTS? 

In  the  fall  of  1971,  several  officials  of  the  Food 
and  Drug  Administration  began  stating  that 
drug  manufacturers  should  provide  information 
on  the  comparative  usefulness  of  their  medi- 
cations in  the  treatment  of  specific  condi- 
tions. Such  “relative  efficacy”  data,  they  said, 
should  be  part  of  the  prescribing  informa- 
tion for  physicians  in  drug  product  labeling. 

To  persons  familiar  with  the  history  of 
the  Food,  Drug,  and  Cosmetic  Act,  the  state- 
ments from  FDA  were  far  from  novel.  Indeed, 
the  matter  had  been  thoroughly  discussed 
a decade  before,  when  Congress  was  in  the 
process  of  enacting  the  1962  Amendments  to 
the  Act. 

At  that  time,  HEW  Secretary  Abraham 
Ribicoff  stated  unequivocally  that  there  was  no 
basis  for  concern  that  the  new  law  might  be 
used  to  permit  the  federal  government  to 
make  relative  efficacy  judgments.  The  proposed 
amendments,  he  stressed,  “would  merely 
require  a showing  that  the  new  drug  described 
in  the  application  is  safe  for  use  and  is 
effective  in  use,  under  conditions  prescribed, 
recommended  or  suggested,  in  the  labeling 
thereof.  This  would  not  require  a showing  of 
relatively  greater  efficacy  than  that  of  other 
drugs.  It  would  merely  require  that  a drug 
claimed  to  be  effective  for  a particular  purpose 
had  been  demonstrated  by  sound  scientific 
procedures  to  be  effective  for  that  purpose. 

In  short,  it  must  live  up  to  the  claims  made 
for  it.”- 

When  asked  specifically  if  FDA  wanted  the 
power  to  decide  relative  efficacy.  Secretary 
Ribicoff  answered,  “.  . . We  do  not  want  to  pass 
on  relative  efficacy  . . .” 

Colorado  Sen.  John  A.  Carroll  noted,  “Some 
doctors  have  testified  that  they  themselves 

*Drug  Industry  Antitrust  Act,  Senate  Subcommittee 
on  Antitrust  and  Monopoly,  part  5,  Sept  13,  1961, 
page  2585. 
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do  not  know  that  drugs  operate  differently  on 
different  people.”  Mr.  Ribicoff  agreed,  ‘‘Abso- 
lutely correct . . . We  would  not  and  do  not 
intend  and  do  not  want  to  pass  on 
relative  efficacy.  This  is  no  power  we  seek 
and  no  power  we  desire. ”t 

Yet  it  now  appears  that  a change  in  the 
FDA’s  stated  position  is  intended,  apparently  o^n 
the  unsupportable  grounds  that  drug  label- 
ing, which  does  not  indicate  the  product’s 
relative  position  on  a therapeutic  scale,  is  not 
fully  informative,  or  is  somehow  false  or 
misleading. 

To  follow  that  reasoning,  one  must  assume 
that  a prescribing  priority  system  can  be 
clearly  established,  and,  that  the  federal  gov- 
ernment should  be  the  judging  agency. 

And  that  is  the  crux  of  the  matter. 

The  question  of  whether  relative  efficacy 
should  be  judged  by  the  government  is  pre- 
ceded by  the  question  of  whether  it  can  be 
accurately  determined.  For  some  drugs,  a con- 
sensus has  been  reached.  In  these  cases,  the 
less  desirable  drug  has  either  vanished  (bro- 
mides for  anxiety,  mercurials  for  diuresis), 
or  has  shrunk  to  prescribing  levels  justified  by 
the  advantages  it  retains  (veratrum  for  hy- 
pertension, sulfonamides  for  infection).  Results 
of  this  sort  do  not  require  government  inter- 
vention. On  the  contrary,  attempts  to  impose 
consensus  by  fiat  rather  than  by  scientific  and 
professional  interaction  probably  would  have 
had  a counterproductive  effect. 

That  leaves  many  areas  of  therapy  and 
many  groups  of  drugs  for  which  a consensus 
has  not  been  reached.  Can  the  government  line 
up,  for  example,  all  of  the  drugs  in  use  against 
high  blood  pressure,  and  meaningfully  ar- 
range them  in  order  of  efficacy?  If  so,  the  phy- 
sician’s task  could  be  simplified  immensely. 

But  the  answer  to  this  question  is,  ‘‘No.” 

Several  controlled  studies  have  failed  to  show 
any  significant  difference  in  efficacy  between 

tOp  cit,  pp  2605-6. 


the  major  antihypertensive  drugs. t Yet, 
while  the  experts  and  the  prescribing  physi- 
cians may  be  at  odds,  not  one  seems  to  claim 
that  the  major  antihypertensive  drugs  now 
available  are  indistinguishable  with  respect  to 
efficacy  or  usefulness. 

While  informed  experts  decline  to  make 
arbitrary  judgments  about  the  order  in  which 
particular  drug  products  should  be  used,  legis- 
lation is  now  pending  (S  2812,  92nd  Congress) 
that  would  prevent  the  marketing  of  any 
drug  not  proven  to  be  better  than  those  already 
available.  Had  this  bill  been  in  effect  when 
the  first  thiazide  diuretics  reached  the  market, 
it  seems  likely  that  only  a handful  would  be 
available.  Researchers,  encouraged  to  proceed 
even  if  their  discoveries  were  only  modest, 
found  more  than  a dozen  such  products,  offer- 
ing the  physician  a broad  range  of  activity  to 
meet  his  patient’s  needs.  And,  the  availabil- 
ity of  these  alternatives  has  doubtless  been  a 
factor  in  the  reduction — by  about  15%  at 
wholesale — in  the  price  of  the  average  diuretic. 

It  is  thus  impossible  to  justify  the  relative 
efficacy  requirement  from  an  economic  point  of 
view,  let  alone  a medical  one.  Still,  some  FDA 
employees  are  ready  to  decide  such  issues. 
According  to  the  Washington  Post  of  Oct  24, 
1971,  ‘‘some  (FDA)  scientists  say  that  the 
diuretic  market  is  saturated.  Do  the  American 
people  want  FDA  deciding  when  the  last 
diuretic  has  been  discovered,  or  do  they  want 
to  encourage  further  research  leading  to 
improved  diuretics? 

In  this  connection,  early  drug  tests  often  fail 
to  uncover  some  of  its  best  advantages.  For 
example;  (1)  The  early  research  on  dimen- 

JFor  example,  see: 

Aoki  VS:  Hydralazine  and  methyidopa  in  thiazide- 
treated  hypertensive  patients.  Amer  Heart  J 79:798- 
804,  1970. 

Gibb  WE,  Malpas  JS,  Turner  P,  et  al:  Comparison  of 
bethanidine,  alpha-methyidopa,  and  reserpine  in  es- 
sential hypertension.  Lancet  2:275-277,  1970. 

Oates  JA,  Seligmann  AW,  Clark  MA,  et  al:  The  relative 
efficacy  of  guanethidine,  methyidopa  and  pargyline  as 
antihypertensive  agents.  New  Eng  J Med  273:729-734, 
1965. 
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hydrinate  was  directed  toward  its  antihistaminic 
properties;  only  late  in  the  program  was  its 
usefulness  against  motion  sickness  noticed.  (2) 
The  first  research  using  the  phenothiazines 
was  in  sedation;  the  drugs’  cardinal  value  in 
psychoses  came  to  clinicians’  attention  later. 
(3)  The  value  of  isoproterenol  in  shock,  of 
mafenide  acetate  in  burns,  and  of  lidocaine  in 
cardiac  arrhythmia,  were  not  recognized 
until  years  after  their  widespread  use  of  other, 
less  important,  medical  indications. 

Had  FDA  taken  the  shortsighted  position 
then  that  one  or  two  good  drugs  for  each  thera- 
peutic need  should  suffice,  the  drugs  just 
mentioned  might  never  have  been  marketed. 
Because  FDA  did  not  make  such  arguments 
when  these  drugs  were  before  them  for  approv- 
al, hundreds  of  thousands  of  patients  have 
benefited  enormously,  in  many  cases  to 
the  extent  of  recovering  the  chance  to  live. 

Even  in  the  case  of  the  antibiotics,  where  it  is 
often  assumed  that  it  is  easy  to  match  the 
medication  against  the  disease,  it  is  not  un- 
common to  find  authoritative  disagreements  as 
to  the  drugs  of  first  choice  (or  second  and 
third  for  that  matter).  For  example,  one  well- 
known  medical  guide  suggests  that  the  drug 
of  first  choice  in  the  treatment  of  acute  gono- 
coccal infections  is  procaine  penicillin  G,  and 
that  a tetracycline  or  erythromycin  may  be 
used  as  alternatives;  a second  and  equally 
respected  book  mentions  no  alternatives; 
a third  lists  erythromycin  ahead  of  tetracycline, 
and  adds  a cephalosporin  to  the  list  for  the 
physician  to  consider;  still  another  book  does 
not  list  any  of  these  alternates,  but  adds  six 
separate  penicillinase-resistant  penicillins, 
and  (any)  sulfonamide.  None  of  the  reference 
guides  mentions  spectinomycin,  a relatively 
new  (1971)  antibiotic  that  has  been  the 
subject  of  numerous  favorable  reports. 

Clearly,  there  is  no  unanimity  as  to  the  pre- 
cise ranking  of  the  alternates  to  penicillin  G 
in  treating  gonococcal  infections;  indeed,  there 
is  no  agreement  as  to  what  the  alternatives  are. 

The  physician  deals  with  a disease,  which 


may  follow  a varied  course,  but  also  with  an 
individual  patient,  whose  reactions  to  the  drugs 
prescribed  may  be  crucial  to  the  outcome  of 
the  therapy.  Because  the  individual  patient’s 
reactions  can  make  it  dangerous  to  give 
him  what  for  most  patients  is  the  “drug  of 
choice,’’  the  physician  must  be  permitted  free- 
dom to  use  his  own  judgment. 

If  there  is  a difference  of  expert  opinion  and 
a need  for  flexibility  in  the  selection  of  anti- 
biotics, that  need  is  doubly  evident  in  the  selec- 
tion of  other  modes  of  therapy  where  the 
causative  agent  or  factors  may  be  less  clearly 
understood,  and  the  characteristics  that  dis- 
tinguish one  useful  drug  from  another  may 
be  considerably  less  discreet.  In  the  treatment 
of  psychotic  disorders,  for  example,  it  is  widely 
acknowledged  that  the  relative  value  of  one 
major  tranquilizer  as  against  the  others  cannot 
be  determined  in  advance,  even  though 
these  agents  have  been  studied  for  more  than 
20  years. 

Recent  research  in  pharmacology  indicates 
that  there  may  well  be  a sound  scientific 
foundation  for  recognizing  the  full  importance 
of  the  use  of  skillful  case-by-case  judgment  that 
cannot  be  performed  by  experts  or  authori- 
ties absent  from  the  patient-doctor  transaction. 

The  four  main  factors  in  a therapeutic 
relationship  are:  (1)  Physician  prescribes  (2) 
drug  against  (3)  disease  of  (4)  the  patient. 

The  notion  of  relative  efficacy  assumes  that 
for  a given  disease  (factor  3),  drugs  can  be 
ranked  independently  of  physician  (factor  1) 
and  patient  (factor  4).  This  assumption  is  false. 
Recent  discoveries  suggest  that  the  individu- 
ality of  the  patient,  and  of  the  physician, 
play  important  roles  in  determining  the  effec- 
tiveness of  drug  treatment. 

Dr.  Louis  Lasagna  discussed  the  value  of 
relative  efficacy  information  during  a 1972  con- 
ference at  the  University  of  Rochester.  “To 
be  against  information  on  relative  efficacy,’’  he 
said,  “is  to  be  against  apple  pie,  mother 
love,  and  the  American  flag.  It  turns  out,  how- 
ever, that  relative  efficacy  is  very  difficult  to 
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assess  . . . How  nice  it  would  be  to  have  con- 
trolled trials  data  on  all  those  drugs  in  patients 
who  have,  for  example,  angina,  coronary 
heart  failure,  hypertension,  melancholia  and 
asthma — but  the  mind  boggles  as  you  think 
about  doing  these  trials.” 

Moreover,  there  is  a real  question  as  to 
whether  the  cost  of  designing  meaningful,  de- 
finitive studies  would  be  even  remotely  justified 
by  the  patient  benefits  to  be  expected. 

Rather  than  expend  limited  clinical  research 
resources  testing  one  well-known  drug  against 
another,  the  prudent  use  of  those  resources 
clearly  lies  in  the  development  of  entirely  new 
compounds. 

Meanwhile,  information  on  the  relative  place 
of  marketed  drugs,  weighing  their  thera- 
peutic indexes  against  alternate  therapy,  is 
being  collected  and  published  in  the  usual 
ways.  Better  data  on  the  overall  ratio  of  desired 
effects  to  unwanted  ones,  which  characterizes 
a given  group  of  compounds  when  used  in 
a particular  situation,  assists  the  physician,  not 
merely  in  choosing  a given  drug,  but  also  in 
selecting  from  alternative  classes  of  com- 
pounds of  possible  value  to  the  patient. 

The  provision,  by  their  peers,  of  information 
for  physicians’  guidance  is,  of  course,  a far 
different  thing  than  the  provision  of  even  the 
same  information  by  the  federal  government, 
whose  “guidelines”  more  often  than  not  carry 
the  force  of  law.  The  question  naturally  arises: 
What  does  it  mean  when  the  government — 
as  distinguished  from  a private  body  or  expert 
— asserts  that  drug  A is  the  one  of  first 
choice  in  condition  A?  What  is  the  physician’s 
legal  position  if,  on  the  basis  of  his  personal 
experience  and  educational  background,  he 
responsibly  disagrees? 

The  question  has  been  raised  many  times 
and  in  various  ways.  Over  the  years  FDA  offi- 
cials have  challenged  distinguished  clinicians 
and  practicing  doctors  who  openly  advo- 
cate usage  of  prescription  drugs  in  conditions 
and  at  dosage  levels  not  indicated  in  the  FDA- 
approved  labeling. 


In  1967,  for  example.  Dr.  Walter  Model  I 
reported  that  FDA  lawyers  were  claiming  that 
“publishers,  authors  and  editors  who  have 
written,  approved  and  published  drug  dosages 
which  deviate  from  those  recommended 
by  the  FDA  are  liable  for  damages  . . .”  Object- 
ing to  this  as  regulation  of  medicine  by  fiat, 

“to  which  all  doctors  will  have  to  turn  like  Holy 
Writ  when  they  seek  help  on  drugs,”  Dr, 

Modell  called  attention  to  the  danger  of  letting 
FDA  assume  such  power.  “There  must  be 
free  and  unrestricted  expression  of  opinion  and 
publication  of  experience  with  drugs  already 
officially  described  and  delimited  in  FDA 
stuffers,”  he  said,  “if  progress  is  to  be  made  in 
therapeutics  and  if  egregious  errors,  one 
way  or  the  other,  by  the  FDA,  are  to  be  prompt- 
ly published  and  rectified.” 

Moreover,  he  said,  “. . . in  the  case  of  every 
single  drug,  the  determination  of  actual 
efficacy,  proper  dosage,  and  safe  use  requires 
substantial  experience  by  the  expert  as  well 
as  by  the  general  practitioner.  It  is  held  by 
many  that  it  takes  about  five  years  before  a de- 
finitive statement  can  be  made  about  a new 
drug.” 

The  issue  was  rejoined  in  1970,  when 
FDA  Bureau  of  Drugs  Director  Henry  Simmons, 
MD,  advised  doctors  that  whenever  they  in- 
tended to  prescribe  a medication  for  use  in  a 
manner  not  approved  in  the  official  FDA  label- 
ing, they  should  first  file  “Notice  of  Claimed 
Investigational  Exemption  for  a New  Drug” 
form. 

AMA’s  Department  of  Drugs  objected  vigor- 
ously, fearing  that  “.  . . the  FDA  proposes  to 
approve,  forbid,  monitor,  collect,  evaluate, 
and  disseminate  results  of  all  clinical  experi- 
ence with  drugs  in  this  country  that  is  not  con- 
sistent with  package  insert  recommenda- 
tions, regardless  of  the  agency’s  statutory  juris- 
diction . . . We  believe  the  FDA  should  devote 
full  attention  to  meeting  its  statutory  obli- 
gations, not  attempt  to  expand  its  statutory 
grant  by  regulating  the  practice  of  medicine.” 

AMA  stressed  that  “. . . the  physician 
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should  always  remember  a subtle  but  impor- 
tant distinction:  The  FDA  has  no  legal  authority 
to  approve  the  uses  of  marketed  drugs;  it 
approves  what  a manufacturer  may  say  about 
these  uses  in  its  labeling  and  advertising.”§ 
Earlier,  AMA  had  published  its  belief  that  . . 
the  package  insert  is  part  of  the  labeling  of 
a drug  and  not  a legal  restriction  on  the 
thoughtful  and  careful  use  of  a drug  by  an 
informed  physician. ”TI 

That  “subtle  but  important  distinction”  has 
never  been  acknowledged  by  the  FDA,  how- 
ever, and  increasingly,  in  liability  actions 
brought  against  physicians,  failure  to  adhere  to 
the  labeling  recommendations  is  being  por- 
trayed by  medical  malpractice  lawyers  as 
ipso  facto  evidence  of  wrongdoing.  Recogniz- 
ing this,  the  American  Academy  of  Family 
Physicians,  in  an  April  7,  1972  letter  to  FDA, 
said  that  relative  efficacy  judgments  in  govern- 
ment-approved labeling  would  carry  the 
threat  of  “implied  police  power,  if  in  no  other 
way  by  the  threat  of  such  regulations  being 
used  as  a ‘club’  in  malpractice  suits.”  The 
Academy,  which  represents  31,000  family  phy- 
sicians, urged  that  FDA  abandon  any  plans 
to  require  relative  efficacy  statements. 

The  Pharmaceutical  Manufacturers  Associa- 
tion wrote  to  the  Commissioner  of  FDA  on 
Dec  23,  1971  asking  for  a statement  of  inten- 
tion from  the  agency  on  relative  efficacy. 

“No  authority  exists  in  the  stated  terms  of  the 
statutes  authorizing  these  activities  by  FDA, 
“the  PMA  president  wrote,  “nor  is  there  any 
implied  authority  which  might  be  derived  from 
the  legislative  history  of  the  Act.”  Also,  he 
asked  for  an  early  clarification  of  FDA’s 
position. 

Four  months  later,  in  an  address  at  the 
PMA’s  Annual  Meeting,  the  FDA  Commissioner 
told  PMA  that  “.  . . the  physician — and  he 
alone — can  judge”  the  choice  of  medication, 
and  that  “FDA  does  not  intend,  through 

%JAMA,  213:1902,  September  14,  1970. 

VAMA,  208:589-90,  April  21,  1969. 


labeling,  to  preempt  his  judgment.”  But  then 
he  added  that  “if  all  drugs  are  properly  labeled, 
relative  efficacy  ceases  to  be  an  issue.” 

The  question  is,  “What  is  proper  labeling?” 

It  is  the  general  rule  for  FDA  to  interpret 
its  regulatory  powers  broadly;  it  may  therefore 
be  assumed  that  some  agency  personnel 
might  deem  it  necessary  for  a “properly 
labeled”  drug  product  to  include  relative  effi- 
cacy information.  It  is  imperative  that  the 
professions,  the  pharmaceutical  industry  and 
the  public  be  alerted  to  the  dangers  of  any 
official  action  or  unannounced  application  of 
such  a position  by  the  Food  and  Drug  Admin- 
istration. There  must  be  general  recognition 
that  labeling  requirements  by  FDA  in  the 
area  of  relative  effectiveness,  to  the  extent  that 
they  are  given  medical  and  juridical  recogni- 
tion, would  represent  a fundamental  new 
departure  for  American  medicine,  under  federal 
control,  unlike  that  found  in  any  other  national 
system.  In  the  end,  much  will  depend  on 
how  effectively  physicians  and  consumers 
express  their  desire  to  avoid  bureaucratic  con- 
trol of  this  sort,  and  how  well  they  demon- 
strate that  such  procedures  do  not  serve  the 
public  interest. 

C.  Joseph  Stetler,  Washington,  DC, 

President,  Pharmaceutical  Manufacturers  Association. 
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NEW  IMPERIAL  VALLEY  MEDICAL  DENTAL  CENTER 


• Located  in  the  heart  of  Houston's  fast 
growing  area. 

• Convenient  to  new  Intercontinental 
complex. 

• Situated  in  the  center  of  the  new  Imperial 
Valley  complex. 

• Near  five  residential  home  sub  divisions. 

• Surrounded  by  large  apartment  complexes. 

• Easy  access  from  and  to  Interstate  45 
(North  Freeway). 

• Located  on  busy  thoroughfare. 


FOR  LEASING  INFORMATION 

Contact  Treadway  Realty,  4024  Pineridge, 
Houston,  Texas  77009,  (713)  862-2874 

or 

Norman  R.  Dobbins,  Inc.,  1560  Houston 
Club  Building,  Houston,  Texas  77002, 
(713)  225-6641. 
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THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 


To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  UO  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Factory  Direct  Sales 


54 


TEXAS  MEDICINE 


THE  PHYSICIAH’S  THANKSGIVIHB 


Busy  as  he  is,  every  physician  must 
consciously  or  unconsciously  count 
his  blessings  daily.  It  would  be  im- 
possible for  him  to  treat  his  patients 
and  fail  to  recognize  the  privileged 
position  he  holds.  We  can  give  thanks 
for  this  privilege. 

We  can  be  grateful  that  we  are 
a part  of  the  finest  (though  not  per- 
fect) medical  system  in  the  world. 

We  can  be  grateful  for  our  profes- 
sion. No  other  profession  offers 
the  opportunity  to  serve  one’s  fellow 
man  as  does  medicine.  Despite  the 
criticism  medicine  has  received  in 
the  past  decade,  doctors  still  head  the 
list  of  those  professionals  most 
admired  and  respected.  We  must 
strive  to  be  worthy  of  this  distinc- 
tion. 

Organized  medicine  has  done 
much  to  uphold  the  public  image  of 
the  physician.  If  our  attitude  toward 
AMA  and  TMA  is  “we”  as  opposed  to 
“they,”  it  is  clear  that  organized 
medicine  does  not  exist  apart  from 
its  component  members.  We  can 
be  grateful  to  be  a part  of  AMA  and 
TMA  and  to  know  that  as  individ- 
ual members  we  have  a voice  in  plan- 
ning their  activities  and  policies. 

Blessings  come  in  many  shapes 
and  forms,  the  least  of  which  are  ma- 
terial. The  discontent,  frustration 
and  protests  evident  in  these  years  of 
luxurious  living  give  testimony 
that  happiness  is  not  derived  from 
“things.” 

Centuries  ago,  Pericles  said, 
“Happiness  is  freedom  and  freedom 
is  courage.”  Our  list  of  blessings 


will  always  include  happiness  and 
freedom  and,  if  freedom  is  courage, 
what  we  physicians  need  is  a big 
dose  of  courage:  Courage  to  take  a 
position  on  controversial  issues,  cour- 
age to  reject  compromise  between 
good  and  bad,  courage  to  take  a stand 
on  moral  issues;  courage  to  refuse 
to  be  bought. 

We  face  a time  when  every  physi- 
cian needs  to  be  grateful  for  his 
freedom  to  practice  the  art  of  medi- 
cine and  for  the  privilege  he  has 
on  a one-to-one  basis  to  be  heard  by 
his  patients.  No  one  can  educate  the 
public  more  effectively  than  the 
individual  physician  by  the  courage 
he  exerts  in  making  his  philosophy 
known.  Our  freedom  is  in  the  man- 
ner of  our  response — the  way  we 
effect  change. 

Happiness  is  freedom  . . . freedom 
is  courage.  For  these  we  are  grateful. 

Braswell  Locker,  MD,  President, 
Texas  Medical  Association. 
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PREMARIN’(con|ugated 

ESTROGENS  TABLETS,  U.S.P) 

meets  every  USP  requirement 
for  conjusated  estrogens  and... 


an  important 
one  of  our  own 

PREMARIN 

contains 

natural  estrogens 
exclusively! 

No  synthetic  supplements  or  substitutes. 

Because  we  feel  it’s  the  way  conjugated  estrogens 
should  be  made. 

And  it  is  surely  one  reason  why  PREMARIN 
is  by  far  the  most  widely  prescribed  agent  of  its  kind. 
And  why,  since  the  day  it  was  introduced  in  1 942, 
it  has  continued  to  be  the  measure  of  quality  among 
estrogen  preparations. 

Produced  under  strict  quality  controls, 

PREMARIN  assures  you  and  your  patients  consistency 
in  product  potency,  activity,  and  stability. 

PREMARIN.  The  complete  estrogen  complex. 

The  only  oral  estrogen  whose  composition  meets 
every  specification  for  conjugated  estrogens  in  the 
latest  United  States  Pharmacopeia  (Edition  XVIII) . . . 
and  contains  natural  estrogens  exclusively. 


PREMARIN' 

BRAND  OF 

CONjUGATED  ESTROGENS 
TABLETS,  U.S.P 

after  thirty  years... 
still  the  standard  for 
conjugated  estrogens 


BRIEF  SUMMARY 

(For  full  prescribing  information, 

see  package  circular.) 

PREMARIN®  (Conjugated  Estrogens  Tablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replace- 
ment therapy  in  the  management  of  estrogen  defi- 
ciency states,  notably  in  the  menopause  and  post- 
menopause. 

Precautions:  In  the  female:  To  avoid  continuous 
stimulation  of  breast  and  uterus,  cyclic  therapy  is 
recommended  (3  w/eek  regimen  with  1 week  rest 
period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

tn  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration 
is  recommended  (3  weeks  of  daily  estrogen  ther- 
apy and  1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or 
spotting  during  estrogen  therapy),  increase  estro- 
gen dosage  as  needed  to  stop  bleeding.  In  the 
following  cycle,  the  dosage  level  which  was  em- 
ployed for  hemostasis  should  be  used  for  daily 
administration.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See 
Precautions.) 

Menopause  (natural  or  artificial)— PREMARIN 
1.25  mg.  daily,  cyclically.  Adjust  dosage  upward  or 
downward  according  to  severity  of  symptoms  and 
response  of  the  patient.  For  maintenance,  adjust 
dosage  to  lowest  level  that  will  provide  effective 
control.  Many  clinicians  favor  continuing  cyclic 
estrogen  replacement  therapy  throughout  the 
postmenopause  as  a protective  influence  against 
accelerated  degenerative  changes  at  the  cellular 
level. 

Postmenopause— (\f  uterus  is  intact  the  patient 
is  considered  postmenopausal  from  one  year  after 
cessation  of  menstruation  to  end  of  life  span.)  If 
the  presenting  symptoms  are  those  of  the  meno- 
pause, see  above  for  dosage.  As  a protective 
measure  against  premature  degenerative  changes 
in  bone  and  cellular  metabolism  (e.g.  atrophic 
vaginitis,  osteoporosis),  give  PREMARIN  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  but 
subbleeding  level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis 
Vulvae,  and  Pruritus  Vulvae—^. 25  mg.  to  3.75  mg. 
daily,  or  more,  cyclically— depending  on  the  tissue 
response  of  the  individual  patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  No.  865— Each  purple  tablet  con- 
tains 2.5  mg.  No.  866— Each  yellow  tablet  contains 
1.25  mg.  No.  867— Each  red  tablet  contains  0.625 
mg.  No.  868— Each  green  tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency 
also  available  in  unit  dose  package  of  100. 


AYERST  LABORATORIES 

New  York,  N.Y.  10017  7237 


Ayerst. 


RONALD  H.  HAYWARD,  MB,  ChB,  PhD 


Although  any  surgical  procedure  for  coronary 
disease  is  palliative,  the  next  few  years  should 
confirm  our  present  enthusiasm  for  the  anticipated 
durability  of  coronary  artery  grafts  and  the  use  of 
internal  mammary  implants  alone  or  in  combina- 
tion with  vein  grafts.  Perhaps  further  experience 
will  lead  to  increased  use  of  coronary  arteriog- 
raphy and  will  support  the  extension  of  surgical 
treatment  to  patients  with  acute  ischemia  or  even 
early  myocardial  infarction. 

UNTIL  RECENTLY,  THE  MANAGEMENT  of 

symptomatic  coronary  occlusive  disease  or  its 
complications  was  predominantly  the  cardiolo- 
gist’s domain.  Treatment  was  either  supportive 
(drug  therapy)  or  prophylactic  (anticoagulant 
medications).  However,  no  type  of  medical 
treatment  per  se  can  satisfactorily  rehabilitate 
the  patient  crippled  with  coronary  disease.  For 
some  35  years,  many  and  varied  attempts  have 
been  made  to  develop  surgical  techniques  to 
improve  myocardial  perfusion,  and  we  are  now 
reaching  the  climax  of  this  evolutionary  period. 

This  article  reviews  briefly  the  emerging  role 
of  the  surgeon  in  the  management  of  coronary 
occlusive  disease  and  its  complications. 

Anatomy  and  Physiology:  The  right  coronary 
artery  originates  from  the  right  coronary  sinus, 
courses  between  the  right  atrium  and  right  ven- 
tricle, supplies  adjacent  areas,  and  then  turns 
posteriorly  to  the  diaphragmatic  surface  of  the 
heart  where  it  continues  (usually  in  the  poste- 
rior interventricular  groove)  as  in  the  posterior 
descending  artery.  This  is  the  pattern  in  ap- 
proximately 90%  of  persons  which  thus  earns 
the  description  of  a dominant  right  coronary 
artery.  The  left  coronary  artery  arises  from  the 
left  coronary  sinus,  and  shortly  thereafter  pro- 
vides an  anterior  descending  branch  which  runs 
in  the  anterior  interventricular  groove  supplying 


Coronary 

occlusive 
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important  septal  branches.  It  then  continues  as 
the  circumflex  branch  in  the  atrioventricular 
groove,  giving  rise  to  marginal  branches  and 
terminating  in  the  posterior  interventricular 
sulcus.  If  the  left  coronary  artery  provides  the 
posterior  descending  branch,  it  is  then  referred 
to  as  a dominant  left  coronary  artery.  Although 
sometimes  the  circulation  of  the  two  coronary 
arteries  may  be  balanced  in  this  area,  it  is  im- 
portant to  realize  that  the  left  coronary  artery 
is  the  main  source  of  blood  for  the  left  ventric- 
ular muscle. 

Normally,  the  coronary  arteries  supply  sev- 
eral hundred  milliliters  of  blood  per  minute  to 
the  myocardium.  The  quantity  varies  widely, 
depending  upon  various  physiologic  stimuli 
which  control  the  minute  volume  of  coronary 
blood  flow.  It  is  obvious  that  if  a major  narrow- 
ing or  occlusion  occurs  in  one  or  more  of  the 
coronary  arteries  or  branches,  the  circulation  to 
the  pertinent  area  is  not  only  reduced  below 
normal  but  also  is  incapable  of  adequate  in- 
crease on  demand.  Such  a situation  can  lead 
to  the  development  of  angina  pectoris,  myocar- 
dial ischemia,  or  even  infarction.  As  this  occlu- 
sive process  evolves,  there  may  be  some  ten- 
dency toward  intracoronary  anastomoses  be- 
tween branches  of  one  coronary  artery  or  inter- 
coronary anastomoses  between  the  two  coro- 
nary vessels.  This  change  represents  only  a re- 
distribution of  blood  flow;  it  does  not  augment 
the  available  circulation  to  the  heart  muscle  or 
provide  significant  protection  from  infarction. 

To  augment  total  myocardial  perfusion, 
blood  must  be  obtained  from  an  additional 
source.  Unfortunately,  the  only  external  collat- 
eral channels  that  are  normally  available  to  the 
heart  are  the  small  arterioles  and  capillaries 
that  enter  along  the  folds  of  pericardium, 
around  the  pulmonary  artery,  aorta,  and  venae 
cavae.  It  is  impossible  for  this  collateral  supply 
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to  contribute  substantially  to  myocardial  per- 
fusion. 

Collateral  circulation  to  an  organ  can  develop 
in  two  ways:  (1)  by  expansion  of  preexisting 
small  channels  which  enlarge  to  the  point  of 
becoming  an  important  service  road  for  the  oc- 
cluded main  arterial  highway  (such  develop- 
ment is  demonstrated  in  patients  with  occlusive 
disease  in  the  iliac  vessels),  and  (2)  by  collat- 
eral channels  that  develop  by  ingrowth  through 
granulation  tissue.  Proof  of  the  latter  possibility 
has  been  obtained  experimentally  by  amputat- 
ing and  resuturing  the  hind  limb  of  a dog,  leav- 
ing intact  only  the  femur,  femoral  artery  and 
vein,  sciatic  and  saphenous  nerves.^  Three  to 
four  weeks  later,  the  femoral  artery  may  be 
ligated  in  the  same  area  and  the  limb  will  sur- 
vive and  recover  function  because  during  the 
interim,  collateral  channels  have  developed 
through  the  area  of  granulation  tissue.  This 
principle  provides  the  experimental  foundation 
for  some  of  the  surgical  procedures  which  have 
been  tried  in  the  clinical  treatment  of  coronary 
occlusive  disease. 

Evolution  of  Surgical  Therapy  for  Coronary 
Disease:  An  excellent  historical  summary  of  the 
surgical  treatment  of  coronary  disease  has  been 
given  by  Vasant  and  Muller.^  In  1935,  Beck 
et  aP  used  abrasion  of  the  parietal  and  vis- 
ceral layers  of  pericardium  to  promote  develop- 
ment of  extracardiac  vascular  communications 
through  granulation  tissue.  In  1943,  they  simi- 
larly produced  pericarditis,  but  this  time  used 
asbestos  powder  as  an  irritant.^  They  showed 
improved  survival  in  the  experimental  animal 
and  relief  of  angina  in  the  human  following 
these  procedures.  Today,  however,  we  do  not 
believe  that  such  therapy  really  adds  an  appre- 
ciable quantity  of  circulation  to  the  myocardi- 
um, and  relief  of  angina  may  depend  primarily 


on  destruction  of  epicardial  nerve  fibers.  Beck 
believed  that  the  procedure  tended  to  redistrib- 
ute circulation  between  the  coronary  arteries 
and  offered  protection  primarily  by  producing 
electrical  stability  of  the  heart. 

Pedicles  of  tissue  (cardiopexy)  with  a remote 
but  intact  vascular  supply  have  been  sutured 
to  the  myocardium  with  the  similar  objective  of 
adding  collateral  flow.  There  are  reports  de- 
scribing use  of  the  mediastinal  fat  pad,  pectoral 
muscle,  a skin  pedicle,  and  a pedicle  of  omen- 
tum.® Lung,  stomach,  and  jejunum  have  been 
employed  similarly. 

In  1951,  Beck  and  his  coworkers  described 
surgical  constriction  of  the  coronary  sinus  to- 
gether with  application  of  a mediastinal  fat  pad 
and  creation  of  pericardial  adhesions  (Beck  I 
procedure).®  Subsequently,  he  and  Leighninger 
described  an  aortocoronary  sinus  vein  graft  with 
constriction  of  the  coronary  sinus  at  a second 
stage  operation  (Beck  II  procedure).^  Neither 
of  these  techniques  is  employed  today. 

A direct  approach  to  the  coronary  arteries 
has  been  tried  by  several  surgeons.  May  and 
Bailey®  used  coronary  endarterectomy,  but  the 
results  were  poor.  To  obviate  difficulties  with 
the  distal  flap  of  intima  following  endarterec- 
tomy, Effler  and  his  associates®  described  peri- 
cardial patchgraft  angioplasty  for  segmental 
coronary  stenosis.  Although  the  atheromatous 
plaque  was  left  undisturbed,  the  patency  rate 
following  this  procedure  still  is  not  acceptable. 

Other  surgical  measures  that  are  mainly  of 
historical  interest  include  sympathectomy  for 
relief  of  anginal  pain,  reduction  of  metabolic 
demand  by  surgical  or  radioiodine  ablation  of 
the  thyroid  gland,  and  ligation  of  the  internal 
mammary  artery.  The  latter  procedure  was  per- 
formed in  the  hope  of  diverting  more  blood 
through  the  pericardiophrenic  branches  of  this 
vessel. 
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la.  Diagrammatic  representation  of  the 
myocardial  circulation  showing  the  arterioluminal, 
arteriosinusoidal,  and  arteriovenous  connections 
of  the  coronary  vessels. 


lb.  The  internal  mammary  implant. 


Current  Surgical  Approach  to  Coronary  Disease; 

Today,  the  surgical  therapy  for  coronary  insuf- 
ficiency is  founded  on  the  well  considered  em- 
ployment of  the  internal  mammary  implant 
(Vineberg  procedure),  aortocoronary  saphenous 
vein  or  internal  mammary  bypass  graft,  me- 
chanical or  carbon  dioxide  gas  endarterectomy, 
or  combinations  of  these  procedures. 

Indirect  Procedures:  In  1946  and  subsequent- 
ly, Vinebergio  showed  that  it  was  possible  to 
dissect  an  internal  mammary  artery  from  the 
chest  wall,  ligate  all  but  some  of  its  distal 
branches,  and  then  draw  it  through  a tunnel  in 
the  myocardium.  In  the  majority  of  instances, 
this  artery  remained  patent  and  later  developed 
vascular  communications  with  the  coronary  cir- 
culation. Vineberg  believed  that  function  of 
such  an  artery  and  the  absence  of  a postim- 
plantation myocardial  hematoma  depended  on 
the  peculiar  anatomy  of  the  myocardial  circula- 
tion which  allowed  the  inflow  of  blood  to  enter 
immediately  into  the  arterioluminal  and  arterio- 
sinusoidal capillary  network  (Fig  1).  Full  growth 
of  collaterals  from  the  artery  may  take  from  six 
to  nine  months;  but,  subsequently,  many  of 
these  communications  can  be  demonstrated  by 
coronary  arteriography. 

Vineberg^  also  believes  that  epicardectomy 
allows  opening  of  intercoronary  and  intracoro- 
nary anastomoses  and,  accordingly,  he  per- 
forms this  procedure  at  the  time  of  internal 
mammary  implantation.  He  has  shown  that  a 
free  omental  graft  can  be  wrapped  around  the 
heart  following  mechanical  abrasion  and  that  a 
mediastinal  capillary  network  will  grow  into  the 
omentum  to  join  the  myocardial  circulation. 
That  this  can  occur  has  been  demonstrated  fol- 
lowing sacrifice  of  experimental  animals.  With 
the  aorta  occluded  above  the  coronary  arteries, 
it  has  been  possible  to  inject  Schlesinger  mass 
(a  radiopaque  medium)  and  demonstrate  retro- 
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grade  filling  of  the  coronary  circulation  and 
internal  mammary  implant  entirely  through  the 
new  capillary  network. In  summary,  Vine- 
berg's  conception  of  total  myocardial  revascu- 
larization includes  epicardectomy,  single  or 
double  internal  mammary  implantation  (the 
right  internal  mammary  artery  being  implanted 
into  the  right  ventricle),  and  the  application  of 
a free  omental  graft. 

The  truth  of  Vineberg's  hypotheses  has  been 
amply  demonstrated  in  his  and  other  experi- 
mental laboratories.  The  percentage  of  ani- 
mals surviving  gradual  coronary  artery  constric- 
tion has  been  much  improved  following  inter- 
nal mammary  artery  implants  or  various  com- 
binations of  the  procedures  described. Unfor- 
tunately, the  results  of  animal  experiments  are 
not  always  applicable  to  the  human.  It  must  be 
remembered  that  in  the  dog  collateral  circula- 
tion in  the  absence  of  arteriosclerosis  usually 
is  established  experimentally  prior  to  the  chal- 
lenge of  coronary  occlusion;  whereas,  in  the 
human  the  occlusive  disease  and  normally 
evolved  collaterals  generally  are  long  estab- 
lished and  stabilized  before  attempted  revascu- 
larization. Most  authors  now  think  that  epicar- 
dectomy and  the  free  omental  graft  do  not  add 
substantial  quantities  of  blood  to  the  coronary 
circulation.  Blood  flows  have  been  measured, 
however,  in  the  internal  mammary  implants, 
and  have  ranged  from  approximately  5 to  50 
ml  per  minute,  depending  upon  the  time  inter- 
val from  the  date  of  implantation.  It  has  been 
shown  that  this  flow  will  respond  to  such  drugs 
as  Amyl  Nitrite,  metaraminol  (Aramine),  lev- 
arterenol  bitartrate  (Levophed  Bitartrate),  and 
isoproterenol  hydrochloride  (Isuprel),  while  oxy- 
gen extraction  and  carbon  dioxide  accumula- 
tion studies  on  the  coronary  sinus  blood  have 
proved  that  there  is,  indeed,  perfusion  of  the 
myocardial  capillary  bed.^^’^® 


2.  Right  and  left  coronary 
saphenous  vein  bypass  grafts,  venous 
pressure  catheter,  and  pacemaker 
electrode  are  shown. 


The  late  results  of  the  Vineberg  procedure 
have  been  difficult  to  evaluate  because  relief  of 
angina  alone  is  not  an  adequate  criterion  of 
successful  operation  and  may  be  achieved  even 
by  sham  surgery.  Gradually,  however,  reports 
are  appearing  in  the  literature  describing  the 
medical  and  surgical  management  of  patients 
with  comparable  coronary  disease  as  demon- 
strated by  coronary  arteriography.  While  the 
percentage  of  improvement  is  small,  it  does 
appear  that  the  incidence  of  angina  and  infarc- 
tion has  been  reduced  while  the  general  clini- 
cal status  and  activity  level  of  patients  have 
been  improved  by  internal  mammary  implan- 
tation.In  selected  cases,  most  surgeons 
would  now  implant  one  or  both  internal  mam- 
mary arteries  only  into  the  left  ventricle  and  in 
appropriate  areas  of  ischemia  as  demonstrated 
by  arteriography.  The  implantation  usually  is 
combined  with  some  other  preferred  method  of 
revascularization  or  aneurysmectomy  to  reha- 
bilitate the  patient  more  rapidly. 

Direct  Coronary  Procedures:  During  the  past 
three  years,  stimulated  by  the  extensive  clinical 
experience  of  Johnson  and  others, and  Fava- 
loro  and  associates, there  has  been  a surge 
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of  interest  in  bypass  grafting  procedures  for 
patients  with  coronary  occlusive  disease.  In  this 
operation,  a reversed  segment  of  saphenous 
vein  is  anastomosed  between  the  ascending 
aorta  and  the  coronary  artery  distal  to  the  area 
of  partial  or  complete  obstruction.  Usually,  the 
anastomosis  must  be  made  distally  in  the  coro- 
nary artery  in  order  to  bypass  all  of  the  athero- 
matous disease.  Single,  double,  or  triple  grafts 
may  be  required,  depending  upon  the  number 
of  main  coronary  branches  that  have  significant 
obstruction  (Fig  2).  It  has  been  shown  that 
these  grafts  can  be  performed  to  the  right  coro- 
nary artery  and  even  the  left  coronary  artery 
with  an  acceptable  mortality  of  between  2 and 
8%.  When  the  anastomosis  is  carefully  created, 
the  immediate  and  late  patency  rates  are  90% 
and  80-90%,  respectively.  As  blood  is  directed 
into  the  lumen  of  the  coronary  artery,  there  is 
no  question  about  the  distribution.  Flows  vary- 
ing from  25  to  160  ml  of  blood  per  minute 
have  been  recorded  through  these  grafts,  de- 
pending upon  the  site  and  accuracy  of  anasto- 
mosis, the  condition  of  the  recipient  artery,  and 
the  interval  since  the  operation. Needless  to 
say,  a successful  operation  generally  results  in 
dramatic  rehabilitation  of  the  patient  crippled 
with  angina  pectoris  and  usually  relieves  mod- 
erate congestive  heart  failure.  The  surgical  risk 
is  increased  and  the  margin  of  improvement 
is  lessened  in  patients  with  demonstrably  poor 
left  ventricular  function.  The  possibility  of  pa- 
tency of  the  graft  is  reduced  unless  a flow  of 
more  than  50  ml  per  minute  can  be  demon- 
strated. 

Often,  coronary  arteriography  reveals  a total- 
ly occluded  dominant  right  coronary  artery.  For 
this  condition,  some  surgeons  have  tried  me- 
chanical or  carbon  dioxide  gas  endarterectomy. 
With  this  technique,  the  core  of  atheroma  can 
be  removed  from  the  entire  right  coronary  ar- 


tery (Fig  3),  perhaps  without  leaving  a distal 
flap  of  intima  which  might  lead  to  early  occlu- 
sion.This  procedure  must  be  regarded  as  ex- 
perimental, and  the  recorded  patency  rate  is 
not  as  good  as  with  the  saphenous  vein  bypass 
graft.  Accordingly,  it  may  be  better  to  bypass 
the  proximal  occluded  artery  with  a segment  of 
saphenous  vein  after  obtaining  distal  vessel 
patency  by  endarterectomy. 

Either  the  saphenous  vein  bypass  graft  or  an 
endarterectomy  may  be  combined  with  single 
or  double  internal  mammary  artery  implanta- 
tion if  coronary  arteriography  reveals  areas  of 
ischemic  myocardium  which  seem  inappropri- 
ate for  direct  revascularization.  The  internal 
mammary  artery  itself  also  may  be  anasto- 
mosed directly  to  branches  of  the  left  coronary 
artery,  a technique  which  seems  particularly 
advantageous  if  the  coronary  vessel  is  of  small 
caliber,  and  an  excellent  rate  of  patency  is 
reported. 

Surgical  Treatment  of  the  Complications  of 
Coronary  Disease:  Ventricular  Aneurysm:  This 
disease  occurs  in  about  10%  of  the  patients 
who  have  had  myocardial  infarction,  and  their 
dismal  prognosis  has  been  well  substantiated. 
Favaloro  and  his  associates22  reported  that 
73%  of  patients  die  within  three  years,  and 
88%  die  within  five  years  from  congestive  fail- 
ure, further  infarction,  or  embolism.  Measure- 
ment of  end  diastolic  pressure  in  the  left  ven- 
tricle and  a left  ventriculogram  comprise  an 
essential  step  in  all  coronary  angiographic  stud- 
ies. If  an  aneurysm  is  demonstrated,  it  should 
be  excised  at  the  time  of  the  surgical  revascu- 
larization. The  detrimental  effect  of  the  aneu- 
rysm depends  primarily  on  the  paradoxical  fill- 
ing which  occurs  during  the  ventricular  systole 
with  concomitant  reduction  in  the  ventricular 
ejection  fraction.  A high  incidence  of  ventricu- 
lar arrhythmia  accompanies  this  condition.  Al- 
though 50%  of  these  aneurysms  contain  blood 
clots,  peripheral  embolus  is  not  a common 
complication. 

Akinetic  Areas  of  the  Left  Ventricle:  The  left 
ventriculogram  often  shows  a poorly  contract- 
ing or  noncontracting  segment  of  the  ventricu- 
lar wall.  Some  of  these  areas  may  represent 
extensive  scar  tissue,  the  so-called  flat  aneu- 
rysm. If  the  muscle  is  still  viable,  sometimes 
the  area  will  function  more  effectively  following 
revascularization  but  excision  or  plication  of 
scar  or  muscle  may  be  indicated. 
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Mitral  Insufficiency:  Infarction  of  the  papil- 
lary muscles  with  detachment  of  cordae  may 
result  in  severe  mitral  insufficiency.  This  con- 
dition is  treated  by  insertion  of  a mitral  valve 
prosthesis. 

Ventricular  Septal  Defect:  Occasionally,  ne- 
crosis of  muscle  following  infarction  will  lead  to 
perforation  of  the  ventricular  septum.  If  the 
defect  is  large,  left  ventricular  failure  may  be 
uncontrollable.  Every  effort  should  be  made  to 
manage  the  patient  medically  for  about  three 
months,  then  the  edges  of  the  defect  may  be 
sufficiently  firm  to  allow  secure  surgical  repair 
with  a synthetic  patch.  Earlier  closure  often  is 
necessary,  however,  and  offers  a better  prog- 
nosis than  medical  management  alone. 

Other  Complications:  For  the  sake  of  com- 
pleteness, it  should  be  mentioned  that  coronary 
disease  is  often  complicated  by  the  develop- 
ment of  heart  block  which  necessitates  the  use 
of  a temporary  or  permanent  cardiac  pace- 
maker. Embolectomy  may  be  indicated  if  a 
peripheral  embolus  occurs,  either  from  a mural 
or  aneurysmal  thrombus. 

Discussion:  While  endorsement  of  the  Vineberg 
procedure  or,  indeed,  any  form  of  myocardial 
revascularization  is  not  universal,  at  least  from 
the  cardiologists’  point  of  view,  many  surgeons 
have  manifested  great  confidence  in  the  poten- 
tial of  the  saphenous  vein  bypass  graft.  Now, 
and  we  hope  it  is  not  prematurely,  we  are  en- 
thusiastic about  the  latter;  however,  the  next 
two  or  three  years  should  clarify  what  we  can 
expect  from  this  operation.  For  the  prospective 
surgical  candidate,  planning  must  begin  with  a 
careful  general  and  cardiac  examination  by  the 
cardiologist,  an  ECG  with  perhaps  a graduated 
treadmill  test,  determination  of  the  blood  lipids 
profile,  and  an  adequate  angiographic  study  to 
determine  the  function  of  the  left  ventricle  and 
the  sites  of  obstruction  in  the  coronary  system. 
Only  with  this  information  and  sound  clinical 
judgment  can  one  tailor  a surgical  procedure 
for  the  patient  along  the  lines  that  have  been 
discussed. 

To  determine  the  effectiveness  of  any  opera- 
tion, cardiologists  usually  have  demanded  a 
control  series  of  clinically  comparable  patients 
who  have  been  treated  medically.  In  view  of  the 
dubious  effectiveness  of  most  earlier  indirect 
revascularization  procedures,  there  has  been  a 
great  need  for  such  studies  and  some  have 
been  reported. 


3a.  Coronary  arteriogram  shows  a completely 
occluded  right  coronary  artery. 


3b.  The  atheromatous  core  was  removed  from  a 
right  coronary  artery  by  gas  endarterectomy . 


3c.  Coronary  arteriogram  following  gas 
endarterectomy. 
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Is  it  necessary,  however,  to  demand  a con- 
trol series  for  patients  receiving  bypass  grafts? 
It  is  obvious  that  such  procedures,  if  success- 
fully performed,  will  directly  revascularize  the 
myocardium.  In  most  instances,  the  dramatic 
recovery  and  improvement  of  the  patient  is 
ample  evidence  of  an  effective  operation.  Post- 
operative arteriography  can  determine  the  pa- 
tency rate  for  the  grafts  and,  in  all  probability, 
later  occlusion  of  the  graft  will  either  lead  to 
the  return  of  symptoms,  infarction,  or  death  of 
the  patient.  In  this  way,  it  seems  likely  that  the 
clinical  status  of  the  bypass  graft  patient  moni- 
tored by  arteriography  will  provide  the  neces- 
ary  control  data.  With  expanded  use  of  arteri- 
ography, the  true  natural  history  of  coronary 
disease  is  becoming  more  clearly  delineated  as 
a useful  basis  for  comparison;  however,  the  in- 
numerable differences  in  patients,  predispos- 
ing factors,  extent  of  the  disease,  and  other 
problems  make  it  almost  impossible  to  define 
groups  of  patients  with  similar  risk  factors. 
When  a surgical  risk  of  approximately  5%  is 
compared  with  a mortality  rate  of  40%  for 
myocardial  infarction,  it  seems  illogical  to  with- 
hold what  appears  to  be  a reasonably  safe  and 
beneficial  operation  in  carefully  selected  pa- 
tients with  significant  symptoms.  Final  endorse- 
ment for  the  operation  will  be  obtained  if  (1) 
these  patients  with  incurable  disease  have  an 
acceptable  five-year  survival  rate,  (2)  their 
symptoms  are  relieved,  and  (3)  exercise  toler- 
ance is  sufficient  to  allow  comfortable,  perhaps 
productive  lives.  Although  the  Vineberg  proce- 
dure contributes  less  blood  volume  to  the  coro- 
nary circulation,  one  might  speculate  that  per- 
sistent patency  is  more  likely  with  perfusion  of 
the  intramural  vascular  bed  than  via  potentially 
sclerotic  extramural  coronary  branches.  This 
always  has  been  Vineberg’s  thesis;  hence,  the 


operation  should  not  be  discarded  at  this  point 
in  the  approach  to  coronary  disease. 
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Ligating 

the  common  hepatic  artery 
for  uncontrollable  hemobilia 

A CASE  REPORT 


Among  the  emergencies  and  complications  of  liver 
and  biliary  tract  surgery,  hemobilia  presents  a se- 
rious diagnostic  and  therapeutic  challenge.  Al- 
though uncommon,  hemobilia  is  a life  threatening 
condition,  and  the  surgeon  should  be  prepared  to 
undertake  any  necessary  measure  to  identify  and 
arrest  the  bleeding  source.  The  following  case 
presentation  illustrates  one  of  such  troublesome 
conditions. 

BLEEDING  FROM  the  biliary  tree  was  described 
as  early  as  1848  by  Owen/  but  the  term  “he- 
mobilia” was  first  suggested  in  1948  by  Sand- 
blom^  who  described  hemorrhage  into  the  bili- 
ary system  following  trauma  to  the  liver.  Hemo- 
bilia or  hematobilia  occurs  when  the  lumen  of 
a patent  blood  vessel,  usually  arterial,  commu- 
nicates directly  or  via  a common  cavity  with 
the  biliary  passages.  Such  a communication 
may  involve  either  the  intrahepatic  biliary  radi- 
cals or  the  major  extrahepatic  bile  ducts. 

The  common  causes  of  hemobilia  are  trau- 
ma, including  the  iatrogenic  trauma  of  surgery;'^ 
bacterial  and  parasitic  infection/  erosion 
caused  by  biliary  stones;  neoplasmsi^-e  and 
vascular  abnormalities,  both  congenital  and  de- 
generative.'*''* Aneurysms  of  the  hepatic  artery 
which  erode  into  the  biliary  tree  are  the  most 
common  sources  of  bleeding  into  the  extra- 
hepatic  bile  ducts,  and  hemobilia  of  this  origin 
can  develop  as  a dramatic  and  often  fatal  up- 
per gastrointestinal  hemorrhage. Trauma  is 
the  most  frequent  cause  for  hemobilia  of  in- 
trahepatic origin.  A deep  liver  injury  may  result 
in  a cycle  of  recurrent  bleeding  and  central 
liver  necrosis  that  leads  to  cavitary  parenchy- 
mal sloughing  with  internal  spillage  of  bile, 
erosion  of  biliary  and  vascular  conduits,  and 
finally  to  hemobilia.  The  intervals  between 
hemorrhages  may  vary  from  less  than  one  week 
to  more  than  five  months.’- 
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The  classical  picture  of  hemobilia  is  the  pa- 
tient whose  right  upper  quadrant  pain  of  bili- 
ary tract  origin  and  jaundice  is  followed  by 
upper  gastrointestinal  tract  bleeding.  Often  the 
pain  and  jaundice  are  relieved  as  the  blood 
clears  the  bile  ducts  and  enters  the  intestinal 
tract. 

The  following  case  was  a problem  in  the 
management  of  an  elderly  patient  in  whom 
severe  hemobilia  developed  three  weeks  after 
biliary  tract  surgery.  The  exact  source  of  the 
bleeding  could  not  be  ascertained  by  repeated 
diagnostic  studies  that  included  hepatic  arteri- 
ography. The  hemobilia  finally  was  arrested  by 
ligation  of  the  hepatic  artery  propria. 

Case  Report:  A 60-year-old  man  was  hospital- 
ized and  treated  conservatively  in  April,  1971 
for  a bleeding  duodenal  ulcer.  His  history  in- 
cluded cholecystectomy  for  cholelithiasis  in 
1952  and  ligation  of  an  aneurysm  of  the  left 
middle  cerebral  artery  in  1959.  Because  of  dis- 
comfort in  the  right  subcostal  area,  chills,  fe- 
ver, and  jaundice,  he  was  operated  upon  at 
another  hospital  in  January  1972.  Many  stones 
were  removed  from  the  common  bile  duct  and 
several  were  extracted  from  the  intrahepatic 
ducts.  His  convalescence  was  uneventful.  When 
he  was  discharged  from  the  hospital  on  Feb.  5, 
1972,  he  had  a functioning  T-tube  in  the  com- 
mon bile  duct.  Three  weeks  later,  he  was  re- 
hospitalized because  of  pain  in  the  right  upper 
quadrant,  nausea,  fever  and  melena.  Fresh 
blood  was  flowing  from  the  T-tube. 

On  March  1,  1972,  the  patient  was  referred 
to  the  Scott  and  White  Clinic  for  evaluation  of 
hemobilia.  During  the  initial  examination,  he 
experienced  another  massive  hemorrhage  and 
melena,  with  blood  draining  freely  from  the 
T-tube.  He  became  hypotensive  and  his  blood 
pressure  fell  to  90/60  mm  Hg.  He  was  hospital- 
ized immediately  in  the  intensive  care  unit  for 

TEXAS  MEDICINE 


ANGEL  R.  JIMENEZ,  MD 


RALEIGH  R.  WHITE,  III,  MD 
RALEIGH  R.  WHITE,  IV,  MD 


supportive  therapy,  and  the  blood  volume  was 
restored.  After  his  condition  was  stabilized, 
cholangiograms  (via  the  indwelling  T-tube) 
showed  that  the  T-tube  was  in  the  common  bile 
duct  with  its  long  arm  extending  proximally 
into  the  substance  of  the  liver  parenchyma, 
being  located  between  the  right  and  left  intra- 
hepatic  ducts.  It  was  our  opinion  that  the  long 
arm  of  the  T-tube  probably  had  eroded  through 
an  intrahepatic  duct,  that  it  now  lay  free  in  the 
parenchyma  of  the  liver,  communicated  with  an 
intrahepatic  artery,  and  that  this  was  probably 
the  source  of  the  hemobilia.  Cholangiography 
of  both  the  right  and  left  intrahepatic  ducts  re- 
vealed many  filling  defects  which  were  inter- 
preted as  retained  intrahepatic  stones.  Upper 
gastrointestinal  tract  studies  showed  no  ab- 
normalities. 

After  suitable  preparation,  the  patient  was 
operated  upon  on  March  6,  1972.  After  tedious 
dissection  of  dense  adhesions,  the  dilated  com- 
mon bile  duct  was  identified,  the  T-tube  was 
removed,  and  the  common  duct  was  explored. 
Fresh  blood  clots  were  removed  from  within 
the  common  bile  duct,  but  no  active  bleeding 
was  observed  during  the  surgical  procedure. 
By  means  of  irrigation  and  a Fogarty  catheter, 
12  stones  were  removed  from  the  right  and 
left  intrahepatic  biliary  radicals.  Operative 
cholangiography  showed  a persistent  filling 
defect  in  a right  biliary  radical.  Repeated  at- 
tempts to  remove  more  stones  were  unsuccess- 
ful. Because  there  was  a good  possibility  that 
more  stones  were  lodged  within  the  intrahe- 
patic ducts  and  because  the  patient  was  a 
debilitated,  older  man  who  already  had  under- 
gone rather  extensive  surgery,  we  thought  that 
he  needed  a procedure  to  protect  him  from  the 
effect  of  these  stones'  later  being  washed  down 
and  obstructing  the  common  duct.  The  duo- 
denal wall  was  devitalized  and  not  suitable  for 


choledochoduodenostomy  because  of  the  pre- 
vious operations,  so,  as  an  alternative  proce- 
dure, a Roux-en-Y  jejunal  segment  was  fash- 
ioned and  joined  end-to-side  to  the  common 
duct  as  a shunt  to  prevent  further  obstruction 
to  the  common  duct  from  biliary  choledocho- 
lithiasis.  A short-arm  T-tube  was  placed  in  the 
common  duct  with  the  distal  arm  splinting  the 
anastomosis.  We  hoped  that  removal  of  the 
long  intrahepatic  limb  of  the  first  T-tube  would 
permit  healing  of  the  liver  parenchyma  and  re- 
lieve the  hemobilia. 

Unfortunately,  on  the  tenth  postoperative 
day,  bleeding  recurred  through  the  T-tube;  tar- 
ry stools  followed.  Blood  replacement  was  ne- 
cessary. At  this  time,  the  patient  had  tempera- 
ture up  to  102  F,  and  cultures  obtained  from 
his  abdominal  wound  grew  Pseudomonas  aeru- 
ginosa and  Klebsiella  organisms.  Appropriate 
antibiotics  were  administered.  Intermittent 
bleeding  continued  with  each  hemorrhagic  epi- 
sode heralded  by  the  onset  of  right  subcostal 
pain,  nausea,  sweating,  weakness,  and  jaun- 
dice. During  the  next  ten  days  he  received  13 
units  of  packed  cells,  and  whole  blood.  The 
serum  bilirubin  level  was  recorded  at  4.28 
mg/ 100  ml.  A transfemoral  angiogram  of  the 
celiac  and  superior  mesenteric  arteries  was 
made,  but  the  source  of  hemobilia  was  not 
identified.  Emergency  arteriography  was  re- 
peated later  during  a bleeding  episode,  but 
again  was  unsuccessful  in  identifying  the 
source  of  hemobilia. 

Because  the  patient’s  condition  was  deteri- 
orating rapidly,  jaundice  was  increasing,  and 
fever  continued,  further  surgery  to  correct  he- 
mobilia was  deemed  urgent.  On  March  28, 
1972,  the  patient  was  operated  upon  again. 
The  hepatic  artery  propria  (the  main  hepatic 
trunk  proximal  to  the  take-off  of  the  gastro- 
duodenal branch)  was  ligated  securely.  Arterial 
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pulsations  in  the  porta  hepatis  distal  to  the 
ligature  were  abolished  after  the  ligature  was 
secured.  To  our  dismay,  four  days  later  the 
patient  bled  again;  his  hemoglobin  value  fell  to 
7.2  gm,  and  transfusions  were  again  neces- 
sary. During  the  next  four  days,  the  patient  re- 
ceived 11  units  of  whole  blood.  He  continued 
to  bleed  intermittently  for  one  week;  then,  all 
bleeding  stopped  and  did  not  recur.  A post- 
operative T-tube  cholangiogram  was  essential- 
ly normal.  The  T-tube  was  removed,  the  jaun- 
dice cleared,  and  the  patient  was  dismissed 
from  the  hospital  19  days  following  the  last 
operative  procedure. 

The  man  has  been  seen  regularly  as  an  out- 
patient. Six  months  after  discharge  he  has  had 
no  further  disability  or  bleeding,  and  his  jaun- 
dice has  cleared.  His  hemoglobin  and  liver  pro- 
file have  remained  normal,  and  he  has  resumed 
his  usual  activities. 

Comment:  In  patients  who  have  traumatic  he- 
mobilia  of  intrahepatic  origin,  it  may  be  neces- 
sary to  control  the  hemorrhage  by  hepatic 
lobectomy. ® |n  our  patient,  the  position  of 
the  long  arm  of  the  T-tube  was  in  the  middle 
portion  of  the  liver  parenchyma  at  the  junction 
of  the  right  and  left  lobes,  and  it  was  impossi- 
ble to  ascertain  the  site  of  the  bleeding  accu- 
rately enough  to  permit  lobectomy.  Our  clinical 
judgment  was  that  this  jaundiced,  debilitated 
patieot  probably  would  not  survive  massive 
liver  resection.  Therefore,  an  alternate  method 
was  needed  to  control  hemobilia.  It  is  well 
known  that  sacrifice  of  the  arterial  blood  sup- 
ply to  the  liver  may  be  tolerated  by  some  pa- 
tients^'^-^^.M  but,  in  others,  liver  necrosis  and 
death  may  result.^^  Massive  antibiotic  therapy 
offers  protection  to  liver  survival,  as  shown  in 
dogs  in  which  the  hepatic  circulation  has  been 
interrupted. While  the  hepatic  artery  supplies 
approximately  25%  of  the  blood  flow  to  the 


liver,  it  supplies  50%  of  the  oxygen,  the  re- 
mainder being  furnished  by  the  portal  vein.^'^-^® 
Up  to  26  possible  collateral  pathways  of  ar- 
terial supply  to  the  liver  have  been  described.^® 
This  observation  may  offer  little  protection, 
however,  to  the  individual  patient  in  whom  the 
hepatic  artery  is  occluded. 

It  was  our  considered  opinion  that,  because 
of  the  critical  nature  of  our  patient’s  illness 
and  his  recurrent  uncontrollable  hemobilia,  we 
must  ligate  the  hepatic  artery.  In  a personal 
communication.  Dr.  Mikkelsen  of  Los  Angeles,^® 
who  had  ligated  the  hepatic  arteries  of  patients 
with  hemobilia,  suggested  that  the  proper  site 
for  ligature  would  be  the  common  hepatic  trunk 
proximal  to  the  gastroduodenal  branch.  He 
thought  that  the  procedure  would  reduce  the 
arterial  pressure  sufficiently  to  permit  clotting 
to  occur  and  promote  cessation  of  hemobilia, 
yet  provide  sufficient  collateral  circulation  to 
the  liver  via  the  anastomosis  of  the  gastro- 
duodenal branch  with  the  pancreaticoduodenal 
and  right  gastroepiploic  branches  from  the 
superior  mesenteric  artery  for  liver  survival. 

The  procedure,  ligation  of  the  common  he- 
patic trunk,  was  well  tolerated  by  the  patient. 
There  was  no  increase  in  jaundice  or  other 
signs  of  liver  damage  but,  unfortunately,  the 
ligation  did  not  immediately  control  subse- 
quent bleeding  which  was  permanently  arrest- 
ed after  ten  days  of  supportive  therapy.  During 
the  last  recurrence  of  hemobilia,  the  question 
arose  as  to  whether  or  not  we  should  ligate  the 
hepatic  artery  distally  at  the  hilum  of  the  liver. 
Fortunately,  this  was  unnecessary,  as  the  re- 
duction of  pressure  in  the  hepatic  artery  finally 
permitted  clotting  at  the  site  of  the  arterial- 
bile  duct  communication.  A moot  question  re- 
mains as  to  whether  or  not  this  older,  debili- 
tated, and  very  sick  patient  would  have  toler- 
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ated  the  additional  procedure  or  if  the  remain- 
ing circulation  to  the  liver  would  have  been 
sufficient  to  permit  survival. 

Conclusion:  The  case  illustrates  problems  which 
might  arise  in  the  management  of  a debili- 
tated, elderly  patient  with  postoperative  hemo- 
bilia.  The  bleeding  stopped  finally  by  ligating 
the  common  hepatic  artery  proximal  to  the 
gastroduodenal  branch,  permitting  a reduction 
in  intrahepatic  arterial  pressure  and  clotting  at 
the  source  of  the  hemobilia.  Ligation  of  the 
hepatic  trunk  provided  sufficient  collateral  ar- 
terial circulation  to  maintain  good  liver  func- 
tion. 

Acknowledgement:  Dr.  William  P.  Mikkelsen, 
Los  Angeles,  Calif,  advised  on  the  management 
of  this  patient. 
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With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regu/ar  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
Ccilled  for.  Coordinated 
action  “involving  the  doctor, 
the  patient,  the  Americ2in 
Cancer  Society — a partner- 
ship for  life. 
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The  science 

of  treating 
gas  pain 


^ jyVhen  gas \s  entrapped \nthe  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  minnic  that  of  peptic  ulcer,  angina  pectoris,  or 
myocardial  infarction. 2^Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  not  the  stomach.^J'he  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 
is  unaware. 


7PHASi:tre€its 

gas  pain  sdentificaly 

^^Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  mg.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.^^Phasil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  accumulated  there.^J^hasil  is  safe:  no  systemio 
effects,  no  untoward  reactions,  no  contraindications. 

Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 

Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth,  J L.  Ann  N Y Acad  Sci.  750:109,  Feb.  26,  1968  2.  Reich,  N.  E..  and 
Fremont,  R E.  (eds ) Chest  Pam,  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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Antivert 


^ (meclizine  HCl) 

tor  vertigo 


.♦♦and  then  on  to\hnice 


■ Indicated  in  the  management  of  nausea, 
vomiting  and  di2,2,iness  associated  with  mo' 
tion  sickness. 

■ Found  useful  in  the  management  of  verti' 
go  associated  with  diseases  affecting  the  ves' 
tibular  system. 

■ Available  as  Antivert®  (12.5  mg.  meclizine 
HCl)  blue  and  white  scored  tablets  and  also 
as  Antivert®/25  (25  mg.  meclizine  HCl)  yeh 
low  and  white  scored  tablets. 


*INDICATIONS.  Based  on  a review  of  this  drug  hy 
the  National  Academy  of  Sciences-National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso' 
ciated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12th'15th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  he  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  thereiore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

ROGRIG 

A division  of  Rizer  Pharmaceuticals 
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Medical  and  surgical 
management 


SCLERODERMA,  PERHAPS  better  described  as 
progressive  systemic  sclerosis,  is  a generalized 
disease  of  unknown  etiology  characterized  by 
unique  skin  changes,  diffuse  fibrosis,  and  vas- 
culitis.^ Visceral  involvement  occurs  frequently 
and  may  appear  before  or  in  the  absence  of 
skin  changes.-  Esophageal  lesions  are  present 
in  most  patients  with  scleroderma  and  may  be 
the  dominant  clinical  manifestation.®’^ 
Pathophysiology:  Although  the  etiology  of  scle- 
roderma remains  obscure,  the  pathophysiology 
of  scleroderma  of  the  esophagus  has  been  well 
described.®-®  Acellular,  collagenous,  fibrous  tis- 
sue is  deposited  in  the  submucosa  and  muscu- 
laris  of  the  esophagus  with  progressive  atrophy 
of  smooth  muscle.  Electron  microscopy  shows 
the  collagen  fibers  to  be  normal  in  appearance 
but  present  in  abnormal  amounts.®  Unlike  acha- 
lasia, the  nerve  ganglia  apparently  remain  nor- 
mal in  sclerosis  of  the  esophagus.  The  mucosa 
of  the  lower  esophagus  develops  evidence  of 
chronic  inflammation  with  thickening,  leuko- 
plakia, ulceration,  and  eventually  fibrous  re- 
placement with  stenosis  (Fig  1).  This  fibrosis 
and  smooth  muscle  atrophy  results  in  ineffec- 
tive hypoperistalsis  and  incompetency  of  the 
gastroesophageal  sphincter.  The  esophagus  be- 
comes dilated,  flaccid,  and  shortened.  Most  of 
these  patients  have  an  associated  hiatal  hernia 
with  gastroesophageal  reflux. 

Manometric  evaluation  shows  peristalsis  to 
be  of  low  magnitude  and  essentially  absent  in 
the  lower  esophagus  (Fig  2).  The  esophagogas- 
tric sphincter  usually  is  shown  to  be  ineffective 
with  resulting  reflux. 

The  earliest  changes  visualized  by  cinefluo- 
roscopy  and  on  roentgenograms  are  evidence 
of  prolongation  of  transit  time  followed  by  pro- 
gressive atonic  dilatation  and  shortening  of  the 
esophagus  with  diaphragmatic  hernia. 

The  response  to  Mecholyl  may  be  useful  in 


Scleroderma 
of  the 
esophagus 

differentiating  achalasia  and  scleroderma.  In 
contrast  to  the  exaggerated  response  seen  in 
achalasia,  Mecholyl  does  not  increase  esopha- 
geal intraluminal  pressure  in  patients  with  scle- 
roderma. 

Medical  Management:  Scleroderma  of  the  eso- 
phagus usually  is  part  of  a progressive  and  re- 
lentless disease  syndrome  (Fig  3),^^  and  every 
effort  should  be  made  to  prevent,  delay  or  re- 
duce its  complications.  In  order  to  lessen  the 
ravages  of  reflux  and  other  symptoms,  patients 
usually  are  advised  to  eat  bland  foods,  take 
antacids,  avoid  the  prone  position  for  an  hour 
after  eating,  and  to  elevate  the  head  of  the  bed. 
An  individualized  medical  regimen  is  followed 
until  stenosis  develops  or  until  the  program 
must  be  discontinued  for  some  other  reason; 
then,  a corrective  surgical  procedure  is  indi- 
cated. Fifty-nine  patients  with  scleroderma  of 
the  esophagus  have  been  treated  at  Scott  and 
White  during  the  past  ten  years.  Only  six  of 
them  have  required  surgical  intervention. 

Experimental  approaches  to  medical  treat- 
ment include  sodium  dextrothyroxine,  epsilon- 
aminccaproic  acid,  penicillamine,  disodium  ede- 
tate  (EDTA),  para-aminobenzoic  acid,  and  vaso- 
dilators. Garrett  et  a\,-^  reporting  on  the  course 
of  esophageal  deterioration  in  patients  with 
scleroderma,  have  concluded  that  none  of  these 
drugs  have  provided  long-term  benefits.  Some 
patients  have  responded  satisfactorily  to  corti- 
costeroid therapy;  for  others,  the  course  of  the 
disease  has  been  relentless.  In  our  experience, 
para-aminobenzoic  acid  has  not  altered  the 
progression  of  the  disease. 

Some  investigators  have  reported  that  low 
doses  of  phenylalanine  mustard  (Alkeran)  ther- 
apy have  initiated  improvement  in  a few  pa- 
tients with  scleroderma.il  Recent  reviews  con- 
cerning the  management  of  scleroderma,  espe- 
cially the  esophageal  problems  in  patients  with 


74 


TEXAS  MEDICINE 


G.  V.  BRINDLEY,  JR.,  MD 
E.  CLINTON  TEXTER,  JR..  MD 


collagen  vascular  disease, have  supported 
the  general  opinion  that  adrenocorticosteroids 
and  adrenocorticotropic  hormone  (ACTH)  have 
provided  little  benefit. 

In  severely  ill  patients  who  did  not  respond 
to  other  forms  of  treatment,  Mackenzie^^  used 
prolonged  alkylating  drug  therapy.  He  found 
that  chlorambucil  (Leukeran),  in  combination 
with  other  drugs,  was  helpful  in  managing  sys- 
temic scleroderma,  including  sclerodermatous 
involvement  of  the  esophagus.  He  found  that 
most  of  the  symptoms  in  11  patients  were  elim- 
inated or  controlled  during  follow-up  periods 
which  varied  from  9 to  34  months,  with  a mean 
observation  period  of  18.5  months.  Of  Mac- 
kenzie’s seven  patients  who  had  radiographic 
evidence  of  aperistalsis  of  the  esophagus,  none 
had  progression  of  the  disease  and  two  had 
more  normal  peristalsis  and  diminished  dys- 
phagia at  a later  date. 

In  our  limited  experience  with  chlorambucil 
(the  longest  treatment  period  being  17  months), 
we  have  followed  a protocol  that  is  similar  to 
Mackenzie's,  except  plethysmography  has  been 
used  instead  of  acroangiography  to  evaluate 
circulation  in  the  hands.  Seven  of  eight  pa- 
tients receiving  chlorambucil,  4 to  6 mg/day, 
have  tolerated  the  drug  and  have  improved  so 
much  that,  clinically,  their  disease  appears  to 
be  arrested.  The  patients  who  were  losing 
weight  rapidly  have  had  their  weight  stabilized, 
and  one  man  has  gained  approximately  9.1  kg. 
In  one  instance,  multiple  ulcerations  of  the 
hands  have  healed  and  remained  healed  for 
several  months.  Patients  with  scleroderma  of 
the  esophagus  have  continued  to  do  well;  the 
esophageal  involvement  has  remained  station- 
ary or  improvement  has  been  noted. 

Obviously,  mild  forms  of  scleroderma  should 
not  be  treated  with  a potentially  toxic  agent. 
Although  the  toxic  response  to  chlorambucil 


1.  Photomicrographs  of  esophageal  tissue  show 
that  the  submucosa  is  densely  hyalinized 
and  tightly  adherent  to  the  basal  layer  of  the 
epithelium,  a.  X 33.  b.  X 148. 
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2.  Open-tip  manometric  study.  Peristalsis  is  of 
low  magnitude  and  is  essentially 
absent  in  the  lower  esophagus.  (S  indicates 
a dry  swallow.) 


Acute,  diffuse  scleroderma 
Sclerodermatomyositis 

Mesenchymal  scleroderma  (for  example,  with  systemic  lupus  erythe- 
matosus, Sjogren) 

Visceral  sclerosis  with  cutaneous  sclerosis 

Chronic  Raynaud's  disease  with  chronic  visceral  sclerosis 

Scleroderma  with  pneumoconiosis 

Scleroderma  with  malignancy 

Scleroamyloid 

Scleroderma  in  childhood 

Scleroderma  and  porphyria 

Congenital  scleroderma:  Werner's  syndrome,  acrogeria,  Hurler's  syn- 
drome, poikiloderma  congenitale,  phenylketonuria 


3.  Syndromes  of  scleroderma.^^ 


has  not  been  serious,  one  of  our  eight  patients 
has  (discontinued  the  drug  because  of  inability 
to  tolerate  it;  a second  patient  is  receiving  in- 
termittent therapy;  and  the  dosage  has  been 
reduced  from  6 to  4 mg/day  in  a third  patient. 
The  two  most  common  complications  are  mod- 
est leukopenia  and  some  gastrointestinal  irrita- 
bility. Followup  pulmonary,  cineradiographic, 
and  manometric  studies  have  shown  objective 
evidence  of  improvement  in  the  patients  who 
have  received  chlorambucil  treatment. 

Although  scleroderma  is  sometimes  called 
progressive  systemic  sclerosis,  this  pattern  is 
not  always  followed.  One  woman’s  disease  has 
not  progressed  for  six  years,  and  she  has  not 
received  adrenocorticosteroids  or  chlorambucil. 
She  has  a hiatal  hernia,  but  there  is  no  evi- 
dence of  reflux  esophagitis.  She  is  virtually 
asymptomatic. 

Surgical  Management;  In  a few  patients  with 
scleroderma  of  the  esophagus,  corrective  pro- 
cedures become  necessary  to  control  reflux,  re- 
lieve obstruction,  and  prevent  or  alleviate  other 
complications.  When  the  esophagus  is  of  suffi- 
cient length  to  permit  fixation  of  the  esophago- 
gastric junction  below  the  diaphragm,  repair  of 
a hiatal  hernia  and  reconstruction  of  a com- 
petent barrier  to  reflux  should  be  considered. 
Should  shortening  of  the  esophagus  prevent 
return  of  the  esophagogastric  junction  to  its 
normal  position,  gastric  fundoplication  of  the 
Nissen  or  Belsey  type^®  will  materially  reduce 
reflux  and  delay  or  prevent  stenosis. 

Dilatation  of  the  esophagus  is  effective  until 
a firm,  fixed  stricture  occurs.  Such  progressive 
and  unyielding  strictures  may  become  hazard- 
ous if  not  impossible  to  dilate  effectively.  Under 
these  conditions,  the  stenosed  segment  of  the 
esophagus  should  be  managed  either  by  a mod- 
ified Thai  procedure  with  fundoplication,  or  by 
resection  of  the  stricture  and  interposition  of 
an  achlorhydric  gastric  tube,  jejunum,  or  colon 
graft. Bilateral  vagotomy  should  be  performed, 
and  with  the  exception  of  those  patients  receiv- 
ing antrectomy,  pyloroplasty  should  be  added. 

The  modified  Thai  procedure  has  the  advan- 
tage of  relative  simplicity.  A Nissen  or  Belsey 
fundoplication  should  be  added  to  prevent 
reflux. 

Ellis,  et  al”  recommended  resection  of 
esophageal  strictures,  bilateral  vagotomy,  and 
antrectomy  with  esophagogastrostomy  and  Bill- 
roth I gastroduodenostomy.  Payne^®  modified 
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this  procedure  to  prevent  reflux  by  interposing 
a segment  of  small  bowel  between  the  gastric 
remnant  and  duodenum  or  by  a long-limb 
Roux-en-Y. 

Jejunal  grafts  serve  well  as  replacements 
following  resection  of  esophageal  strictures. 
However,  the  blood  supply  of  these  grafts  can 
be  marginal  and  easily  compromised.  Great  care 
must  be  used  in  protecting  the  viability  of  the 
graft. 

A segment  of  colon  can  be  utilized  effectively 
to  replace  portions  of  the  esophagus.  Because 


4a.  Roentgenogram  shows  typical  changes 
of  scleroderma  with  stricture  of  the  esophagus. 


the  defect  is  relatively  short,  a transverse  colon 
graft  may  be  selected.  This  portion  of  colon  is 
readily  accessible  with  minimal  mobilization. 
The  blood  supply  is  good,  and  reconstruction 
can  be  accomplished  easily.  Longer  grafts  may 
be  obtained  from  the  ascending  or  descending 
colon,  depending  upon  the  quality  of  the  blood 
supply  to  the  proposed  graft  and  the  preference 
of  the  surgeon.  Bilateral  vagotomy  and  pyloro- 
plasty are  added  to  reduce  gastric  acidity  and 
to  facilitate  gastric  emptying. 

In  our  series  of  59  patients  with  scleroderma 

4b.  Roentgenogram  12  years  after  resection  of  the 
lower  esophagus,  partial  gastrectomy, 
esophagogastrostomy.  vagotomy,  and  pyloroplasty. 

No  obstruction  u■a^  apparent. 
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5a.  Roentgenogram  discloses  long,  fixed  stricture 
associated  with  scleroderma  of  the  esophagus. 


of  the  esophagus,  five  of  the  six  patients  who 
required  surgical  treatment  had  esophageal 
strictures.  Two  had  their  operations  at  other 
hospitals  prior  to  being  seen  in  the  clinic.  Three 
other  patients  with  esophageal  strictures  were 
treated. 

The  first  patient  had  resection  of  the  lower 
esophagus,  partial  gastrectomy,  vagotomy,  and 
pyloroplasty,  and  was  asymptomatic  for  six 
years  before  partial  restenosis  developed.  The 
esophagus  was  dilated  four  times  during  the 
next  six  years.  Obstruction  was  not  evident  in 
April,  1971,  12  years  after  surgical  treatment 
(Fig  4).  The  second  patient  was  treated  by  re- 
section of  the  lower  half  of  the  esophagus, 
vagotomy,  antrectomy,  esophagogastrostomy, 
and  gastroduodenostomy.  Four  dilatation  proce- 
dures were  required,  and  Hurst’s  dilators  have 
been  used  intermittently.  The  patient’s  swallow- 
ing is  normal  16  months  after  the  operation 
(Fig  5).  The  third  patient  was  treated  by  a mod- 
ified Thai  procedure,  fundoplication,  vagotomy, 

5h.  Same  patient  17  months  following  resection 
of  the  lower  half  of  the  esophagus,  vagotomy, 
antrectomy,  esophagogastrostomy , and 
gastroduodenostomy . The  patient  was  able  to 
swallow  normally. 
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and  pyloroplasty.  Nine  months  after  the  opera- 
tion esophageal  narrowing  persisted,  but  ob- 
struction was  not  evident  (Fig  6).  Although 
small  bowel  or  colon  grafts  were  not  used  in 
treating  our  patients  with  scleroderma,  such 
methods  have  been  used  effectively  in  patients 
with  other  forms  of  stricture  of  the  esophagus. 

A fourth  surgically  treated  patient  had  severe 
esophageal  reflux  without  stricture.  When  chlor- 
ambucil or  prednisone  therapy  could  no  longer 
be  tolerated  because  of  toxic  effects,  the  tho- 
racic approach  was  selected  for  repairing  a 
hiatal  hernia  and  for  fundoplication.  This  pa- 
tient has  been  free  of  reflux  and  other  symp- 
toms for  six  months  postoperatively. 

Lessons  can  be  learned  from  observing  the 
courses  of  the  two  patients  who  had  their  oper- 
ations elsewhere.  In  one  patient,  the  diaphrag- 
matic hernia,  gastroesophageal  reflux,  and 
progressive  stenosis  of  the  lower  esophagus 
promptly  recurred.  This  stricture  has  been  man- 
aged satisfactorily  by  dilatation.  Because  sclero- 


6a.  Scleroderma  of  the  esophagus  associated  with 
stricture  and  diaphragmatic  hernia. 


6b.  Postoperative  appearance  of  the  esophagus 
ten  months  after  the  Thai  procedure, 
gastric  fundoplication,  vagotomy,  and  pyloroplasty. 
(From  Brindley,  GV  Jr:  Neuromuscular 
disorders  of  the  esophagus.  Surg  Clin  N Amer 
52:319-331,  1972). 
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derma  often  produces  fibrosis  with  shortening 
of  the  lower  esophagus,  diaphragmatic  hernior- 
rhaphy may  be  unsuccessful  with  frequent  re- 
currence of  both  the  hernia  and  reflux.  The  sur- 
geon must  be  able  to  mobilize  an  esophagus  of 
sufficient  length  to  return  the  esophagogastric 
junction  to  normal  position  and  to  reestablish 
a competent  sphincter.  The  other  patient  had 
several  operations,  including  hiatal  hernior- 
rhaphy; 1 year  later,  resection  of  the  lower 
esophagus;  2 years  later,  partial  gastrectomy, 
11  years  later,  release  of  small  bowel  obstruc- 
tion. The  recurrent  stricture  is  being  handled 
by  dilatation  and  medication.  The  numerous 
surgical  procedures  probably  could  have  been 
reduced  to  one  if  the  hernia  could  have  been 
properly  repaired  with  correction  of  reflux  or 
the  obstructed  segment  removed  and  reflux 
prevented.  Our  fourth  patient  received  this 
optimal  type  of  surgical  treatment. 

Summary:  Scleroderma  is  a generalized  disease 
of  unknown  etiology  characterized  by  unique 
skin  changes,  diffuse  fibrosis,  and  vasculitis. 
Esophageal  involvement  may  be  an  early  clini- 
cal manifestation  of  the  disease  and  occurs  in 
most  patients  with  scleroderma.  Fibrosis  and 
muscle  atrophy  lead  to  ineffective  hypoperistal- 
sis  and  incompetence  of  the  gastroesophageal 
sphincter.  Most  of  these  patients  have  an  asso- 
ciated hiatal  hernia  with  gastroesophageal  re- 
flux. Medical  management  and  hiatal  hernior- 
rhaphy with  dilatation  of  any  stenosis  of  the 
esophagus  is  effective  until  a firm,  fixed  stric- 
ture occurs.  Such  unyielding  strictures  must  be 
resected  and  either  a modified  Thai  procedure 
with  fundoplication  or  interposition  of  an  achlor- 
hydric gastric  tube,  jejunum,  or  colon  graft  util- 
ized. Palliative  relief  of  an  esophageal  obstruc- 
tion can  be  obtained  for  these  unfortunate 
patients  with  progressive  scleroderma. 
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Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 


€ prescribing  convenience: 

upto  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
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Infantile  asthma : 
early  recognition 
and  management 

GEORGE  W.  BRASHER,  MD 


Infantile  asthma  is  a common  and  difficult  pedi- 
atric problem.  A significant  portion  of  children 
with  asthma  have  their  initial  bronchial  symptoms 
during  the  first  two  years  of  life.  Optimal  therapy 
requires  investigation  and  identification  of  the  sig- 
nificant allergic  factors  followed  bv  dietary  or 
environmental  avoidance  of  the  allergens  and,  if 
indicated,  specific  hyposensitization. 

THE  INFANT  WITH  ALLERGIC  disease  involving 
the  bronchiolar  tissues  presents  a difficult  diag- 
nostic and  therapeutic  problem.  Moreover,  the 
underlying  allergic  disease  may  be  unrecog- 
nized and  an  early  opportunity  for  specific 
therapeutic  intervention  may  be  lost. 

In  this  article,  the  clinical  aspects  of  infantile 
asthma  are  reviewed  and  early  recognition  and 
appropriate  therapy  are  emphasized. 

The  initial  chest  manifestations  of  asthma 
often  occur  during  infancy.  Some  40%  of  chil- 
dren with  asthma  have  their  original  wheezing 
episode  during  the  first  two  years  of  life.i  More- 
over, Richards  et  aR  report  that  25%  of  the 
deaths  from  childhood  asthma  at  the  Los  An- 
geles Children’s  Hospital  were  in  children  less 
than  2 years  old.  Thus,  the  wheezing  infant  be- 
longs in  a “high  risk’’  category  because  of  the 
frequency  and  the  potential  severity  of  the 
problem. 

Asthma  is  recognized  as  the  most  common 
chronic  lung  disease  of  childhood,  but  the 
attendant  morbidity  often  is  not  appreciated. 

In  the  United  States,  more  than  2 million  chil- 
dren have  asthma;  and  asthma,  hay  fever,  and 
other  forms  of  allergic  disease  account  for  one- 
third  of  the  chronic  disease  states  in  children. 
Asthma  accounts  for  7.5  million  school  days 
lost  each  year.  In  addition,  normal  childhood 
activity  is  restricted  for  three  times  that  num- 
ber of  days.^ 

Pathophysiology:  Allergic  asthma  is  a type  I 


hypersensitivity  reaction.  Cell  and  Coombs  clas- 
sification,"* mediated  by  reaginic  skin  sensitiz- 
ing antibodies  of  the  IgE  class  (Fig  1).  The 
basic  immunologic  events  have  been  defined 
reasonably  well  in  recent  years.  Following  the 
union  of  antigen  and  reaginic  antibody  (IgE) 
on  the  surface  of  the  sensitized  mediator  cell, 
enzyme  systems  are  activated  which  initiate  the 
release  of  histamine,  slow-reacting  substance  A 
(SRS-A)  and  possibly  other  pharmacologic  me- 
diator substances.  These  vasoactive  amines  are 
capable  of  inducing  secondary  changes  in  the 
bronchiolar  tissues  that  cause  mucosal  edema, 
hypersecretion  of  mucus,  and  spasm  of  the 
bronchiolar  muscle.  These  alterations  lead  to 
reduction  in  the  size  of  the  airway  and  obstruc- 
tion to  airflow  which  is  accentuated  during  ex- 
piration because  of  the  physiologic  changes 
which  accompany  the  respiratory  cycle. 

The  major  antibody  involved  in  the  allergic 
reaction  is  the  reaginic  antibody  which  was 
first  recognized  by  Prausnitz  and  Kiistner  in 
1921.5  In  addition  to  its  presence  on  the  sur- 
face of  the  cells  of  the  involved  organ,  this 
immunoglobulin  is  found  in  the  serum,  secre- 
tions, skin,  and  basophilic  leukocytes.  Recently, 
in  a brilliant  series  of  experiments,  the  Ishi- 
zakas®  showed  that  the  reaginic  activity  of 
human  serum  resides  in  the  IgE  fraction  of 
gamma  globulin.  IgE  does  not  cross  the  pla- 
centa; therefore,  allergic  disease  is  not  seen  in 
the  newborns’  nursery.  Respiratory  tract  allergy 
is  unusual  prior  to  the  age  of  six  weeks  al- 
though exceptions  have  been  reported.' 

The  secretory  immune  system  of  children 
who  have  allergic  disease  has  received  consid- 
erable attention.  The  amount  of  secretory  IgA, 
the  major  immunoglobulin  in  the  external  secre- 
tions, in  allergic  children  does  not  differ  signifi- 
cantly from  the  amount  in  normal  children. 
However,  the  quantity  of  IgE  in  the  nasal  secre- 
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tions  of  children  with  asthma  has  been  found  to 
be  greater  than  that  found  in  normal  children.^ 
The  beta  adrenergic  system  exerts  a signifi- 
cant influence  on  the  response  of  the  bronchio- 
lar  tissues  to  pharmacologic  mediators.  Szenti- 
vanyi“  has  postulated  that  a deficiency  of 
adenyl  cyclase  is  the  fundamental  abnormality 
in  atopy  with  a resultant  decrease  in  intracellu- 
lar cyclic  3'5'  adenosine  monophosphate  caus- 
ing the  lung  tissues  to  be  hyperresponsive  to 
various  antigenic  and  nonantigenic  stimuli.  Epi- 
nephrine is  thought  to  potentiate  adenyl  cy- 
clase, and  the  xanthine  drugs  (eg,  theophylline) 
interfere  with  phosphodiesterase.  Thus,  via  dif- 


Type 

Example 

Mechanism 

I 

Allergic  asthma 

IgE  antibody 

II 

Goodpasture's 

syndrome 

Cytoxic  antibody 

III 

Farmer's  lung 

Antigen-antibody  complexes 

IV 

Tuberculosis 

Sensitized  lymphocyte 

7.  Hypersensitivity  lung  disease. 


ferent  pathways,  both  agents  increase  the  in- 
tracellular concentration  of  cyclic  3'5'  adeno- 
sine monophosphate  and  promote  bronchial 
relaxation. 

Clinical  Aspects:  To  properly  treat  infantile 
asthma,  its  early  manifestations  must  be  recog- 
nized. Many  infants  will  pass  through  a preasth- 
matic stage  before  overt  asthma  develops.  The 
most  common  preasthmatic  symptoms  are  (1) 
a persistent  nocturnal  cough,  (2)  an  exertional 
cough,  or  (3)  recurrent  episodes  of  bronchitis. 
The  occurrence  of  these  symptoms  would  justi- 
fy referral  of  an  infant  to  a pediatric  allergist. 

In  addition,  certain  events  in  an  infant’s  life 


2.  Diagnostic  considerations  in 

the  wheezing  infant. 

Disease 

Suggestive  Features 

Conclusive  Evidence 

Viral  bronchiolitis 

Infantile  age  group 

Viral  Isolation 

Congenital  vascular  ring 

Epidemic  occurrence 

Preferential  position 

Angiography 

Congenital  laryngeal  stridor 

Dysphagia  and  stridor 

Esophagogram 

Inspiratory  stridor 

Laryngoscopy 

Congenital  lobar  emphysema 

Hoarseness 

Chest  x-ray 

Thoracotomy 

Cystic  fibrosis 

Bronchoscopy 

Chronic  lung  disease  with  malabsorption 

Sweat  electrolytes 

Extrinsic  pulmonary  neoplasms 

Chest  x-ray 

Thoracotomy 

Foreign  body 

Tumors  elsewhere 

History  of  aspiration 

Bronchoscopy 

Immunologic  deficiency 

Chest  fluoroscopy 

Family  history 

Immunologic  evaluation 

Tuberculosis 

Repeated  infections 

Cotiiact  history 

Bacteriology 

Congenital  heart  disease 

Chest  x-ray 

Positive  skin  test 

Cardiac  mumur 

Cardiac  catheterization 

Cardiac  failure 
Arrhythmia 
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may  predict  that  he  will  develop  asthma  during 
infancy  or  early  childhood.  Infantile  eczema  pre- 
cedes the  onset  of  infantile  asthma  in  a signifi- 
cant percentage  of  cases.  In  the  eczematous 
infant  without  clinical  evidence  of  allergic  respi- 
ratory disease,  the  presence  of  nasal  eosino- 
philia  (ie,  10%  of  total  cells  in  the  smear)  indi- 
cates an  85%  chance  of  developing  respiratory 
allergy  as  compared  with  a chance  of  37% 
in  eczematous  infants  with  a negative  nasal 
smear. n-  should  be  noted  that  nasal  eosino- 
philia  is  seen  in  30%  of  normal  newborn  in- 
fants and,  thus,  is  not  significant  in  this  age 
group. 13  physiologic  nasal  eosinophilia 

will  disappear  by  the  age  of  3 months. 

The  occurrence  of  acute  bronchiolitis  may 
signal  the  onset  of  infantile  asthma.  This  com- 
mon pediatric  syndrome  is  characterized  by  (1) 
infantile  age  group,  (2)  acute  onset  of  respira- 
tory distress  with  sibilant  rales  and/or  wheez- 
ing, (3)  physical  and  radiographic  evidence  of 
obstructive  pulmonary  hyperinflation,  and  (4) 
normal  temperature  or  low  grade  fever.  The 
most  common  infectious  agent  responsible  for 
this  clinical  picture  is  the  respiratory  syncytial 
virus  although  other  viruses  have  been  incrimi- 
nated. Long  term  studies^^  have  shown  that 
approximately  50%  of  infants  admitted  to  a 
children’s  hospital  with  acute  infantile  bronchio- 
litis will  develop  asthma.  Clinical  features  which 
may  predict  recurrent  wheezing  episodes  are 
(1)  positive  family  history  of  allergy,  (2)  collat- 
eral allergic  manifestations,  and  (3)  positive 
nasal  eosinophilia. i® 

Diagnosis  and  Treatment:  The  diagnosis  of  in- 
fantile allergic  asthma  must  be  based  upon  a 
careful  evaluation  of  the  child’s  history,  phy- 
sical examination,  laboratory  studies,  and  his 
response  to  dietary  or  environmental  manipu- 
lations. A family  history  of  the  major  atopic 
disease  (asthma,  hay  fever,  or  atopic  eczema) 
often  is  present.  Evidence  of  collateral  allergy 
involving  the  nose  (allergic  rhinitis),  gastroin- 
testinal tract  (allergic  gastroenteropathy)  or 
skin  (atopic  eczema)  suggests  that  allergic  fac- 
tors may  be  involved  in  the  wheezing  infant. 
Nasal  allergy  may  precede  bronchial  sensitiza- 
tion and  many  infants  with  asthma  will  have  a 
history  of  persistent  nasal  congestion,  mucoid 
rhinorrhea,  paroxysmal  sneezing  and  nasal  pru- 
ritus. Examination  of  the  nasal  smear  often  will 
show  an  abundance  of  eosinophils  except  dur- 
ing episodes  of  secondary  infection.  Peripheral 


blood  eosinophilia  of  5 to  10%  is  compatible 
with  (but  not  diagnostic  of)  atopic  diathesis. 
Of  course,  the  most  significant  diagnostic  fea- 
ture is  a dramatic  bronchomotor  response  to 
epinephrine  during  an  acute  episode  of  expira- 
tory wheezing. 

Another  problem  is  the  confusing  term  “asth- 
matic bronchitis’’  which  suggests  that  the 
“asthmatic’’  symptoms  are  due  to  infection  and 
that  the  problem  will  resolve  itself  as  the  infec- 
tion subsides.  In  a survey  of  30,000  7-year-old 
school  children  in  Melbourne,  it  was  clearly  es- 
tablished that  children  with  wheezy  bronchitis 
and  asthma  were  from  the  same  population 
group  with  the  same  basic  underlying  disease. i® 
Unfortunately,  a diagnosis  of  “asthmatic  bron- 
chitis’’ often  engenders  false  optimism  in  both 
the  family  and  the  physician  with  the  result 
that  proper  investigation  and  management  are 
delayed. 

The  differential  diagnosis  of  wheezing  in  an 
infant  may  be  a difficult  problem.  The  major 
diagnostic  considerations  are  shown  in  Fig  2. 
Once  these  nonallergic  diseases  have  been  ex- 
cluded, the  physician  is  prepared  to  investigate 
the  significant  allergic  factors. 

The  diagnostic  investigation  of  allergic  fac- 
tors in  wheezing  infants  is  directed  at  those 
allergens  which  are  (1)  capable  of  inducing 
reaginic  IgE  antibodies,  and  (2)  present  in  suf- 
ficient quantity  to  elicit  an  antibody  response. 
Agents  present  for  only  a limited  portion  of  the 

3.  Hypoallergenic  diet  for  infant. 

Milk  substitute 
Rice  cereal 
Apples 
Pears 
Carrots 

Sweet  potatoes 
Lamb 
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year  (eg,  pollens)  are  not  likely  to  be  major 
factors.  The  two  major  groups  of  allergens  are 
foods  and  household  inhalants.  In  addition, 
molds  may  be  a significant  factor  in  areas 
where  perennial  exposure  occurs.  During  early 
infancy  (the  first  six  months  of  life),  foods  con- 
stitute the  major  protein  exposure  and  are  the 
prime  suspects. 

The  role  of  food  allergy  in  infantile  asthma 
is  best  investigated  by  elimination  diets  with 
later  challenge  feedings. The  simplest  meth- 
od is  to  prescribe  a hypoallergenic  diet  (Fig  3) 
for  10  to  14  days  and  observe  the  effect  upon 
the  infant’s  allergic  symptoms.  Should  signifi- 
cant improvement  occur,  then  single  foods  are 
returned  to  the  diet  every  five  to  seven  days. 
Any  food  that  increases  symptoms  is  excluded 
from  the  diet.  A variety  of  foods  should  be  in- 
troduced during  the  next  few  months  to  assure 
a nutritionally  adequate  diet.  The  majority  of 
milk  substitutes  use  soybean  as  a protein  base. 
Such  formulas  provide  adequate  nutrition  in  the 
normal  or  allergic  child.^^.^o  jhese  formulas 
should  be  avoided  in  children  with  cystic  fibro- 
sis because  a negative  nitrogen  balance  may 
occur  with  resultant  hypoproteinemia,  hypopro- 
thrombinemia,  and  fatty  liver.^i 

Skin  testing  for  environmental  inhalants  often 
will  provide  useful  information  but  must  be  in- 
terpreted with  caution.22  Positive  intradermal 
skin  tests  have  been  reported  in  normal  infants 
and  children  and  are  not  necessarily  indicative 
of  atopy.22-24  The  most  important  environmen- 
tal inhalants  are  house  dust,  animal  danders, 
feathers,  and  cotton  lint.  Avoidance  of  environ- 
mental exposure  to  these  allergens  is  the  major 
therapeutic  approach. Parental  cooperation  is 
directly  proportional  to  the  time  and  effort  that 
the  physician  spends  in  discussing  the  details 
of  environmental  control. 

The  relationship  between  infection  and  atopy 


is  difficult  to  ascertain  although,  at  times,  a 
significant  role  seems  to  exist. 2®  Gamma  globu- 
lin injections  are  of  no  value  in  the  therapy  of 
asthma. 2^  The  value  of  bacterial  vaccines  is 
controversial  with  most  controlled  studies  fail- 
ing to  show  a significant  beneficial  effect.  Of 
interest  is  a recent  study  from  the  National  In- 
stitutes of  Health  indicating  that  bacterial  vac- 
cines may  induce  interferon  in  experimental 
animals.2® 

Specific  immunotherapy  (hyposensitization) 
may  be  required  later  in  infancy  if  pollen  and 
mold  allergens  assume  a significant  role.  The 
validity  of  injection  therapy  in  atopic  disease  is 
well  established.29  Melan  et  aPo  found  an  in- 
crease in  IgG  antigen-binding  activity  to  be  the 
first  immunologic  change.  Further  immunother- 
apy was  associated  with  decreased  cellular  sen- 
sitivity and  diminished  reaginic  IgE  antibody 
titers.  Clinical  improvement  correlated  with 
these  immunologic  parameters. 

Symptomatic  therapy  must  be  carefully  con- 
trolled during  acute  wheezing  episodes.  The 
dosage  and  preferred  route  of  the  various  sym- 
pathomimetic and  expectorant  drugs  are  listed 
in  Fig  4.  Drug  toxicity  is  a major  problem  dur- 
ing infancy,  and  a significant  part  of  the  mor- 
tality in  this  disease  results  from  improper 
treatment.  The  use  of  aminophylline  is  especial- 
ly hazardous  without  a proper  appreciation  of 
the  exact  dosage  and  the  early  signs  of  amino- 
phylline toxicity.  Aminophylline  suppositories 
should  not  be  used  in  infants.  The  total  dose  of 
all  xanthine  preparations  (eg,  theophylline  and 
aminophylline)  by  all  routes  should  not  exceed 
15  mg/kg/day  and  should  be  discontinued  at 
the  first  sign  of  toxicity.  Toxic  effects  of  the 
xanthines  include  (1)  central  nervous  system 
stimulation,  (2)  vomiting,  (3)  pallor,  (4)  hema- 
temesis,  (5)  convulsions,  (6)  cyanosis,  and 
(7)  coma. 
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The  importance  of  adequate  hydration  during 
an  acute  wheezing  episode  is  frequently  over- 
looked in  the  infant.  Increased  fluid  intake  is 
mandatory  to  prevent  the  occurrence  of  large 
mucous  plugs  which  may  lead  to  obstruction  of 
the  bronchi.  Intravenous  fluid  therapy  is  prefer- 
able in  the  infant  who  is  unable  to  tolerate  oral 
fluids.  Corticosteroid  drugs  are  rarely  indicated 
during  infancy,  and  should  never  be  a substi- 
tute for  a conventional  therapeutic  approach. 

When  drug  therapy  is  unsuccessful  in  manag- 
ing an  acute  episode  of  asthma,  hospitalization 
is  mandatory.  It  is  important  that  facilities  be 
available  for  sequential  blood  gas  and  acid-base 
determinations  because  failure  of  homeostatic 
mechanisms  may  lead  to  significant  metabolic 
and/or  respiratory  acidosis.  Such  infants  are  in 
danger  of  respiratory  failure  (Fig  5),  and  may 
require  assisted  or  controlled  ventilation  in  an 
intensive  care  facility.  Recently,  a clinical  scor- 
ing system  has  been  proposed  for  the  diagnosis 
of  respiratory  failure  in  children  with  asthma. 
Details  of  management  of  respiratory  failure  are 
beyond  the  scope  of  this  article,  but  they  are 
available  in  the  literature. 

Prognosis:  Knowledge  concerning  the  ultimate 
outlook  for  infants  with  asthma  is  complicated 
by  the  paucity  of  data  concerning  the  natural 
history  of  the  disease.  In  a 20-year  follow-up  of 
children  with  asthma,  Buffum  et  aRs  found  that 
those  in  whom  onset  was  before  the  age  of  2 
years  were  more  likely  to  have  persistent  wheez- 
ing than  those  in  whom  onset  was  after  the 
age  of  2 years. 

Other  studies  concerning  children  with  asth- 
ma have  indicated  that  specific  therapy  as  op- 
posed to  symptomatic  therapy  will  exert  a ben- 
eficial influence  on  the  natural  history  of  the 
disease.34-35  Ryssing,^^  jp  a long-term  follow-up 
of  298  asthmatic  children,  found  only  30%  to 
become  symptom-free  after  the  age  of  puberty 
without  specific  treatment.  In  this  country, 
Johnstone  et  aRs  have  reported  a 14-year  study 
of  two  groups  of  children  with  perennial  bron- 
chial asthma.  One  group  was  given  placebo  in- 
jections and  one  group  received  conventional 
hyposensitization  therapy.  By  the  age  of  16 
years,  only  22%  of  the  placebo  patients  were 
free  of  asthma,  as  compared  to  72%  of  the 
treated  children.  It  is  impossible  to  predict  the 
eventual  outcome  in  a given  infant.  However, 
it  is  obvious  from  these  studies  that  specific 
therapy  is  to  be  preferred  to  a symptomatic 


4.  Drug  therapy  for  asthma. 


Oral  Medications 

Ephedrine  sulfate 

3 mg/kg/day 

Theophylline 

12-15  mg/kg/day 

Saturated  solution  of 
potassium  iodide 

1 drop/yr/dose 

Parenteral  Medications 

Aqueous  epinephrine 
1:1000 

0.01  ml/kg/dose 

Subcutaneous 

Ethyinorepinephrine 

0.02  ml/kg/dose 

Subcutaneous 

Epinephrine  suspension 
1:200 

0.005  ml/kg/dose 

Subcutaneous 

Aminophylline 

12-15  mg/kg/day 

Intravenous 

5.  Criteria  for  diagnosing  respiratory  failure. 

1.  Severe  inspiratory  retractions 

2.  Barely  audible  wheezing  and  breath  sounds 

3.  Minimal  thoracic  movement  with  hyperinflation 

4.  Depressed  level  of  consciousness  and  response  to  painful  stimuli 

5.  Cyanosis  in  40%  ambient  oxygen 

6.  Arterial  pCOa  greater  than  65  mm  Hg 
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approach  and  offers  the  best  chance  for  control 
of  the  disease. 
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WHAT  ARE  AMPHETAMINES? 

When  drug  abuse  is  mentioned,  most  people  aufoma* 
tically  think  of  the  "hard"  drugs— opium,  morphine  and 
heroin.  Few  people  consider  the  many  non-narcotic 
drugs  which,  when  administered  in  the  proper  doses 
under  a physician's  care.liave  a therapeutic  effect.  How- 
ever. when  abused— taken  without  professional  super- 
vision— these  drugs  can  aggravate  personal  and  social 
problems.  Among  the  most  widely  abused  non-narcotic 
drugs  are  amphetamines,  commonly  called  "pep-pilIs.” 

Amphetamines  have  chemical  properties  that  stimu- 
late (speed)  the  actions  of  the  central  nervous  system. 
In  many  ways,  the  effects  of  amphetamines  contrast 
with  those  of  another  non-narcotic  drug— barbiturates; 
barbiturates  slow  down  (depress)  the  actions  of  the 
central  nervous  system. 

WHY  DO  DOCTORS  PRESCRIBE 
AMPHETAMINES? 

Amphetamines  are  used  medically  to  (1)  curb  the  appe- 
tite when  weight  reduction  is  necessary;  (2)  relieve  mild 
depression;  and  (3)  keep  patients  awake  in  narcolepsy 
—a  disease  characterized  by  uncontrollable  desire  to 
sleep. 

Although  the  efficacy  of  amphetamines  in  these  cases 
has  not  been  questioned,  controversy  surrounds  their 
ultimate  value  since,  when  taken  over  a long  period  of 
time,  the  patient  might  develop  dependence  upon  the 
drug— particularly  if  he  violates  his  physician's 
precautions. 


maRiHuana 

AMERICAN  MEDICAL  ASSOCIATION 
DEPARTMENT  OF  HEALTH  EDUCATION  • DIVISION  OF  HEALTH  SERVICE 


WHAT  IS  MARIHUANA? 
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ABUSED? 

ministration  of  LSD  by  college  and 
nis  has  increased  rapidly  in  the  past 
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of  other  drugs,  especially  marihuana, 
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magic  problem  cure” — to  make  life 


""WHA!'  ARE  The  EFFECTS  OF  LSD? 

Although  much  research  must  still  be  done  regarding 
the  effects  of  LSD,  important  information  has  already 
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WHAT  ARE  BARBITURATES? 

When  administered  under  a doctor's  direction,  barbi- 
turates have  proven  to  be  effective  therapeutic  drugs 
for  a variety  of  medical  problems.  However,  barbiturate 
abuse— unsupervised  self-medication— presents  a dan- 
ger at  least  as  great  as  narcotic  abuse.  Extreme  mental 
and  emotional  confusion  with  eventual  tragic  conse- 
quences (death  is  not  uncommon)  may  result  from 
abuse  of  barbiturates. 

Barbiturates  are  the  main  depressant  drugs  used  in 
medical  practice  today  to  sedate  or  to  calm  patients 
and/or  to  induce  or  produce  sleep.  Their  effect  is 
opposite  to  that  of  amphetamines;  amphetamines  stim- 
ulate the  central  nervous  system  while  barbiturates  act 
as  depressants— slow  down  the  actions  of  the  central 
nervous  system. 

HOW  ARE  BARBITURATES  ABUSED? 

Some  people  have  used  the  sedative  or  hypnotic  effect 
of  barbiturates  as  a way  to  escape  serious  personal 
problems;  others  lake  barbiturates  to  counteract  the 
effect  of  stimulant  drugs  such  as  amphetamines,  estab- 
lishing a cyclical  pattern  of  sedation-stimulation. 

Frequently,  barbiturates  are  used  in  combination 
with  other  drugs,  mainly  alcohol  and/or  opiates,  both 
by  thrill  seekers  and  chronic  drug  abusers.  Such  experi- 
mental combinations  are  extremely  hazardous  since  all 
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ILUE-SNIFFING? 
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ECTS  RESULT  FROM 
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e symptoms  of  glue-sniffing  are  simlilar 
ated  with  alcoholic  intoxication,  includ- 
if  muscular  coordination;  slurred  speech; 
a ringing  in  the  ears;  mild  hallucina- 
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Millions  of  Americans  are  abusing  drugs 


Drug  abuse  has  emerged  into  sharp  focus  as  a 
difficult  problem  of  growing  concern  to  the  medical 
profession  and  the  public.  Of  particular  concern  is 
the  fact  that  many  young  people  today  are  experi- 
menting with  marihuana  and  a wide  array  of  other 
drugs.  Although  many  are  highly  sophisticated,  young 
people  are  not  truly  aware  of  the  dangers  posed  by 
abuse  of  drugs. 


Because  of  the  severity  of  the  problem  and  the 
confusion  which  exists,  in  many  quarters,  about 
whether  certain  drugs  are  truly  dangerous,  there  is 
an  urgent  need  for  intensive  public  education. 

The  five  leaflets  shown  above  provide  facts  that 
will  be  eagerly  received  by  the  public.  Order  the 
quantity  you  need  today.  There  is  no  charge. 


ORDER  THESE  PAMPHLETS  TODAY — FREE — FROM  TMA! 


QUANTITY  TITLE 

MARIHUANA 

LSD 

AMPHETAMINES 

BARBITURATES 

GLUE  SNIFFING 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  UMAR  BLVD. 
AUSTIN,  TEXAS  78701 

Name__ 


Address 

City State_ Zip. 
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Ampicillin,  Garbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

TOt&ClIliH  (ampicillin  trihydrate) 

Pyopen*(disodium  carbenicillin) 

BSICiOClII  (sodium  oxacillin) 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  QlDi 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 

equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin.  r r • -ir 

n Pvopen  (disodium  carbenicillin)  vials  for  injeaion  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Sctodll  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injeaion  equivalent  to 

500  mg.  and  1 gm.  oxacillin. 
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anemia 


Celsus's  empirical  use  of  iron 


with  Intrinsic  Factor 


reverse  side  for  prescribing  information.) 


rr^  • • ® 

1 nnsicon 

Hematinic  Cmcentrate 
with  Intrinsic  Factor 


Description:  Each  Pulvule'-' contains- 


Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor)  240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  B,,  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 
Ascorbic  Acid  (Vitamin  C) 

Folic  Acid 


110  mg. 
75  mg. 
0.5  mg. 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  6,2  with  Intrinsic  Factor— When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,,  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  B,2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  (Diphyllo- 
bothrium  latum)  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  tor  the  available  vitamin  6,2.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B,,,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,2  contained  in  two  Pulvules  Trinsicon  provide  VA  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Foots  ef  a/,  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B,2) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  "just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally."  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Ac/d-Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  8,2  interrelationship:  (1)  8,2  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  8,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  8,2. 

/ron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/d-Vitamin  C plays  a role  in  anemia  therapy,  tt  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-B, 2-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  8,2  may  result  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  8,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  8,2,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material,  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsico-n"  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose"'  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 
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Benign 

soft  tissue  lesions 
of  the  extremities 


HANES  H.  BRINDLEY,  MD 


Diagnosis  and  treatment  of  the  more  common 
benign  soft  tissue  lesions  of  the  extremities  are 
reviewed.  Any  of  the  tissues  may  he  involved  and 
the  symptoms  may  be  made  more  complex  bv  en- 
croachment of  the  lesion  upon  adjacent  structures. 
Proper  recognition  and  treatment  can  produce 
gratifying  results. 

THE  SOMETIMES  PAINFUL  and  disabling  le- 
sions of  the  soft,  somatic  tissues  of  the  extrem- 
ities may  perplex  the  patient  and  his  physician. 
The  variety  of  tissues  and  the  multiplicity  of 
the  areas  of  involvement  require  that  each  pa- 
tient’s symptoms  and  clinical  findings  be  eval- 
uated carefully  so  that  his  problems  will  have 
proper  recognition  and  care. 

This  article  provides  a guide  for  the  diagnosis 
and  treatment  of  some  of  the  common  benign 
lesions  of  the  soft  tissues  of  the  extremities. 
Tendinitis:  The  usual  pain-producing  areas  of 


/.  Calcification  of  tendinous  attachments  at 
the  shoulder. 


tendon  or  ligament  attachments  to  bone  are 
the  supraspinatus  insertion  at  the  shoulder,  the 
common  extensor  origin  at  the  lateral  humeral 
epicondyle,  the  wrist  flexor  or  extensor  insertion 
areas,  the  gluteal  insertions  on  the  greater  tro- 
chanter of  the  femur,  the  medial  collateral  liga- 
ment attachment  on  the  tibia,  and  the  area  of 
intrinsic  muscle  origin  on  the  plantar  surface  of 
the  os  calcis.  Sometimes,  degenerative  chang- 
es in  these  regions  produce  soft  tissue  calcifi- 
cation which  may  or  may  not  be  painful  (Fig  1). 

Symptoms  of  tendinitis  usually  can  be  re- 
lieved by  rest  of  the  involved  part  and  by  local 
application  of  heat.  However,  if  the  pain  and 
disability  continue,  a local  anesthetic  agent  and 
a steroid  can  be  injected  into  the  tendon  area. 
If  the  patient  has  acute  pain  from  soft  calcifi- 
cation, some  of  the  calcified  material  may  be 
aspirated  or  washed  out  at  the  time  of  injec- 
tion. This  measure  is  especially  effective  in 
treating  a large,  soft,  calcified  mass  in  the  rota- 
tor cuff  of  the  shoulder.  If  the  response  to  an 
injection  is  favorable  but  some  discomfort  con- 
tinues, several  injections  may  provide  the  de- 
sired relief.  Irradiation  sometimes  is  helpful. 

When  conservative  measures  fail  to  resolve 
tendinitis,  surgical  treatment  may  be  used. 
Operative  procedures  vary  with  the  area  in- 
volved, but  generally  they  consist  of  debride- 
ment of  calcified  material  and  possibly  release 
of  the  painful  tendinous  or  ligamentous  attach- 
ments. 

Tenosynovitis:  Painful  irritation  of  a tendon 
sheath  frequently  occurs  at  the  shoulder  where 
the  tendon  of  the  long  head  of  the  biceps 
brachii  passes  through  the  intertubercular 
groove,  at  the  wrist  where  the  long  abductor 
and  short  extensor  of  the  thumb  pass  over  the 
distal  lateral  end  of  the  radius  (de  Quervain’s 
tenosynovitis),  and  in  the  palm  of  the  hand 
where  the  finger  flexor  tendons  pass  over  the 
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2a.  Left  wrist  with  cle  Onervain’s  tenosynovitis. 


2b.  Surgical  exposure  of  several  anomalous  tendons. 


metacarpophalangeal  joints.  Less  frequently,  a 
similar  difficulty  is  noted  in  the  volar  carpal 
tunnel  of  the  wrist  or  on  the  dorsal,  medial, 
or  lateral  aspects  of  the  foot.  In  a patient  with 
bone  deformity  from  an  old  injury  or  with  an- 
other abnormality,  the  tendon  sheath  may  be- 
come irritated.  If  the  irritation  persists,  the 
tendon  may  rupture  spontaneously. 

An  irritated  biceps  tendon  probably  is  the 
most  common  cause  of  chronic  pain  in  the 
shoulder.  Frequently,  the  patient  with  de  Quer- 
vain’s  disease  will  have  one  or  more  anomalous 
tendons  (Fig  2).  Palmar  tenosynovitis,  the  so- 
called  snapping  finger  syndrome,  occurs  when 
a stenosing  lesion  on  the  volar  aspect  of  the 
metacarpophalangeal  joint  produces  a catching 
or  locking  phenomenon  during  flexion  of  the 
involved  finger. 

Rest  of  the  painful  part,  local  application  of 
heat,  steroid  injections,  or  surgical  release  and/ 
or  excision  of  the  involved  tendon  sheaths  are 
the  recommended  methods  for  treating  teno- 
synovitis. An  involved  biceps  tendon  usually  is 
transferred  from  the  intertubercular  groove  to 
the  humerus  or  to  the  coracoid  process. 

Cystic  Lesions:  Cystic  lesions,  such  as  enlarged 
bursa  or  synovial  cysts  in  relation  to  tendon 
sheaths  or  joints,  occur  in  many  areas.  The  two 
most  common  troublesome  bursae  are  those  in 
the  olecranon  and  in  the  prepatellar  regions. 
Their  enlargement  usually  is  associated  with 
mild,  repeated  trauma;  however,  one  major  in- 
jury may  have  caused  bleeding  into  the  bursa. 
Aspiration  and  steroid  injection  should  be  tried, 
but  if  the  enlargement  persists — and  it  often 
does — the  bursa  must  be  excised. 

Synovial  cysts,  some  of  which  are  commonly 
called  ganglions  (Fig  3),  occur  frequently  about 
the  wrists,  hands,  feet,  and  in  the  popliteal 
spaces.  They  may  be  associated  with  joint  or 
tendon  sheaths  and  may  spontaneously  re- 
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gress,  especially  in  children.  They  often  cause 
local  discomfort  and  occasionally  produce  other 
symptoms  by  pressing  on  an  adjacent  nerve  or 
other  structure.  Injecting  an  anesthetic  agent 
and  a steroid  drug  into  small  cystic  lesions  in 
the  fingers  may  relieve  discomfort,  but  the  larg- 
er lesions  seldom  respond.  Symptomatic  lesions 
that  persist  require  surgical  excision.  A poplit- 
eal cyst  (Baker’s  cyst,  Fig  4)  in  an  adult  often 
is  associated  with  a lesion  of  the  meniscus.  In 
a person  with  rheumatoid  arthritis,  the  cyst 
may  be  quite  large,  extending  into  the  calf  of 
the  leg. 

Except  for  small  cysts  in  the  fingers  and  pop- 
liteal cysts  in  children,  cystic  lesions  of  the 
extremities  usually  must  be  excised  before 
symptoms  are  relieved.  If  a Baker’s  cyst  in  an 
adult  is  associated  with  a torn  meniscus,  the 
meniscus  also  must  be  removed.  In  patients 
with  rheumatoid  arthritis,  a synovectomy  of  the 
knee  usually  is  indicated  when  a popliteal  cyst 
is  removed. 

Benign  Tumors:  The  most  common  benign  soft 
tissue  tumor  is  a lipoma.  Usually,  a lipoma 
does  not  cause  symptoms  and  does  not  under- 
go structural  transformation.  Occasionally,  be- 
cause of  the  size  or  the  location,  the  lesion  may 
interfere  with  the  function  of  the  extremity  or 
it  may  be  subject  to  repeated  trauma  (Fig  5). 
Also,  a lipoma  may  produce  traumatic  neuritis 
by  pressing  against  a peripheral  nerve.  Should 
one  begin  to  enlarge,  malignant  change  must 
be  suspected.  A tumor  that  is  enlarging,  inter- 
fering with  function,  or  causing  painful  symp- 
toms should  be  removed  (Fig  6). 

Giant  cell  tumors  of  tendon  sheaths,  xantho- 
mas, occur  frequently  in  the  fingers.  Simple 
excision  is  indicated.  If  removal  is  complete, 
the  lesion  usually  does  not  recur. 

A benign  fibroma  rarely  occurs  in  any  area  of 
the  extremities  except  in  the  palmar  or  plantar 
fascia.  Should  significant  contracture  or  symp- 
toms accompany  the  lesion,  excision  is  indicat- 
ed. Microscopically,  a fibroma  may  appear  to 
be  quite  active,  but  clinically  it  is  benign.  A 
fibrous  tissue  tumor  located  elsewhere  in  the 
extremities  should  be  suspected  of  being  malig- 
nant, ie,  fibrosarcoma,  synovioma,  or  desmoid 
tumor. 

An  epithelial  inclusion  cyst  occasionally  oc- 
curs from  a puncture  wound  in  a finger.  Women 
who  sew  seem  to  have  this  problem  more  fre- 
quently than  other  persons.  Sometimes,  an 


3.  Ganglion  surrounding  radial  artery  in 
the  right  wrist. 


4.  Baker’s  cyst,  leg. 
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5.  Lipoma  in  the  palm  of  the  left  hand. 


6.  Lipoma  in  posterior  thigh,  extending  from 
the  buttock  to  the  knee. 


epithelial  inclusion  cyst  will  cause  bone  destruc- 
tion, and  its  differentiation  from  the  other 
lesions  that  produce  osseous  erosion  may  be 
difficult.  Excisional  biopsy  usually  is  the  treat- 
ment of  choice. 

Vascular  Lesions;  Major  arterial  disease,  prob- 
lems related  to  venous  varicosities,  thrombo- 
phlebitis, and  lymphatic  abnormalities  are  well 
recognized  and  are  not  within  the  subject 
matter  of  this  article.  However,  other  painful 
and  disabling  vascular  lesions  occur  in  the 
extremities. 

Hemangioma  in  connective  or  muscle  tissue 
may  be  quite  painful.  In  a child,  a hemangioma 
often  will  regress  and  will  not  cause  difficulty. 

A lesion  that  persists  or  one  that  develops  in 
an  adult  and  causes  significant  discomfort 
(because  of  pain,  location,  size,  or  conver- 
gence on  adjacent  tissue,  ie,  skin,  muscle,  or 
bone)  must  be  excised.  Adjacent  involved  tissue 
should  be  removed. 

Thrombosis  of  a vessel  about  the  hand  or 
wrist  may  be  acutely  painful.  The  thrombus 
may  or  may  not  be  related  to  preceding  trauma 
and,  occasionally,  the  lesion  occurs  in  a small 
aneurysm  (Fig  7).  Excision  of  the  area  of  in- 
volved vessel  usually  affords  prompt  relief.  One 
of  the  most  frequent  locations  for  a glomus 
tumor  is  in  a fingernail  bed.  The  lesion,  often 
appearing  as  a small  blue  or  brown  area  under 
the  nail,  is  sensitive  to  pressure  and  tempera- 
ture change.  Symptoms  are  relieved  by  removal 
of  the  tumor. 

Muscular  Lesions:  Benign  lesions  of  the  mus- 
cles usually  are  secondary  to  trauma.  Contusion 
may  produce  bleeding  and  cause  hematomas 
to  form.  If  the  injury  is  severe  enough  and 
repeated,  myositis  ossificans  may  develop.  The 
muscle-tendon  apparatus  may  rupture  at  its 
origin,  insertion,  musculotendinous  junction,  or 
some  area  of  prolonged  irritation  such  as  the 
bicipital  groove  of  the  humerus. 

Avulsion  of  the  origin  of  the  rectus  femoris 
or  hamstring  muscles  occurs  in  teen-age  ath- 
letes. Rupture  of  the  Achilles  tendon  occurs  in 
adult,  older  or  occasional  athletes,  or  workers 
(Fig  8).  In  an  adult,  musculotendinous  rupture 
of  the  plantaris  frequently  is  misdiagnosed  as 
thrombophlebitis.  Anticoagulant  therapy  (ad- 
ministered on  the  basis  of  an  incorrect  diag- 
nosis) may  cause  more  bleeding  into  the  calf 
of  the  leg.  An  older  person  may  rupture  the 
quadriceps  femoris  insertion  area  about  the 
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patella  through  quick,  strong  contraction  of  the 
muscle  when  he  tries  to  avoid  a fall  or  steps 
from  an  unexpected  height. 

A mass  in  a skeletal  muscle  may  represent 
a benign  lesion,  the  result  of  trauma,  or  a 
malignant  neoplasm.  Rarely,  the  mass  can  be 
attributed  to  infection  from  a previous  puncture 
wound  or  underlying  skeletal  infection. 

Neural  Lesions:  Traumatic  neuritis  is  a fre- 
quent cause  of  pain  and  disability.  The  ulnar 
nerve  at  the  elbow  and  the  median  nerve  in  the 
carpal  tunnel  probably  are  irritated  most  fre- 
quently (Fig  9). 

Traumatic  neuritis  or  neuroma  of  the  com- 
mon digital  nerve  in  the  interspace  between  the 
third  and  fourth  metatarsals  frequently  cause 
foot  pain.  Other  nerves — the  lateral  femoral 
cutaneous  at  the  pelvis  or  in  the  thigh,  the 
posterior  tibial  at  the  ankle,  the  peroneal  at  the 
knee  or  one  of  its  sensory  branches  in  the 
anterolateral  region  of  the  leg,  and  the  median 
nerve  as  it  passes  under  the  pronator  teres  or 
above  the  elbow  in  its  relation  to  a humeral 
supracondyloid  process — occasionally  become 
irritated.  Acute  injury  or  an  enlarging  mass  may 
involve  any  of  the  peripheral  nerves  and  cause 
traumatic  neuritis. 

Relief  may  be  obtained  by  injecting  a local 
anesthetic  and  steroid  agent  into  the  area  of 
entrapment  of  the  nerve.  If  symptoms  persist, 
surgical  release  or  transfer  of  the  involved  nerve 
is  indicated.  Excision  of  the  digital  nerve  re- 
lieves plantar  neuroma  or  neuritis. 

Neurofibroma  or  neurolemmoma  may  occur 
in  any  of  the  peripheral  nerves.  A sheath  cell 
tumor  often  can  be  dissected  out  and  excised 
without  damage  to  the  nerve.  If  the  nerve  is 
diffusely  involved  and  removal  of  the  affected 


7.  Thrombosed  small,  saccular  aneurysm  of  the 
right  radial  artery. 


segment  would  cause  significant  loss  of  func- 
tion, biopsy  of  the  tumor  and  release  of  the 
adjacent  soft  tissues  would  be  the  treatment 
of  choice. 

Dr.  Brindley,  Scott  and  White  Clinic,  Temple  76501. 


8.  Rupture  of  the  tendon  Achilles. 


9.  Constricted  median  nerve  in  the  carpal  tunnel. 
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Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy  or  bronchial 
asthma.  Hemolysis,  frequently  dose-related,  may  oc- 
cur in  gluco$e-6-phosphate  dehydrogenase-deficient 
patients.  Maintain  adequate-  fluid  intake  to  prevent 
crystal lurla  and  stone  formation. 

Adverse  Reactions:  Bloocl  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  thrombocytopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia;  Allergic  reactions:  Erythema 
multiforme  (Stevens-Johnson  syndrome),  generalized 
skin  eruptions,  epidermat  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylac- 
toid reactions,  periorbital  edema,  conjunctival  and 
scleral  in|ection,  photosensitization,  arthralgia  and  al- 
lergic myocarditis;  Gastrointestinal  reactions:  Nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  ano- 
rexia, pancreatitis  and  stomatitis;  C.N.S.  reactions: 
Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  Miscellaneous  reactions:  Drug  fever, 
chills  and  toxic  nephrosis  with  oliguria  and  anuria. 
Periarteritis  nodosa  and  L.E.  phenomenon  have  oc- 
curred. Due  to  certain'chemica)  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and 
oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  Instances  of  goifer  production,  diuresis  and  hypo- 
glycemia as  well  as  thyroid  malignancies  in  rats  fol- 
lowing long-term  administration.  Cross-sensitivity 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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Gantrisin  reaches  its  sites  of  action  quickly. 
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Autonomous 
thyroid  nodules 
in  children 

A thyroid  nodule  is  autonomous  when  its  junction 
is  unaltered  by  either  thyroid  stimulating  hormone 
(TSH)  or  by  thyroid  hormone.  It  does  not  respond 
to  stimulation  or  to  suppression.  Autonomous 
nodules  are  not  unusual  in  adults,  but  they  are 
rare  in  children.  This  case  report  illustrates  some 
of  the  problems  encountered  in  the  diagnosis  of 
an  autonomous  thyroid  nodule  in  a child. 

CASE  REPORT:  In  October,  1968,  a 7-year-olcl 
boy’s  family  physician  referred  him  to  Scott  and 
White  Clinic  for  evaluation  of  a goiter  that  was 
discovered  during  a routine  examination.  The 
patient,  an  adopted  child,  always  had  been 
“high-strung,”  boisterous,  and  somewhat  ag- 
gressive, but  he  did  not  have  other  signs  or 
symptoms  of  hyperthyroidism.  He  weighed  26 
kg,  and  was  131  cm  tall.  His  blood  pressure 
was  90/50  mm  Hg.  The  right  lobe  and  isthmus 
of  the  thyroid  gland  measured  5x4  cm;  the 
surface  was  lobulated,  and  the  consistency  was 
slightly  firm.  The  left  lobe  could  not  be  pal- 
pated. A bruit  could  not  be  heard.  Significant 
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cervical  adenopathy  was  not  present,  and  a 
roentgenogram  of  the  chest  showed  no  abnor- 
malities. 

Laboratory  values  were  normal  except  for  a 
modest  elevation  of  protein-bound  iodine  (PBI) 
(Fig  1).  A thyroid  scan  showed  that  all  of  the 
radioactive  iodine  was  concentrated  in  the  right 
lobe  but  uptake  did  not  occur  in  the  left  lobe 
(Fig  2a).  Increasing  doses  of  thyroxine  (from 
0.15  to  0.30  mg  daily)  were  administered  dur- 
ing the  next  eight  months,  but  the  goiter  re- 
mained unchanged  and  radioactive  iodine  up- 
take in  the  right  lobe  was  not  suppressed  (Fig 
2b).  After  thyroxine  was  discontinued  for  two 
months,  laboratory  studies  in  August  1969 
showed  elevated  levels  of  PBI  and  free  thyroxine 
(FT4),  and  normal  thyroxine  iodine  (T4I).  After 
the  patient  received  10  units  of  TSH,  a small 
left  lobe  was  visible  on  a thyroid  scan  (Fig  2c). 

The  patient  was  prepared  for  surgery,  and 
the  right  lobe  and  adjacent  isthmus  were  ex- 
cised on  Aug  25,  1969.  The  surgical  specimen 
measured  5x5x4  cm,  and  it  weighed  30  gm 
(Fig  3).  The  remaining  left  lobe  was  small. 


I.  Laboratory  data. 


Date 

Dose 
of  T, 
(mg) 

PBI 

(ng/100  ml) 

T3 

(%) 

RAI 

(%  at  6 hr  & 24  hr) 

TJ 

(i.ig/100  ml) 

FT, 

(mrig/100  ml) 

Oct  68 

0 

9.3 

31.9 

34.1,  41.5 

Feb  69 

0.15 

12.5 

39.7 

27.4,  38.6 

8.5 

Mar  69 

0.2 

23.7,  33.4 

Jun  69 

0.3 

9.6 

41.0 

20.4,  25.0 

Aug  69 

0 

12.7 

36.4 

31.8,  39.5 

6.6 

2.7 

Dec  69 

0 

5.2 

28.4 

3.8,  4.0 

1.1,  1.3 

Jul  72 

0 

4.0 

25.4 

15.1,  23.7 

4.7 

1.4 

Normal 

Values 

4-8 

25-35 

9-31,  20-45 

2.9-6.4 

1.0-2.1 
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2h.  Thyroid  scan  following 
levothyroxine  therapy 

(6-4-69).  Jtsi  uptake:  2c.  Thyroid  scan  following  TSH  stimula- 

2a.  Initial  scan  (10-18-68).  psi  uptake:  6 hours,  20.4%;  tion  (8-14-69).  Itui  uptake:  6 hours, 

6 hours,  34.1%;  24  hours,  41.5%>  24  hours,  25.0%.  49.8%,;  24  hours,  52.9%,. 


T^*yr9ti  fftfj 


2d.  Thyroid  scan  (10-9-69),  five  weeks  after  right 
hemithyroidectomy.  l^^t  uptake:  6 hours, 
12.6%o;24  hours,  18.3%,. 


/ 

li 
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1.0  X 1.5  X 1.5  cm,  and  free  of  nodules.  A 
biopsy  of  normal  isthmus  showed  uniform, 
medium-sized  follicles  with  flattened  cuboidal 
epithelium. 

The  external  surface  of  the  excised  specimen 
of  the  right  lobe  was  nodular.  Cross-sections 
contained  closely  approximated  amber  nodules 
(0.4  to  0.8  cm  in  diameter)  which  had  a semi- 
translucent,  glistening  appearance.  Histologic 
examination  revealed  that  the  nodules  con- 
tained large,  irregular  follicles  which  were  filled 
with  colloid;  occasionally,  scalloping  of  the  col- 
loid margin  and  a few  papillary  projections  were 
seen.  The  follicles  were  lined  with  low  cuboidal 
epithelium,  with  moderately  tall  cuboidal  epi- 
thelium in  some  areas.  Lymphocytic  infiltrate 
was  not  present,  and  there  were  only  a few 
areas  of  fibrosis. 

Five  weeks  after  excision  of  the  right  lobe,  a 
thyroid  scan  showed  radioactive  iodine  uptake 
in  the  remaining  left  lobe  (see  Fig  2d).  By 
December,  1969,  three  months  later,  all  labora- 
tory values  were  normal.  The  patient’s  parents 
stated  that  the  boy  was  calmer  than  he  was 
before  the  operation,  and  that  he  slept  more 
soundly.  In  July  1972,  he  was  euthyroid  and 
the  left  lobe  measured  3 x 1.5  cm. 

Discussion:  This  case  of  autonomous  thyroid 
nodule  in  a 7-year-old  boy  illustrates  several 
problems  in  the  differential  diagnosis  of  thyroid 
disease  in  childhood.  A single  nodule  in  a 
euthyroid  child  always  suggests  carcinoma, 
especially  if  the  nodule  is  firm  or  hard.  Carci- 

3.  Gross  and  microscopic  appearance  of  thyroid 
nodule  (see  text  for  description). 
a. 


noma  was  considered  unlikely  in  this  case  be- 
cause the  thyroid  scan  showed  that  all  of  the 
radioactive  iodine  was  concentrated  in  the  nod- 
ule, a rare  occurrence  in  patients  with  carci- 
noma although  exceptions  have  been  reported. ^ 
Also,  local  or  distant  metastases  were  absent. 
The  nodule  did  not  increase  in  size  during  the 
observation  period,  but  administration  of  thy- 
roxine for  eight  months  might  have  slowed  or 
even  halted  the  growth  of  a neoplasm.  There- 
fore, failure  of  a nodule  to  enlarge  during  thy- 
roxine administration  does  not  exclude  malig- 
nancy. 

Nonmalignant  nodularity  of  the  thyroid  gland 
results  from  cycles  of  hyperplasia  and  involu- 
tion and  may  be  caused  by  any  condition  in- 
terfering with  the  synthesis,  storage,  or  release 
of  thyroid  hormone.  Block,  et  al,^  have  empha- 
sized that  nodules  occur  in  congenital  goiters 
caused  by  enzymatic  blocks  in  thyroxine  syn- 
thesis, and  that  such  nodules  may  be  confused 
with  carcinoma  on  frozen  section  examination. 
Nodules  also  may  occur  in  patients  with  chronic 
lymphocytic  thyroiditis,  especially  in  adults. 
Greenberg  et  aF  reported  that  2 of  their  32 
patients  with  juvenile  chronic  lymphocytic  thy- 
roiditis presented  with  isolated  thyroid  nodules. 

Hemiagenesis  of  the  thyroid  gland  is  a rare 
congenital  anomaly  characterized  by  absence  of 
one  lobe,  usually  the  left  one.'*  Radioiodine  up- 
take occurs  in  a single  lobe.  In  this  case,  ab- 
sence of  radioiodine  uptake  in  the  left  lobe 
made  hemiagenesis  a diagnostic  possibility  un- 


fa. 
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til  uptake  was  demonstrated  in  the  left  lobe 
after  administration  of  TSH. 

Autonomous  function  of  the  patient’s  thyroid 
nodule  was  evidenced  by  its  suppression  of  the 
left  lobe,  by  the  return  of  function  in  the  left 
lobe  with  TSH,  and  by  the  failure  of  large  doses 
of  thyroxine  to  suppress  the  radioiodine  up- 
take of  the  nodule  in  the  right  lobe. 

An  autonomous  nodule  may  be  solitary. 
Function  in  the  remainder  of  the  gland  often  is 
suppressed  to  some  degree;  otherwise,  the 
gland  is  normal.  Miller,  et  al,^  have  presented 
evidence  that  such  a nodule  is  autonomous 
from  the  time  of  its  inception  as  a micronodule. 
An  autonomous  nodule  also  may  arise  in  a pre- 
existing multinodular  goiter  of  long  duration. 
Whatever  the  circumstances,  an  autonomous 
nodule  has  the  potential  to  produce  hyperthy- 
roidism. If  hyperthyroidism  does  result,  it  dif- 
fers from  that  of  classic  Graves’  disease;  ie,  its 
onset  is  insidious  rather  than  abrupt,  patients 
are  less  nervous,  and  exophthalmos  is  virtually 
absent.  Radioactive  iodine  uptake  in  an  auton- 
omous solitary  nodule  often  is  normal  at  24 
hours,  even  in  a patient  with  hyperthyroidism. 

My  patient  was  euthyroid  clinically,  and  re- 
sults of  his  laboratory  studies  were  equivocal 
before  surgical  intervention.  The  PBI  level  was 
elevated,  but  the  T4I  value  was  in  the  normal 
range,  suggesting  that  the  nodule  was  secreting 
an  iodoprotein  which  was  included  in  the  PBI 
determination,  but  which  was  not  thyroxine. 
The  increased  FT4  level  was  not  pathognomonic 


of  hyperthyroidism.  The  decreased  PBI,  T4I, 
and  FT4  values  three  months  postoperatively 
suggested  either  a slow  return  of  function  in 
the  previously  suppressed  left  lobe  or  hyper- 
function  of  the  excised  tissue. 

As  is  often  true,  a nodule  which  seemed  soli- 
tary by  palpation  proved  to  be  multinodular. 
The  gross  and  microscopic  appearance  of  the 
excised  tissue  in  this  patient  was  that  of  multi- 
nodular goiter,  with  many  colloid-filled  macro- 
follicles lined  with  low  cuboidal  epithelium. 
When  these  macrofollicular  nodules  replace  the 
thyroid  parenchyma,  the  term  “adenomatous 
goiter’’  is  applied  because  some  nodules  are 
so  well  defined  that  they  resemble  true  adeno- 
mata. Children  with  adenomatous  goiter  usually 
are  euthyroid,**  but  adults  with  hyperfunction- 
ing solitary  thyroid  nodules  composed  of  adeno- 
matous tissue  may  have  thyrotoxicosis. 

Autonomous  thyroid  nodules  are  rare  in  chil- 
dren. Block,  et  al,2  reviewed  the  oases  of  five 
patients,  16  years  or  younger,  with  palpable 
solitary  or  dominant  autonomous  nodules;  one 
had  hyperthyroidism.  In  the  present  case,  a 
euthyroid  7-year-old  boy  had  an  adenomatous 
goiter  with  autonomous  function. 
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"The  State  Medical  Association  of  Texas  and 
its  meetings  and  the  inspiration  I have  got- 
ten from  them  have  meant  more  than  any- 
thing else  in  making  me  a success  and  I 
think  more  of  this  association  than  anything 
else  in  life  except  my  family,  and  my  hos- 
pital.” 

— Dr.  Scott  on  occasion  of 

attending  his  last  meeting 


Dr.  Scott 
and 

Dr.  White 


"Lead  us  not  into  temptation,  protect  us  as 
a profession  from  ever  reaching  that  point 
where  we  will  so  lightly  regard  a human  life 
as  to  allow  us  to  trade  and  traffic  in  the 
mortal  destiny  of  those  who  repose  confi- 
dence in  us." 


— Dr.  White  in  "A  Plea  for  a 
Square  Deal  for  the  Patient” 


*Be  honest  with  patients.  Tell  them  the 
truth.  Treat  them  as  you  would  a mem- 
ber of  your  family. 

*Be  as  progressive  scientifically  as  pos- 
sible within  the  bounds  of  safety  of  each 
individual  patient. 

^Charge  patients  a reasonable  fee.  The 
patienfs  individual  financial  status  must 
never  modify  the  kind  of  care  he  re- 
ceives. 

These  precepts,  set  down  75  years  ago 
by  Drs.  Arthur  Carroll  Scott  and  Ra- 
leigh R.  White,  still  guide  the  operations 
of  the  institution  they  founded — official- 
ly the  Scott  and  White  Clinic,  an  associa- 
tion affiliated  with  Scott  and  White  Me- 
morial Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation,  a non-profit  benev- 
olent, educational,  and  medical  research 
institute  in  Temple.  To  most  Texans, 
however,  the  name  is  simply  ‘‘Scott  and 
White." 

Arthur  Carroll  Scott  was  born  July  12, 
1865,  in  Gainesville,  Texas.  At  age  17, 
he  left  high  school  to  take  up  the  study 
of  medicine  with  Dr.  A.  H.  Conson,  a 
local  physician.  He  graduated  from 
Bellvue  Hospital  Medical  College  in 
New  York  in  1886,  and  after  serving  as 
an  intern  and  resident  at  Western 
Pennsylvania  Hospital  in  Pittsburgh,  he 
returned  to  Gainesville  where  he  took 
up  general  practice. 

Young  Dr.  Scott  came  to  Temple  in 
1892  as  chief  surgeon  of  the  Gulf, 
Colorado,  and  Santa  Fe  Hospital  Asso- 
ciation. The  same  year.  Dr.  Raleigh  R. 
White,  a native  of  Mississippi,  and  the 
son  of  a Baptist  minister,  began  prac- 
tice as  an  associate  of  Dr.  Shaw  in 
Cameron. 

White  was  born  Dec.  10,  1871.  His 
family,  as  ministers’  families  were  wont 
to  do  in  those  days,  had  moved  about 
in  Mississippi  and  Texas.  While  they 
were  living  in  Lockhart,  White  entered 
Baylor  University.  Later  he  was  grad- 
uated from  Tulane  University  School  of 
Medicine  in  New  Orleans. 


106 


TEXAS  MEDICINE 


The  two  young  physicians  met,  and 
in  1894,  after  a competitive  internship 
examination,  Dr.  White  joined  Scott  as 
house  surgeon  for  the  Santa  Fe.  In 
1897,  they  became  full  partners,  and 
began  the  work  which  would  earn  them 
a prominent  place  in  Texas  medical 
history. 

From  1898  until  1904,  the  two  or- 
ganized and  supervised  the  develop- 
ment of  Kings  Daughters  Hospital  in 
Temple,  all  the  while  continuing  work 
with  the  Santa  Fe.  In  1904,  they  or- 
ganized Temple  Sanitarium — now  Scott 
and  White  Memorial  Hospital — and  the 
Temple  Sanitarium  Training  School  for 
Nurses,  now  called  the  Scott  and  White 
Department  of  Nursing. 

From  the  beginning,  it  was  obvious 
that  the  two  physicians  were  going  to 
be  stand-outs  in  the  profession.  Their 
first  interest  was  surgery,  but  the  idea 
of  the  knife  was  unpalatable  to  the 
public  in  those  early  days,  and  they 
augmented  their  surgery  practice  with 
the  practice  of  general  medicine. 

Dr.  Scott  went  a long  way  toward 
dispelling  the  misgivings  of  the  public 
toward  surgery,  however,  with  two  op- 
erations he  performed  early  in  his 
career.  One,  according  to  Fred  K. 
Stroup,  bookkeeper  and  administrator 
for  the  doctors,  was  a procedure  in 
which  Dr.  Scott  saved  the  life  of  a man 
whose  throat  had  been  cut,  severing 
the  trachea  and  jugular.  The  other  was 
reported  in  one  of  Dr.  Scott’s  first  pub- 
lished papers. 

Entitled  “Report  of  a Case  of  Gun- 
shot Wound  of  the  Abdomen  Necessi- 
tating Resection  of  Fourteen  Inches  of 
the  Gut,  Followed  by  Recovery,”  the 
paper  was  read  before  the  State  Medi- 
cal Association  of  Texas  and  published 
in  1898.  In  the  paper.  Dr.  Scott  de- 
tailed the  case  of  a 45-year  old  lumber 
merchant  who  accidentally  discharged 
one  barrel  of  a loaded  shotgun  into  his 
abdomen.  Part  of  the  shot  exited  from 


the  lumbar  region,  but  a substantial 
portion  remained  lodged  in  the  man’s 
body. 

Dr.  Scott  saw  the  patient  about  an 
hour  and  a half  after  the  accident,  and 
immediately  began  preparations  for 
surgery.  Almost  three  hours  later,  with 
the  assistance  of  three  other  physi- 
cians, he  began  surgery.  Dr.  Scott’s 
narrative  communicates  the  tension  of 
what  must  have  been  a dramatic  sit- 
uation. 

“The  incision  through  the  muscular 
tissue  and  peritoneum  was  made  trans- 
verse to  the  one  mentioned  and  parallel 
with  the  rectus,  near  its  border,  about 
six  inches  in  length.  Owing  to  great 
tension,  the  intestines  rolled  out  quick- 
ly, and  it  was  readily  seen  that  many 
perforations  had  taken  place.  All  the 
intestine  that  could  be  readily  with- 
drawn from  the  abdomen  was  quickly 
wrapped  in  warm  steril  [«c]  towels.  A 
systematic  search  for  perforations  was 
now  begun  as  the  intestines  were  rinsed 
with  steril  [sic]  water  and  returned  to 
the  abdomen.  The  first  perforation,  be- 
ginning from  below,  was  found  about 
two  feet  from  the  illiocaecal  [5fc]  valve. 
It  and  others,  about  seven  in  number, 
were  closed  with  one  Lambert  [«c]  con- 
tinuous suture.” 

One  section,  about  six  to  eight  feet 
from  the  valve,  was  so  extensively 
damaged  that  a large  resection  was 
necessary.  Anastomosis  was  effected 
with  a Murphy  button,  surrounded  by  a 
row  of  Lembert  sutures.  The  intestines 
were  returned  to  the  cavity,  after  be- 
ing rinsed  with  sterile  water  and  the 
peritoneum  and  muscular  wall  were 
closed  with  sutures. 

“Considerable  peritonitis  followed,” 
reported  Dr.  Scott,  “and  the  patient 
vomited  almost  incessantly  during  the 
first  four  or  five  days.”  Vomiting  and 
peritonitis  then  gradually  gave  way. 

A large  amount  of  sloughing  took 
place  in  the  skin  and  subcutaneous 


tissue,  and  at  one  time,  the  open 
wound  measured  about  six  by  ten 
inches.  A separation  of  muscular  wall 
occurred,  resulting  in  a hernia  covered 
by  nothing  but  peritoneum.  The  hernia 
was  counteracted  however,  and  slough- 
ing stopped  before  the  end  of  the  third 
week. 

On  the  21st  day,  the  button  passed 
from  the  rectus  and  soon  the  patient 
was  able  to  walk  about  and  visit  with 
neighbors. 

Dr.  White  operated  on  a railroad 
worker  who  recovered  after  being  im- 
paled by  a crowbar.  When  the  man  was 
struck  by  a rolling  flatcar,  the  crowbar 
he  was  using  was  driven  into  the 
ground,  through  his  body,  and  became 
lodged  in  the  floor  of  the  flatcar.  News 
of  this  employee’s  miraculous  survival 
traveled  rapidly  up  and  down  the  Santa 
Fe  lines. 

Dr.  Scott’s  papers  followed  one  an- 
other in  rapid  succession,  until  by  the 
time  of  his  death  in  1940,  he  had  pub- 
lished a total  of  36  articles  and  read, 
but  not  published,  70.  Meanwhile,  the 
hospital  continued  to  flourish  and  grow. 

In  1906,  Dr.  Claudia  Potter,  one  of 
the  first  female  physicians  in  the  state, 
joined  the  staff,  as  its  first  full-time 
anesthesiologist.  In  1908,  after  a 
course  at  John  Hopkins,  Dr.  Potter 
directed  the  first  use  of  gas  anesthesia 
in  the  state,  after  only  three  physicians 
in  the  country  had  used  it.  The  hospi- 
tal building  was  expanded  in  the  same 
year. 

Dr.  White,  always  characterized  as 
the  skilled  practitioner  of  known  tech- 
niques, as  opposed  to  his  partner’s 
penchant  for  innovation,  managed  the 
financial  and  administrative  affairs  of 
the  growing  institution. 

Bookkeeper  Stroup  described  the 
partnership.  “Their  life  habits  were  dif- 
ferent, their  religious  and  political  align- 
ments were  different — but  regardless 
of  all  their  differences,  they  were  as 
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devoted  and  loyal  to  each  other  as  t\wo 
men  could  be  and  they  \worked  together 
harmoniously.  They  worked  together 
with  utmost  confidence  and  good  will 
toward  each  other — truly  as  finespirited 
a partnership  as  one  may  ever  hope  to 
see.” 

The  partners  placed  all  income  de- 
rived from  the  hospital  in  a single  ac- 
count and  drew  from  it  throughout  the 
year  as  necessary.  At  the  end  of  the 
year,  the  physician  who  had  drawn  out 
the  least  money  withdrew  an  amount 
sufficient  to  make  the  two  incomes  the 
same. 

During  these  years,  Dr.  Scott  had 
been  experimenting  with  great  success 
with  the  technique  he  was  to  become 
famous  for — the  use  of  the  electric 
cautery  or  "hot  knife”  in  surgery.  Es- 
pecially interested  in  the  surgical  treat- 


ment of  cancer.  Dr.  Scott  felt  that  the 
use  of  cautery  was  one  of  the  best 
means  of  excising  cancerous  growths, 
while  preventing  metastases  and  in- 
fection of  open  wounds. 

When  he  read  his  paper  “Steriliza- 
tion of  Cancer,”  before  the  Section  on 
Surgery  of  the  State  Medical  Associa- 
tion, in  1911,  however,  his  description 
of  the  treatment  of  seven  cases  of 
cancer  with  cautery  was  ill-received. 
Consequently,  the  paper  was  withheld 
from  publication,  and  Dr.  Scott  waited 
until  1921  to  make  another  published 
report  on  the  procedure  which  was  to 
become  so  common. 

In  1911,  Dr.  G.  V.  Brindley,  Sr., 
joined  the  staff,  and  in  1912,  the  hos- 
pital was  expanded  again.  A cloud 
loomed  over  the  horizon,  however.  Dr. 
White  suffered  a heart  attack  in  1916. 


He  went  to  Baltimore  for  consultation, 
and  stayed  for  some  time.  Upon  his  re- 
turn, he  called  on  Mr.  Stroup. 

"He  told  me  about  his  condition  and 
what  the  doctors  at  Baltimore  thought,” 
Stroup  reported.  “They  had  sought  to 
encourage  him,  but  he  felt  sure  the 
attack  was  an  angina,  and  he  told  me 
the  probabilities  were  that  he  would 
die  within  12  months.”  Dr.  White  con- 
tinued work  more  doggedly  than  ever. 
Oftentimes,  he  would  return  to  the  hos- 
pital to  work  at  night  at  his  desk. 

“Instead  of  resting  when  he  got 
tired,  he  would  take  a chew  of  tobacco 
and  keep  going,”  Stroup  says.  “It  was 
an  exhaustive  routine,  but  that  seemed 
to  be  the  way  he  wanted  it.” 

When  the  crisis  came.  Dr.  Scott,  in 
an  attempt  to  save  Dr.  White,  arranged 
for  Dr.  Edward  Randall  of  Galveston  to 


Formerly  a Catholic  convent,  this  buiiding 
was  Temple  Sanitarium’s  second  site.  The 
convent  stands  on  the  grounds  of  the  old 
Scott  and  White  Hospital,  and  with  additions, 
is  now  recognizable  as  the  old  Main  Building. 
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come  to  Temple.  Because  the  highways 
were  covered  with  ice,  the  Santa  Fe 
ordered  that  the  tracks  be  cleared  for  a 
special  train  to  carry  him.  The  record- 
breaking  trip  from  Galveston  to  Temple 
was  made  in  three  and  one-half  hours, 
but  Dr.  White  had  died  before  the  train 
arrived.  The  date  was  March  2,  1917. 
Dr.  White  was  a victim  of  angina  pec- 
toris. 

All  business  houses  in  Temple  closed 
for  the  funeral  and  over  a thousand 
people  turned  out  on  a cold,  damp  day 
to  say  goodbye  to  Dr.  White.  The  Texas 
State  Journal  of  Medicine  contains  this 
comment:  “Dr.  White’s  skill  in  surgery 
was  widely  accepted  and  his  whole  pro- 
fessional life,  thought,  and  energy  have 
been  devoted  to  perfecting  his  pro- 
ficiency for  the  good  of  humanity.  A 
great  constructive  force  in  Texas  was 
laid  to  rest  with  the  body  of  Dr.  White” 

Dr.  Scott,  acting  in  accordance  with 
Dr.  White’s  wishes,  bought  Dr.  White’s 
interest  in  the  hospital  from  his  family 
and  took  over  its  management.  Later, 
part  of  these  assets  were  sold  to  Drs. 
Sherwood  and  Brindley. 

The  institution  continued  its  growth 
uninterrupted,  and  Dr.  Scott’s  reputa- 
tion grew  as  well.  Always  dedicated  to 
the  concept  of  organized  medicine.  Dr. 
Scott  was  active  in  the  state  associa- 
tion, serving  as  Councilor  of  the  Twelfth 
District  from  1910  until  1919.  He 
served  as  president  in  1924-25,  and  in 
1926,  became  chairman  of  the  Council 
on  Scientific  Work,  a position  he  held 
until  his  death. 

In  1921,  Dr.  Scott  read  his  paper 
“Curability  of  Cancer,  With  Report  of 
Four  Hundred  Cases  Treated  by  Cau- 
tery,” before  the  Section  on  Surgery  in 
Dallas.  “There  is  nothing  in  technique 
more  fatal  to  success  than  contamina- 
tion of  a fresh  wound  presenting  in- 
numerable exposed  lymphatic  chains 
and  capillary  blood  vessels.  The  certain 
destructive  effect  of  intense  heat  upon 
any  diseased  tissues  touched  and  the 
cloture  by  heat  of  lymphatic  vessels 
impresses  me  as  giving  the  greatest 


possible  security  against  contamination 
and  further  metastasis  of  cancer  cells 
during  any  surgical  procedure,”  he 
read. 

This  time,  the  paper  and  its  report 
of  numerous  successes  achieved  by 
use  of  cautery  was  accepted  by  the 
profession.  Dr.  Scott  became  known  as 
an  authority  on  the  surgical  treatment 
of  cancer.  His  efforts  to  educate  the 
public  about  the  disease  had  long  been 
known. 

In  1915,  he  had  presented  a paper 
entitled,  “What  the  Public  Should  Know 
About  Cancer,”  in  which  he  urged 
physicians  and  public  alike  to  face  up 
to  the  growing  incidence  of  the  disease. 
“The  public  should  be  made  aware  of 
the  fact  that  more  than  75,000  people 
die  annually  of  this  disease;  that  after 
they  have  passed  the  age  of  forty,  can- 
cer is  more  frequent  than  tuberculosis, 
pneumonia,  or  typhoid  fever,  and  above 
all  else,  they  should  know  that  it  is  a 
preventable  disease  and  a curable  dis- 
ease. There  are  some  members  of  the 
profession  who  may  gasp  at  these  un- 
qualified declarations,  without  stop- 
ping to  think  of  the  various  predispos- 
ing causes  of  cancer  which  may  be 
easily  remedied,  and  who  fail  to  con- 
sider the  fact  that  cancer  is  always 
purely  local  in  its  beginning  and  there- 
fore amenable  to  surgical  cure.” 

Dr.  Scott’s  last  years  were  busy 
ones.  He  devoted  his  attention  to  or- 
ganized medicine  and  the  Council  on 
Scientific  Work,  to  his  hospital,  his 
family,  and  to  his  hobbies  of  rock  col- 
lecting and  music.  He  thought  the  chief 
asset  of  the  hospital  was  its  staff  of 
trained  nurses  and  specialists,  and  it 
was  often  said  that  Dr.  Scott  treated 
the  staff  as  a big  family.  He  always 
had  time  for  students  and  encouraged 
young  people  to  enter  the  health  care 
professions. 

When  he  died  in  1940,  students 
were  his  pallbearers  and  the  business 
houses  of  Temple  closed  for  his  funeral 
as  they  had  for  Dr.  White’s. 

Dr.  Brindley,  speaking  of  Scott  after 


his  death,  perhaps  characterized  the 
great  physician  as  well  as  anyone  when 
he  said,  “His  was  the  optimism  of  faith 
in  mankind.  A personality  that  achieved 
self-confidence  and  poise,  one  who  had 
succeeded  in  banishing  fear  and  worry; 
one  who  looked  the  world  calmly  in  the 
face,  serene  and  ready  for  what  might 
come  his  way.  The  Scott  and  White 
Hospital  was  his  dream,  and  his  opti- 
mism contributed  much  to  that  dream.” 
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The  second  annual  "National  Cancer 
Week,”  sponsored  Nov.  12-18,  1922,  by 
the  American  Society  for  the  Control 
of  Cancer,  was  the  occasion  for  the  edi- 
tor of  the  Texas  State  Journal  of  Medi- 
cine, now  Texas  Medicine,  to  devote  a 
large  part  of  the  November  issue  to  the 
topic  of  cancer. 

■ “The  story  of  Cancer  is  of  impor- 
tance to  the  public,”  said  the  editor, 
“because  that  disease  is  quite  the  most 
fatal  disease  prevalent  today.  It  is  said 
that  it  is  99  per  cent  fatal  if  allowed  to 
run  its  course.  There  are  90,000  deaths 
each  year,  or  in  other  words,  one  every 
six  minutes  . . . There  were  76,433 
soldiers  during  the  recent  war  who  lost 
their  lives  from  wounds  and  disease, 
according  to  the  War  Department.  Dur- 
ing the  same  time  statistics  show  that 
approximaely  180,000  of  our  people 
died  from  cancer.” 

The  editor  reported  that  the  most 
prevalent  form  of  cancer  “is  that  of 
the  intestinal  canal,  including  the  liver, 
which  accounts  for  47,000  deaths  an- 
nually.” Other  leading  forms  of  the 
disease  included  that  of  the  “female 
generative  organs,”  the  breast  and  can- 
cer of  the  mouth,  tongue  and  skin, 
which  accounted  for  7,000  deaths. 

Texas  physicians  were  urged  to  join 
the  campaign  to  educate  the  public, 
and  the  editor  condemned  those  who 
hesitated  to  inform  patients  of  possible 
pre-cancerous  or  cancerous  conditions. 

“The  physician  of  this  day  and  time 
who  will  not  inform  himself  on  the 
subject  of  cancer  to  the  extent  that  he 
will  at  least  recognize  pre-cancerous 
conditions  and  appreciate  the  serious- 
ness of  the  warnings,  should  be  denied 
the  privilege  of  practicing  medicine. 
The  physician  who  will  temporize  with 
cancer  in  any  of  its  stages,  particularly 
in  the  beginning,  when  it  is  beyond 
any  doubt  curable,  or  who  will  advise 
a patient  with  a suspicious  lesion  to 
wait  for  developments,  should  be  held 
seriously  to  task  for  the  exercise  of 
extremely  faulty  and  hurtful  judgment. 
The  physician  who  will  receive  a patient 
suspected  of  harboring  cancer  or  pre- 
cancerous  lesions,  and  who  fails  to 
make  the  thorough  examination  re- 
quired, should  pause  to  consider  the 
role  he  is  playing  in  a possible  fatal 
issue.” 

Members  of  the  Cancer  Committee 
of  the  State  Medical  Association  were 


Drs.  I.  L.  McGlasson,  San  Antonio, 
chairman;  A.  A.  Ross,  Lockhart;  C.  A. 
Gray,  Bonham;  W.  N.  Wardlaw,  Chil- 
dress; A.  C.  Scott,  Temple;  and  N.  A. 
Poth,  Seguin. 

■ Scientific  articles  in  the  November 
issue  also  concentrated  on  cancer.  Dr. 
James  E.  Thompson,  Galveston,  wrote 
on  “Cystic  Disease  of  the  Breast”;  Dr. 
John  T.  Moore  of  Houston  explained 
the  treatment  of  cancer  of  the  breast 
with  a combination  of  surgery,  radium, 
and  x-ray;  and  Dr.  James  T.  Case's 
paper  on  “the  New  Roentgenotherapy 
in  Gynecology”  was  published. 

■ In  the  back  pages  of  the  journal, 
it  was  announced  that  the  Texas  Na- 
tional Guard  was  forming  a medical 
regiment  under  the  direction  of  Lt.  Col. 
J.  J.  O'Reilly,  chief  medical  officer. 
The  regiment  was  to  be  made  up  of 
a headquarters  company,  a field  hos- 
pital, two  ambulance  companies,  two 
sanitary  companies,  one  mobile  labora- 
tory section,  one  medical  supply  unit 
and  one  veterinary  unit.  Physicians  in- 
terested in  serving  were  urged  to  con- 
tact Col.  O'Reilly,  “giving  in  detail  their 
experience  and  service,  and  their  re- 
quirements as  to  rank.” 


110 


TEXAS  MEDICINE 


MEDICAL  ARTS  CUNIC  of  Corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AV\rrREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

JAMES  T.  KILDUFF,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  M.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.AC.R. 
Thomas  S.  Lipscomb,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
NoiTnan  L.  Presley,  M.D.,  M.A.C.R, 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg. 


Offices: 

■ 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery : 

Internal  Medicine: 

Obstetrics  and  Gynecology : 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Ruckei’,  M.D. 

J.  S.  O’Hare.  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  K.  Willms,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Pediatrics : 

Orthopedic  Surgery : 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong.  M.D. 

Radiology  and  Radioactive  Isotopes  : 

Urology : 

Pathology : 

L.  W.  Ralston,  M.D. 

H.  F.  Rives,  M.D. 

Harbert  Davenport,  Jr.,  M.D. 

J.  G.  Casey 

Anesthesiology : 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 

Volume  68,  November,  1972 


111 


Report  from 
Scandinavia 


In  June,  1972,  the  Texas  Medical  Asso- 
ciation sponsored  a members’  tour  of 
the  Scandinavian  Countries — Sweden, 
Denmark,  and  Finland.  Besides  being 
the  “home  of  the  midnight  sun,”  these 
nations  are  sometimes  cited  as  work- 
ing models  of  the  successful  practice 
of  socialized  medicine. 

Dr.  John  D.  Martin,  El  Paso,  vice- 
president  of  the  Association,  went 
along  on  the  tour,  and  took  time  to 
observe  the  workings  of  the  health  care 
delivery  systems  in  each  of  the  coun- 
tries. What  follows  is  a report  of  his 
observations  on  Denmark,  Finland,  and 
Sweden,  gleaned  from  lectures,  tours, 
and  interviews  with  physicians  in  the 
Scandinavian  countries. 

by  John  D.  Martin,  MD 
Vice-President, 

Texas  Medical  Association 
Dr.  Nils  Rosdahl,  assistant  physician 
to  the  National  Health  Services  of 
Denmark,  says  that  counting  the  num- 
ber of  doctors  engaged  in  various 
aspects  of  administrative  and  research 
\work,  there  is  about  one  physician  for 
each  600  persons  in  Denmark.  Though 
this  is  a higher  rate  than  we  have  in 
the  United  States,  Dr.  Rosdahl  ex- 
pressed the  hope  for  a 100%  increase 
in  general  practitioners  within  the  next 
decade. 

In  Denmark,  the  general  practitioner 
has  the  basic  role  in  health  care  deliv- 
ery. It  is  very  nearly  compulsory  to  see 
the  general  practitioner  before  going 
on  to  a specialist  or  entering  the  hos- 
pital. The  family  doctor  is  also  the 
local  agent  for  carrying  out  govern- 
ment public  programs,  from  which  he 
derives  extra  income.  But,  despite 
this  preeminence,  Denmark  is  short 
of  general  practitioners. 

There  are  approximately  2,000 
specialists  and  nearly  all  are  in 
hospital  jobs  with  no  office 
practice  as  we  know  it.  The 
department  chiefs  are  civil 
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servants  on  permanent  tenure  and  can 
only  be  dismissed  after  a trial.  Most  of 
the  specialists  work  a 35-hour  week — 
there  is  no  monetary  incentive  for  over- 
time. There  is  little  or  no  competition 
for  patients  and  all  doctors  have  a 
mandatory  retirement  age  of  70. 

Curiously,  in  a land  of  government 
medicine,  the  actual  practices  do  not 
belong  to  the  government  but  are 
under  much  tighter  ownership  by  the 
doctor  or  his  heirs  than  is  the  case  in 
the  United  States.  Unless  a young  doc- 
tor can  find  a burgeoning  population 
center  where  no  other  physician  has 
located,  he  must  buy  a practice  from 
a retiring  physician  or  from  the  physi- 
cian’s estate. 

The  price  for  such  a practice  is  gen- 
erally twice  the  annual  income  of  the 
practice — $35,000  to  $40,000  in  US 
currency.  The  average  fee  for  an  office 
visit  is  $1.50,  and  for  a house  call, 
$2.50.  The  physician  with  2,000  to 
2,500  patients  will  earn  about  $9  from 
each  patient  or  a gross  of  $18,000  to 
$25,000  annually. 

Out  of  this  income,  the  physician 
must  pay  ail  expenses.  The  average 
doctor  pays  up  to  a 50%  income 
tax  rate,  with  earnings  comparable  to 
those  of  attorneys,  accountants,  and 
some  engineers. 

Among  the  expenses,  malpractice 
insurance  costs  only  $10  per  year.  Dr. 
Rosdahl  said  that  very  few  malpractice 
suits  were  ever  filed.  He  noted  that 
Danes  are  amazingly  tolerant  about 
their  health  care  system  and  will  ac- 
cept bad  habits  and  a poor  level  of 
competence  from  some  physicians  year 
after  year. 

The  Denmark  Medical  Association  is 
regarded  by  patients  and  govern- 
ment as  the  source  of  medical 
knowledge  and  arbiter  of  medical 
issues.  Dues  are  about  $200 
per  year  and  98%  of  Danish 
physicians  are  members.  The 
association  is  divided  into 
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"unions,” — probably  not  in  our  sense 
of  trade  unions — consisting  of  general 
practitioners,  specialists  and  public 
health  workers,  and  junior  members 
and  medical  assistants.  These  three 
groups,  through  the  parent  associa- 
tion, deal  with  the  government  of 
Denmark. 

There  is  a Danish  Hospital  Insur- 
ance, similar  to  the  American  Blue 
Cross-Blue  Shield,  whose  members  pay 
the  same  fee.  Danish  Hospital  Insur- 
ance is  paid  on  a sliding  rate  accord- 
ing to  the  income  of  the  contributor, 
and  takes  about  80%  of  the  health 
budget. 

In  Copenhagen,  patients  are  seen 
on  a capitation  basis,  and  are  per- 
mitted to  change  doctors  once  a year 
if  desired  because  of  changes  in  resi- 
dence or  employment.  One  shortcom- 
ing of  the  capitation  system  is  that 
one  doctor  might  have  2,500  patients 
— the  usual  number — who  are  relative- 
ly healthy  while  a physician  in  some 
other  area  might  be  under  a severe 
strain  with  the  same  number  of  pa- 
tients and  yet  be  paid  the  same. 

Outside  Copenhagen,  the  system  is 
based  on  half  capitation  and  half  fee- 
for-service,  paid  by  the  government. 
Dr.  E.  Holst,  chairman  of  the  Institute 
of  Social  Medicine  at  the  University  of 
Copenhagen,  believes  that  under  the 
existing  situation,  financial  reasons 
could  not  be  a factor  in  any  medical 
advice  given  in  his  country.  This  factor 
also  relates  to  medications,  since  the 
government  pays  three-fourths  of  the 
cost  of  all  "important”  drugs. 

The  principal  deterrent  to  visiting  a 
physician  in  Denmark  is  the  loss  of 
time  from  work  and  subsequent  illness, 
if  any.  Private  insurance  and  industrial 
compensation  for  loss  of  time  as  we 
know  it,  is  not  well-developed.  A pro- 
posal to  correct  this  situation  is  cur- 
rently receiving  favorable  attention. 

We  did  not  have  any  formal  lectures 
on  health  care  systems  in  Finland. 


However,  on  our  tour  through  the  clean 
and  modern  1,200-bed  Meilahli  Hospi- 
tal, we  had  opportunities  to  ask  ques- 
tions, Our  guide,  who  was  probably  of 
a staff  status  of  “junior  attending,” 
did  not  even  know  what  the  word 
“malpractice”  was,  and  he  spoke  ex- 
cellent English.  He  had  never  heard  of 
any  law  suits.  About  half  of  Finland’s 
doctors  are  in  private  practice  and 
there  are  apparently  enough  hospitals 
to  accommodate  their  patients. 

Although  we  visited  Sweden  first,  i 
have  saved  it  for  last.  Critics  of  Ameri- 
ca’s system  are  prone  to  hold  up  the 
system  in  Sweden  as  ideal.  Our  lecturer 
was  a gentleman  of  impeccable  cre- 
dentials: Arthur  Engel,  MD,  former  di- 
rector-general of  the  Swedish  National 
Board  of  Health  and  Welfare. 

The  annual  cost  of  medical  care  in 
Sweden  per  inhabitant  in  1971  was 
more  than  $400.  Costs  increased  at 
the  rate  of  11.7%  per  year  from  1960- 
69,  and  have  kept  increasing  since 
1969  at  a similar  rate.  In  1960,  the 
share  of  the  gross  national  product 
was  3.3%.  In  1969,  it  had  increased 
to  6.6%  of  a larger  GNP.  This  does 
not  include  the  cost  of  medical  care 
by  private  systems  which  still  hang  on 
in  Sweden.  Dr.  Engel  estimates  that 
the  total  health  bill  would  have  been 
8%  of  the  gross  national  product  in 
1969. 

About  10%  of  Sweden’s  doctors  are 
in  private  practice,  mostly  as  general 
practitioners.  They  seldom  can  work 
in  hospitals,  almost  all  of  which  are 
under  government  control.  When  the 
general  practitioner,  whether  private  or 
on  the  government  system,  sends  a 
patient  to  a hospital,  he  loses  all  touch 
with  the  patient. 

Most  doctors  adhere  rigidly  to  a 
40-hour  week  and  the  patient  cannot 
expect  continued  care  by  the  same 
physician  or  surgeon  while  he  is  hos- 
pitalized. Hospital  costs  run  from  $20 
to  $100  a day  and  one  of  the  most 


severe  problems  is  that  beds  for  the 
aged  often  block  access  to  beds  for 
patients  needing  immediate  care. 

The  government  doctors,  who  make 
up  about  90%  of  all  physicians,  are 
“officials  with  salary.”  Although  ap- 
pointments are  made  by  the  “King  in 
Council,”  this  does  not  entirely  elimi- 
nate the  pulling  of  political  strings.  A 
district  director  may  get  $20,000  per 
year,  and  a department  chief  in  a re- 
gional hospital  may  get  up  to  $40,000 
per  year.  There  is  no  incentive  pay- 
ment. 

About  54%  of  office  calls,  or  “out- 
patient visits,”  are  made  to  the  large 
regional  hospitals,  which  serve  one 
million  inhabitants.  Twenty  percent  visit 
district  hospitals,  which  serve  groups 
of  60  to  90  thousand  persons.  The  re- 
maining 26%  of  such  visits  are  made 
to  private  practitioners  who  make  up 
only  10%  of  the  total  physician  force. 

Dr.  Engel  thinks  that  in  order  to 
meet  the  increasing  costs  of  the  health 
system,  that  patients  should  be  re- 
quired to  “pay  something,”  and  that 
more  of  them  should  be  turned  back 
to  district  officers  and  private  practi- 
tioners. Patients  now  pay  $1.50  to 
$2.50  per  visit  in  addition  to  taxes  in 
order  to  bail  out  the  deficit. 

“This  was  my  work  and  I am  proud 
of  it,”  said  Dr.  Engel  in  closing,  “but 
the  child  is  having  growing  pains.” 
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Because  you 
practice 

medicine  in  the 
Lone  Star  State... 


You  cany  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
' gastritis  and  duodenitis. . . 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HCl),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
1 anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
. and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (Including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 

and  duodenitis 

TT  adjunctive 

Librax*^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
elinieally. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
cpoxide  hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 
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Eater’s  Digest,  The  Consumer’s  Fact- 
book  of  Food  Additives,  Michaei  F. 
Jacobson,  260  pp.,  illus,  Garden  City, 
N.Y.,  Doubleday  & Co.,  Inc.,  1972, 
$5.95. 

TODAY'S  FOODS  CONTAIN  more  than 
$485,000,000  worth  of  several  thou- 
sand food  additives,  says  Michael  F. 
Jacobson  (PhD,  microbiology)  in  his 
book.  Eater’s  Digest.  According  to  the 
author,  this  book  is  intended  “to  pro- 
vide the  average  eater  with  an  accu- 
rate, unbiased,  and  readable  report  on 
food  additives.” 

Jacobson’s  work  is  obviously,  and 
admittedly,  a response  to  the  consumer 
movement  in  the  United  States.  Just  as 
obviously,  the  author  is  a consumer 
advocate,  and  conversely,  anti-food  in- 
dustry— at  least  he  is  against  the  more 
blatant  attempts  of  convenience  food 
manufacturers  to  sell  ever  increasing 
amounts  of  foodstuffs  which  contain 
little  or  no  natural  ingredients. 

On  the  other  hand.  Eater’s  Digest  is 
not  the  sort  of  "scare”  book  which  one 
sees  so  often.  Additives  as  a group 
are  not  condemned,  and  if  a particular 
chemical  is  valuable,  or  necessary,  it  is 
reported  as  such.  The  stated  purpose 
of  providing  an  accurate  and  unbiased 
report  is  accomplished. 

In  addition,  the  work  is  definitely 
readable,  and  while  intended  for  a lay 
audience,  would  undoubtedly  be  of  in- 
terest to  the  physician.  It  is  divided 
into  three  major  sections.  The  first  ex- 
plains what  additives  are,  why  they  are 
used,  and  how  they  are  tested  for 
safety.  In  section  two,  the  author  re- 
ports on  100  of  the  most  commonly- 
used  additives,  explaining  what  they 
do,  whether  or  not  they  are  recognized 
as  “safe,”  and  what  tests  have  been 
performed  with  them.  The  third  sec- 
tion, which  will  probably  be  of  most 
interest  to  physicians,  is  devoted  to 
explaining  the  rules  and  regulations  of 
the  FDA  and  the  Department  of  Agri- 
culture. 

In  this  section,  Jacobson  details  the 
manner  in  which  standards  are  arrived 
at,  and  points  out  some  pitfalls  of  gov- 
ernment’s system  of  surveillance  over 
the  food  industry.  Minimum  standards 
for  several  common  foods  are  given. 

In  the  four  appendices,  the  author 
gives  a list  of  additives  which  are  gen- 


erally recognized  as  safe  (GRAS)  by  the 
FDA,  a list  of  additives  that  have  been 
banned,  a description  of  the  chemical 
formulas  of  some  additives,  and  a glos- 
sary which  defines  terms  used  in  the 
book,  and  jargon  of  the  food  industry. 
The  latter  is  most  useful  to  consumers 
who  wish  to  know  what  words  such  as 
“fortified”  on  a package  label  mean. 

Eater’s  Digest  is  a concise,  appar- 
ently objective,  and  highly  readable 
book.  Physicians  should  find  it  inter- 
esting, and  may  wish  to  recommend  it 
to  patients  with  questions  about  food 
additives. 

Is  It  All  In  Your  Mind?,  R.  Louis  Cope, 
125  pp.,  San  Antonio,  Naylor,  1972, 
$7.95. 

AS  THE  TITLE  SUGGESTS,  this  primer 
on  psychosomatic  diseases  would  be 
primarily  of  use  to  the  layperson.  It 
would  seem  suited  for  someone  mak- 
ing initial  contact  with  the  concept  of 
psychosomatic  medicine. 

After  brief  chapters  on  historical  ma- 
terial and  definition  of  psychosomatic 
medicine,  there  are  11  chapters  of  ap- 
proximately seven  to  ten  pages  each  on 
some  of  the  more  commonly  present- 
ing problems  as  seen  in  this  internist’s 
practice. 

The  chapters  are  organized  by  symp- 
tom rather  than  organ  system  (head- 
ache, itching  and  scratching,  back  ache, 
etc.),  written  in  non-technical  language, 
and  basically,  reflect  on  the  emotional 
component  of  each  symptom. 

DUANE  MILLER,  MD 
Dallas 

Bone  Tumors,  4th  ed.,  Louis  Lichten- 
stein, 431  pp.,  496  illus.,  St.  Louis, 
C.  V.  Mosby,  1972,  $24.50. 

THE  FOURTH  EDITION  of  Dr.  Lichten- 
stein’s excellent  book  has  been  brought 
up  to  date  in  all  chapters.  His  discus- 
sion of  the  new  concept  of  the  pathol- 
ogy of  adamantinoma  of  the  tibia  as 
dermal  inclusion  tumors  is  a good  ex- 
ample. The  book  has,  for  many  years, 
been  a standard  reference  in  bone 
tumor  pathology,  and  the  fourth  edi- 
tion maintains  that  status.  In  every 
chapter,  new  references  and  comments 
are  to  be  found. 

The  text  is  written  in  a concise  and 
meaningful  manner  and  is  directed 


both  to  the  pathologist  and  the  clini- 
cian. Dr.  Lichtenstein’s  concise,  de- 
scriptive English  makes  very  pleasant 
and  easy  reading. 

The  author’s  liberal  use  of  x-rays  and 
roentgenographic  description  empha- 
sizes the  necessity  of  including  a study 
of  the  roentgenogram  when  working  in 
bone  pathology.  The  author’s  short, 
concise  clinical  findings  coupled  with 
his  realistic  approach  to  prognosis  pro- 
vide the  reader  with  a complete  resume 
of  each  tumor. 

This  book  contains  numerous  illus- 
trations, particularly  good  x-ray  repro- 
ductions and  gross  bone  photographs. 
If  any  criticism  could  be  leveled  at  the 
fourth  edition  of  this  very  excellent 
book,  it  would  be  the  relatively  poor 
quality  of  photomicrographs  repro- 
duced in  black  and  white.  It  is  unfor- 
tunate that  reproduction  of  color  photo- 
graphs is  prohibitive  in  cost  in  publish- 
ing this  type  of  book. 

I believe  this  book  belongs  on  the 
reference  shelf  of  every  pathologist  and 
all  those  orthopedists  and  other  physi- 
cians interested  in  bone  tumors. 

JACK  P.  ABBOT,  MD 
Houston 
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MEDICINE  ANDTHE  LAW 

CHIROPRACTORS  DENIED  PAYMENT  IN  WORKMEN’S  COMPENSATION  CASE 


In  a recent  opinion  delivered  by  the 
Court  of  Civil  Appeals  for  the  Thirteenth 
Supreme  Judicial  District  of  Texas,  the 
Court  refused  to  order  the  insurance 
carrier  to  pay  for  the  services  of  two 
chiropractors  who  were  not  authorized 
by  the  company  in  a workmen’s  com- 
pensation case. 

The  facts  of  the  case,  styled  Juan  G. 
Olivarez  v.  Texas  Employer’s  Insurance 
Association,  show  that  the  claimant  Oli- 
varez alleged  he  sustained  compensa- 
ble accidental  injuries  to  his  left  foot 
and  low  back  while  working  as  a laborer 
for  a construction  company.  The  injury 
occurred  when  a wrench  on  which  he 
was  standing  while  tightening  a nut 
penetrated  the  sole  of  his  boot  causing 
a puncture-type  wound.  The  claimant 
alleged  that  the  injuries  resulted  in 
total  and  permanent  disability. 

The  evidence  shows  that  Mr.  Olivarez 
received  medical  treatment  at  Memor- 
ial Hospital  in  Corpus  Christi  immedi- 
ately following  the  injury.  At  the  hospi- 
tal, a medical  doctor  treated  the 
wound,  placed  Mr.  Olivarez  on  crutches 
and  prescribed  medication.  The  treat- 
ing physician  was  authorized  to  treat 
and  administer  to  the  claimant  by  the 
insurance  company. 

This  physician  referred  the  claimant 
to  an  orthopedic  surgeon  who  saw  him 
for  the  first  time  on  June  19,  1970. 
The  orthopedic  surgeon  examined  Mr. 
Olivarez  in  the  hospital  and  testified  at 
the  trial  that  the  claimant  "had  no  real 
trouble  with  body  movements."  He  also 
testified  that,  based  on  x-rays  taken, 
there  was  some  evidence  of  degenera- 
tion in  the  back.  The  physician  testified 
that  the  swelling  and  pain  in  Mr.  Oli- 
varez's foot  raised  a problem  known  as 
"reflex  dystrophy  of  the  foot."  At  the 
same  time,  he  thought  it  might  also 
represent  a low-grade  infection  of  the 
foot. 

Later,  the  claimant  became  ill  and 
was  sent  to  the  hospital  by  an  adjuster 
for  the  insurance  company.  There,  he 
was  examined  by  another  physician, 
who  x-rayed  Olivarez’s  foot  and,  on 
June  24,  1970,  surgically  removed  a 
piece  of  steel  from  it.  Mr.  Olivarez  was 
discharged  from  the  hospital  on  July 
10,  1970,  returning  to  the  operating 
physician  for  a follow-up  visit  on  July 
14.  He  failed  to  keep  a second  appoint- 
ment, scheduled  for  July  17. 

Afterwards,  Mr.  Olivarez  went  to  two 
chiropractors,  one  in  Robstown  and 


one  in  Corpus  Christi.  In  September, 
he  visited  the  orthopedic  surgeon  who 
gave  him  a 10%  disability  of  the  left 
lower  extremity.  On  Nov.  10,  1970,  the 
orthopedic  surgeon  examined  the 
claimant  again,  and  testified  that  in  his 
opinion  Olivarez  should  return  to  work. 
"I  thought  he  should  resume  general 
physical  activity,”  the  physician  testi- 
fied, "that  this  would  be  favorable  for 
the  recovery  of  function  in  the  foot, 
and  that  he  should  do  so  within  the 
limits  of  discomfort,  that  is,  try  to  relax 
his  activities  at  all  times." 

On  cross-examination  at  the  trial, 
Mr.  Olivarez  testified  that  he  had  not 
hurt  his  back  in  the  accident,  that  he 
did  not  fall  down,  and  that  the  injury 
was  “strictly  to  your  left  foot.” 

One  of  the  chiropractors  testified 
that  the  claimant  was  unfit  on  Sept. 
29,  1970,  to  perform  labor  involving 
lifting,  stooping,  and  bending,  due  to 
the  disc  problem  in  his  back.  The 
claimant  testified  that  he  had  been  un- 
able to  work  since  the  date  of  the  in- 
jury, but  the  chiropractor  refused  to 
state  that  the  claimant  had  received  a 
back  injury  on  May  28,  1970. 

The  orthopedic  surgeon  testified 
that,  based  on  his  examination  on  three 
separate  occasions,  it  was  his  opinion, 
based  on  “reasonable  medical  proba- 
bility, that  the  claimant  did  not  sustain 
an  additional  injury  to  his  back  on  May 
28,  1970,  nor  did  the  injury  to  his  foot 
aggravate  the  condition  in  his  back.” 

The  jury  found  that  Olivarez’s  injury 
was  limited  to  his  left  foot  and  that  he 
had  not  suffered  a total  loss  of  the  use 
of  that  foot  after  July  14,  1970.  Pro- 
ceeding from  this,  the  jury  found  that 
a period  of  partial  loss  (50%)  of  use 
of  the  left  foot  began  on  July  14,  1970, 
and  ended  on  Nov.  14,  1970.  A judg- 
ment of  $383.10,  based  on  the  maxi- 
mum compensation  of  $49  per  week, 
was  awarded  by  the  trial  court. 

Olivarez  appealed,  claiming  the  jury’s 
findings  were  against  the  great  weight 
and  preponderance  of  the  testimony, 
since  the  chiropractor  had  tesitfied  that 
his  back  condition  was  such  as  to  cre- 
ate a total  disability  on  Sept.  29,  1970. 
To  this  complaint,  the  court  stated, 
“we  cannot  say  that  the  jury’s  findings 
are  so  against  the  overwhelming  weight 
and  preponderance  of  the  evidence  as 
to  be  manifestly  wrong  and  unjust.” 

Olivarez  also  complained  of  the 
jury’s  award  of  no  compensation  to  the 


special  issue  which  inquired  "Find 
from  a preponderance  of  the  evidence 
the  reasonable  cost  of  necessary  medi- 
cal expenses  incurred  by  Juan  Olivarez 
to  date  as  a result  of  his  injury  of 
May  28,  1970.”  Olivarez  contended 
that  the  medical  bills  of  the  two  chiro- 
practors, totalling  $635,  were  reason- 
able and  necessary  and  that  the  un- 
contradictory evidence  was  that  these 
expenses  were  incurred  as  a result  of 
the  injury. 

The  court  disallowed  this  claim,  not- 
ing that  the  Workmen’s  Compensation 
Act  does  not  allow  an  employee  to  re- 
cover any  amount  expended  or  incurred 
by  him  unless  the  association  or  sub- 
scriber shall  have  notice  of  the  injury 
and  shall  have  refused,  failed  or  ne- 
glected to  furnish  medical  services 
within  a reasonable  time. 

The  court  also  noted  that  the  insur- 
ance company  had  authorized  treat- 
ment by  the  orthopedic  surgeon  and 
the  two  other  medical  doctors  and  had 
apparently  paid  their  bills.  On  the  other 
hand,  the  court  found  that  there  was 
no  evidence  in  the  record  that  the  in- 
surance company  had  authorized  treat- 
ment by  the  two  chiropractors. 

“Reviewing  all  of  the  testimony,” 
the  court  said,  “we  do  not  find  that  the 
appellee  insurance  company  refused, 
failed,  or  neglected  to  furnish  the  ap- 
pellant with  adequate  medical  care  and 
treatment  following  his  injury.”  The 
court  held  that  the  insurer  was  not 
liable  for  the  services  rendered  by  the 
chiropractors  under  the  facts  as  estab- 
lished, and  that  the  jury  was  warranted 
in  returning  such  a verdict. 

Based  on  this  opinion,  it  would  ap- 
pear that  the  rule  in  Texas  is  clear  that 
insurers  in  a workmen’s  compensation 
case  need  not  pay  for  chiropractors  un- 
less their  services  have  been  authorized 
by  the  company.  With  this  ruling,  per- 
haps a future  court  opinion  might  also 
find  that  advertising  by  chiropractors  to 
the  effect  that  they  are  “approved  for 
workmen’s  compensation  cases”  is 
false  and  misleading. 

PHILIP  R.  OVERTON,  LLB 
SAM  V.  STONE,  JR.,  LLB 
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PERSONALS 


Dr.  Porfirio  Lozano,  Jr.,  DO,  is  the  first 
osteopath  to  become  a member  of  a 
county  medical  society  and  the  Texas 
Medical  Association.  Dr.  Lozano,  now 
a resident  physician  in  Youngstown, 
Ohio,  has  been  approved  for  member- 
ship in  the  El  Paso  County  Medical 
Society  on  Leave  of  Absence  status. 

Dr.  Lozano  is  the  son  of  Dr.  Porfirio 
Lozano,  MD,  El  Paso  pediatrician. 

Dr.  Joe  T.  Nelson,  Weatherford,  has 
been  named  president-elect  of  the 
Southern  Medical  Association.  The  As- 
sociation is  composed  of  20,000  phy- 
sicians in  16  states. 

Dr.  Lee  Miller  has  been  appointed  as- 
sociate professor  of  pediatrics  at  The 
University  of  Texas  Medical  School  at 
San  Antonio.  Dr.  Miller  comes  to  Texas 
from  the  University  of  Pittsburgh,  (Pa.). 

Dr.  Charles  F.  Gregory  has  been  in- 
stalled as  president  of  the  American 
Orthopedic  Association.  Dr.  Gregory  is 
the  William  B.  Carrell  Scottish  Rite 
professor  and  chairman  of  orthopedic 
surgery  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

Dr.  William  A.  Spencer,  Houston,  was 
presented  with  the  Gold  Key  Award  by 
the  1,700-member  American  Congress 
on  Rehabilitation  Medicine  at  the  or- 
ganization’s annual  session  in  Denver. 
The  award  is  the  Congress’  highest 
honor. 

H,  D.  Eakman,  San  Angelo,  has  been 
installed  as  the  1972-73  president  of 
the  Texas  Pharmaceutical  Association. 

Dr.  H.  William  Diserens,  associate  pro- 
fessor of  pediatrics  at  UTMSSA,  has 
been  awarded  a $110,000  grant  from 
the  Department  of  Health,  Education 
and  Welfare  for  the  support  of  the  in- 
tensive care  program  for  high  risk  in- 
fants in  the  Bexar  County  Hospital  Dis- 
trict. 

Dallas  internist  Dr.  C.  F.  Hamilton  has 
been  appointed  chairman  of  the  Health 
Panel  of  the  Community  Council  of 
Greater  Dallas.  Dr.  Hamilton  is  former 
president  of  the  Dallas  County  Medical 
Society. 


A basic  research  grant  of  $39,700  from 
the  National  Science  Foundation  has 
been  awarded  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences at  Houston  to  study  visual  per- 
ception, Dean  Alfred  G.  Knudson,  Jr. 
has  announced. 

The  two-year  study  involves  the 
chemical  nature  of  “how  visual  infor- 
mation is  handled  very  early  in  the 
seeing  process — a stage  no  one  under- 
stands at  all,”  says  neural  sciences 
professor  Robert  M Benolken,  PhD, 
the  project’s  principal  investigator. 
“We  are  studying  how  information  in 
light  is  converted  into  electrical  infor- 
mation that  the  optic  nerve  carries  to 
the  brain.” 

Dr.  Murray  M.  Copeland,  professor  of 
surgery  (oncology)  at  The  University  of 
Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston  has  re- 
ceived the  Distinguished  Service  Award 
of  the  American  Cancer  Society. 

Dr.  David  Paton,  Houston,  has  been 
elected  to  the  Board  of  Governors  of 
the  American  College  of  Surgeons.  Oth- 
er Texas  Governors  are  Drs.  Joe  D.  Gil- 
bert, Austin:  Albert  W.  Hartman,  San 
Antonio;  Robert  C.  Hickey,  Houston; 
Wishard  S.  Lorimer,  Jr.,  Fort  Worth; 
and  William  D.  Seybold,  Houston. 

Dr.  Hickey  was  reelected  vice-chair- 
man of  the  Board  of  Governors. 

Dr.  John  D.  Nelson,  professor  of  pedi- 
atrics at  The  University  of  Texas  South- 
western Medical  School  at  Dallas,  re- 
cently authored  an  editorial  on  the  need 
for  stepped-up  efforts  in  the  detection 
and  treatment  of  gonorrhea.  The  edi- 
torial appeared  in  the  August  issue  of 
the  American  Journal  of  Diseases  of 
Children,  a publication  of  the  Ameri- 
can Medical  Association. 

Drs.  W.  B.  Swift  and  Thomas  L. 
Shields,  Fort  Worth,  will  be  honored  as 
distinguished  alumni  by  The  University 
of  Texas  at  Arlington  during  the 
school’s  homecoming  festivities  in  No- 
vember. Dr.  Swift,  a general  surgeon, 
is  retired.  Dr.  Shields  is  chief  of  der- 
matology at  Harris  Hospital  in  Fort 
Worth. 


Dr.  Alexander  McCracken  has  been  ap- 
pointed professor  of  pathology  at  The 
University  of  Texas  Medical  School  in 
Houston,  and  director  of  clinical  lab- 
oratories at  Hermann  Hospital. 

Dr.  Edwin  L.  Rippy,  Dallas  internist, 
has  announced  that  he  will  retire  from 
the  State  Board  of  Education  when  his 
term  expires  Dec.  31.  Dr.  Rippy  has 
served  on  the  board  since  1966. 

C.  Lincoln  Williston,  executive  secretary 
of  the  Texas  Medical  Association,  has 
accepted  an  appointment  as  a member 
of  the  AMA  Ad  Hoc  Advisory  Committee 
on  Federal-State  Legislation.  Seven  oth- 
er state  and  county  medical  society  ex- 
ecutives have  agreed  to  serve  on  the 
committee,  which  will  guide  the  AMA  in 
developing  methods  “to  expedite  corre- 
lation of  legislative  activities.” 


PAMPHLETS 

A comprehensive  manual  on  the  Pro- 
fessional Uses  of  Adhesive  Tape  has 
been  published  by  Johnson  & Johnson. 
The  124-page  manual  is  a compendium 
of  the  important  facts  concerning  adhe- 
sive tapes  and  taping  techniques  used 
in  a wide  range  of  clinical  situations. 

The  publication  is  designed  for  use 
by  medical  educators  and  students,  in- 
terns, physicians  and  surgeons,  nurses 
and  paramedical  personnel. 

Included  in  the  manual  are  taping 
procedures  for  surgical,  orthopedic  and 
first  aid  applications,  as  well  as  the 
basic  principles  of  tape  handling,  pa- 
tient preparation,  tape  application  and 
removal. 

Of  particular  interest  to  physicians 
are  sections  on  the  selection  of  the 
right  tape  for  a given  procedure  and 
the  use  of  adhesive  tape  for  prevention 
and  treatment  of  athletic  injuries.  The 
manual  includes  illustrations. 

Professional  Uses  of  Adhesive  Tape 
is  available  from  the  TMA  library  and 
by  writing  Adhesive  Tape  Manual,  J- 
205,  Johnson  & Johnson,  New  Bruns- 
wick, N.J.  08903.  There  is  no  charge. 
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Dia3nosis:  Problem  Drinking 
Rx:  La  Hacienda 


The  staff  of  La  Hacienda,  jn  Hunt, 
Texas,  has  a very  practical  defini- 
tion of  the  problem  drinker.  To 
them,  a person  is  having  difficulties 
when  he  (or  she)  discovers  that 
alcohol  interferes  with  his  (or  her) 
private  or  professional  life.  For 
such  people.  La  Hacienda  offers  a 
much-needed  private  treatment 
facility  for  alcoholism. 

La  Hacienda: 

Broad  Spectrum  Treatment 

Until  La  Hacienda,  those  willing 
and  able  to  pay  for  private  treat- 
ment of  drinking  problems  have 
had  few  places  to  go. 

La  Hacienda  offers  a broad-spec- 
trum program  designed  to  change 
the  life  style  of  the  problem  drink- 
er. Only  by  re-structuring  his  life  is 
any  long-term  recovery  possible. 

La  Hacienda: 

Residential  Treatment  Pro3ram 

Patients  check  into  La  Hacienda  for 
an  individually  determined  length 
of  time,  normally  four  weeks.  Dur- 


ing this  period,  they  will  re-learn  a 
more  healthful  life  style,  through 
habit,  attitude  and  goal  training. 
Techniques  for  this  period  of  re- 
flection include  individual,  group 
and  family  psychiatric  and  psycho- 
logical therapy,  as  well  as  complete 
medical  services. 

The  program  is  administered  by 


an  experienced  full-time  medical 
and  psychological  staff. 

La  Hacienda: 

Place  To  Relax  And  Re-Learn 


ming  pool,  golf  course,  tennis  and 
riding  facilities  plus  outdoor  sports 
on  the  Guadalupe  River. 

Facilities  for  husband  and  wife  are 
available  and  each  patient  is  housed 
in  a motel-style  room. 

Comfortable  dining  facilities  and 
exceptional  cuisine  are  featured. 
Social  and  religious  activities  are 
regularly  scheduled. 

Thus,  the  patient  has  an  opportu- 
nity to  relax  within  a pleasant  en- 
vironment while  seeking  a solution 
to  his  problem. 

La  Hacienda:  A Shared  Concern 

Consultations  between  the  resident 
physician  and  the  referral  source 
are  an  integral  part  of  the  program. 
Clients  are  returned  to  their  com- 
munity with  appropriate  follow-up 
information  and  recommendations. 


While  involved  in  therapy,  the 
patient  can  enjoy  the  complete 
recreational  facilities  of  the  treat- 
ment center.  These  include  swim- 


La Hacienda:  Whatib  Do 

Please  use  the  coupon  below  to 
obtain  more  information  on  the 
detailed  program. 


La  Hacienda  Hunt,  Texas  78024 

Telephone  512-238-4222 

Please  send  me  more  information  on  the  facilities,  pro- 
grams of  treatment,  and  cost  at  La  Hacienda.  I under- 
stand there  is  no  obligation. 

Name 


Address, 


City. 


State. 


Zip 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


ELI  R.  CREWS 

San  Antonio  1912-1972 


CAROLINE  CROWELL 
Austin  1893-1972 


IN  MEMORIAL 


RICHARD  A.  FRANKEL 
Houston  1926-1972 


MALCOM  W.  HARRISON 
Houston  1909-1972 


ALBERT  McGinnis 
Dallas  1923-1972 


ROBERT  G.  WAGNER 
Houston  1909-1972 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more  than 
10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500  films  each 
year  to  physicians,  students,  and  to  those  seeking  information  related  to 
medicine  and  health  care.  The  resources  of  the  Library  include  60,000 
volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than  1,300 
professional  journals  are  received  monthly.  Services  are  provided  without 
charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 

Name Name 

Address Address 

City  and  State City  and  State 
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RECENT  DEATHS 


DR.  R.  A.  FRANKEL 

Dr.  Richard  Alden  Frankel,  46,  died 
Aug.  25,  1972,  in  Houston.  Cause  of 
death  was  myocardial  infarction. 

The  Houston  pediatrician  was  born 
in  Amsterdam,  N.Y.,  and  obtained  his 
early  education  in  Houston  and  Austin. 
He  attended  The  University  of  Texas 
at  Austin  and  was  graduated  in  1950 
from  Baylor  University  College  of  Medi- 
cine in  Houston.  He  completed  an  in- 
ternship and  residency  in  pediatrics  at 
Jefferson  Davis  Hospital  in  Houston 
and  began  practice  in  that  city  in  1953. 

The  World  War  II  Marine  veteran 
was  a member  of  Harris  County  Medi- 
cal Society,  Texas  Medical  Association, 
American  Academy  of  Pediatrics,  Texas 
Pediatric  Society,  and  Houston  Pediat- 
ric Society.  He  was  a diplomate  of  the 
American  Board  of  Pediatrics,  and  was 
a staff  member  of  Texas  Children’s 
Hospital  in  Houston  at  the  time  of  his 
death. 

Dr.  Frankel  is  survived  by  his  wife, 
Mrs.  Doris  Classman  Frankel;  one 
daughter,  Carol  Frankel;  one  son,  Rich- 
ard M.  Frankel;  and  one  sister,  Mrs. 
Eunice  Brown,  all  of  Houston. 

DR.  A.  McGinnis 

Dr.  Albert  McGinnis,  Dallas  internist 
and  clinical  assistant  professor  of  in- 
ternal medicine  at  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas,  died  Aug.  12,  1972. 

The  49-year-old  Dallas  native  gradu- 
ated from  Southern  Methodist  Univer- 
sity in  Dallas  and  received  his  MD  de- 
gree from  UTSMS  in  1956.  Following 
an  internship  at  the  Dallas  Veterans 
Administration  Hospital  in  Dallas,  he 
was  a resident  in  internal  medicine  at 
St.  Paul  Hospital  in  Dallas.  In  1960, 
he  began  private  practice  in  that  city. 

Professional  memberships  included 
Dallas  County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association. 

Dr.  McGinnis  is  survived  by  his 
wife,  Mrs.  Marion  Roddy  McGinnis;  two 


sons,  John  Roddy  McGinnis  and  James 
Marion  McGinnis;  two  daughters,  Pa- 
tricia Caroline  McGinnis  and  Susan 
Katherine  McGinnis;  two  brothers,  Gil- 
lett  McGinnis  and  Edwin  McGinnis;  and 
his  mother,  Mrs.  Grace  Gillett  McGinnis, 
all  of  Dallas. 

DR.  C.  CROWELL 

Dr.  Caroline  Crowell,  who  for  almost 
40  years  was  a physician  to  students 
at  The  University  of  Texas  at  Austin, 
died  Aug.  28,  1972,  in  Austin.  She 
was  79.  Born  in  1893,  she  was  the 
youngest  of  10  children. 

Dr.  Crowell  held  a BA  from  Bryn 
Mawr  (Pa.)  College  and  a BS  in  indus- 
trial chemistry  from  Pennsylvania 
State  University,  State  College,  Pa. 
During  World  War  I,  she  worked  as  a 
chemist  in  a munitions  factory.  She 
once  told  an  interviewer  that  she  de- 
cided to  become  a physician  while  she 
was  hospitalized  for  treatment  of  car- 
buncles. She  entered  the  University  of 
Pennsylvania  School  of  Medicine  in 
Philadelphia,  graduating  with  an  MD 
degree  in  1925.  After  a one-year  in- 
ternship at  Woman’s  Hospital  in  Phila- 
delphia, she  came  to  Austin  to  become 
one  of  only  two  doctors  on  the  UT 
campus  and  the  only  female  physician 
in  town. 

In  addition  to  her  years  of  work 
with  UT  students,  she  volunteered  as 
night  resident  physician  at  Austin’s 
Brackenridge  Hospital  for  several 
years.  Dr.  Crowell  was  the  niece  of  the 
noted  19th  century  artist  Thomas 
Eakins. 

A physician  who  was  a familiar  fig- 
ure to  generations  of  UT  students.  Dr. 
Crowell  was  honored  by  the  University 
upon  her  retirement  in  August,  1965, 
with  the  hanging  of  her  portrait  in  the 
Student  Health  Center.  She  was  elect- 
ed to  inactive  membership  in  the  Tex- 
as Medical  Association  in  1963.  She 
was  also  a member  of  the  American 
Medical  Association  and  Travis  County 
Medical  Society. 

Dr.  Crowell  is  survived  by  two  broth- 


DR. FRANKEL  DR.  CROWELL 


ers.  Dr.  James  W.  Crowell  (PhD),  Apple 
Valley,  Calif.,  and  William  J.  Crowell, 
Philadelphia,  Pa.;  and  six  nieces  and 
six  nephews. 

DR.  R.  G.  WAGNER 

Dr.  Robert  George  Wagner,  a Houston 
family  physician  who  gave  special 
attention  to  industrial  medicine,  died 
Aug.  9,  1972,  in  Houston.  Cause  of 
death  was  acute  myocardial  infarction. 

The  63-year-old  native  of  Cuero 
attended  The  University  of  Texas  at 
Austin  and  was  granted  an  MD  degree 
from  Tulane  University  School  of  Medi- 
cine in  New  Orleans  in  1934.  After 
serving  an  internship  at  Newell  Clinic 
Hospital  in  Chattanooga,  Tenn.,  Dr. 
Wagner  practiced  in  Cuero  and  Austin. 
He  served  as  a Captain  in  the  US  Army 
in  the  European  theater  during  World 
War  II  and  began  practice  in  Houston 
in  1947. 

Dr.  Wagner  had  also  served  on  the 
staff  of  Mendocino  County  Hospital  in 
Ukiah,  Calif.,  and  had  done  postgradu- 
ate work  in  psychiatry  at  Columbia 
University  in  New  York  City.  He  was  a 
member  of  Texas  Medical  Association 
and  Harris  County  Medical  Society. 

Dr.  Wagner  is  survived  by  his  wife, 
Mrs.  Ruth  Harrison  Wagner;  one 
daughter,  Mrs.  Virginia  Wagner  Davis, 
Houston;  one  son,  Robert  Harrison 
Wagner,  Austin;  one  sister,  Mrs. 
Blanche  Schaeffer,  Cuero;  two  brothers, 
Carl  Wagner,  Cuero,  and  William  Wag- 
ner, Texarkana;  and  four  grandchil- 
dren. 

DR.  E.  R.  CREWS 

Dr.  Eli  Rush  Crews,  a surgeon  and 
clinical  professor  in  the  department  of 
surgery  at  The  University  of  Texas 
Medical  School  at  San  Antonio,  died 
July  11,  1972,  in  San  Antonio.  Cause 
of  death  was  gastric  hemorrhage. 

The  60-year-old  native  of  Andrews 
attended  Texas  Technological  Univer- 
sity and  received  his  MD  degree  in 
1938  from  The  University  of  Texas 
Medical  Branch  at  Galveston.  Dr.  Crews 
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served  as  an  intern  at  St.  Louis  (Mo.) 
City  Hospital  from  1938  until  1939.  He 
also  served  a one-year  residency  at  the 
hospital  before  entering  the  United 
States  Navy  in  1941. 

Leaving  the  Navy  as  a commander 
in  1947,  Dr.  Cre\ws  completed  a resi- 
dency in  surgery  at  Lankenau  Hospi- 
tal, Philadelphia,  Pa.,  in  1949.  He  re- 
turned to  San  Antonio  where  he  estab- 
lished a practice  and  joined  the  faculty 
of  The  University  of  Texas  Medical 
School  at  San  Antonio  in  1966. 

The  author  of  numerous  journal 
articles.  Dr.  Crews  was  a member  of 
American  College  of  Surgeons,  Ameri- 
can Burn  Association,  American  Medi- 
cal Association,  Southwestern  Surgical 
Congress,  Texas  Medical  Association, 
and  Bexar  County  Medical  Society.  He 
was  certified  by  the  American  Board 
of  Surgery  in  1949. 

The  physician  is  survived  by  his 
wife,  Thelma  Franklin  Crews;  two 
daughters,  Mrs.  Mary  Crist,  Austin  and 
Sarah  Louise  Crews,  San  Antonio;  and 
two  sons,  Jonathan  Rush  Crews,  Aus- 
tin, and  Timothy  Francis  Crews,  San 
Antonio. 

DR.  M.  W.  HARRISON 

Dr.  Malcom  Wilbur  Harrison,  63,  Hous- 
ton dermatologist,  died  April  11,  1972, 
in  Houston.  Cause  of  death  was  cancer 
of  the  lung. 

The  Montgomery,  La.,  native  did  un- 
dergraduate work  at  Tulane  University, 
New  Orleans,  La.,  and  was  graduated 
from  Tulane  University  School  of  Med- 
icine in  1930.  After  completing  an  in- 
ternship at  Charity  Hospital  of  Louisi- 
ana at  New  Orleans,  Dr.  Harrison  prac- 
ticed general  medicine  in  Conroe  and 
Anahuac.  From  1938  until  1941,  he  was 
associated  with  the  Mayo  Clinic,  Ro- 
chester, Minn.,  as  a research  fellow  in 
dermatology.  He  served  with  the  U.S. 
Army  Air  Corps  from  1942  until  1945. 
He  was  certified  by  the  American  Board 
of  Dermatology  in  1943.  Following  the 
war.  Dr.  Harrison  began  practice  in 
Houston. 


Dr.  Harrison  was  a member  of  Amer- 
ican Medical  Association,  Texas  Medi- 
cal Association,  Texas  Dermatological 
Association,  Houston  Dermatological 
Society,  American  Academy  of  Derma- 
tology and  Harris  County  Medical  So- 
ciety. 

The  physician  is  survived  by  his  wife, 
Mary  Pearl  Skinner  Harrison;  one  son, 
David  M.  Harrison,  Houston;  two  daugh- 
ters, Sydney  Harrison  Nelson,  Houston, 
and  Patricia  Harrison  Panze,  Golden, 
Colo.;  four  sisters,  Mrs.  O.  F.  Giddens, 
Montgomery,  Ala.,  Mrs.  C.  T.  Brown, 
Tampa,  Fla.,  Mrs.  E.  E.  Triplet,  Green- 
ville, Miss.,  and  Mrs.  M.  G.  Beeson, 
Norman,  Okla.;  and  two  brothers,  W.  0. 
Harrison,  Jr.,  and  J.  L.  Harrison,  both 
of  Montgomery,  La. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 

INPATIENT  - OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  115  bed  psychiatric  hospital  located  in  Oak  Cliff  on  18  acres  amidst  natural 
wooded  surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric 
disorders.  Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy, 
Individual  and  Group  Therapy,  Transactional  Analysis,  Gestalt,  and  Behavior  Modification. 
Complete  facilities  for  OT-RT  under  the  division  of  trained  personnel.  An  individually  di- 
rected program  based  on  full  diagnostic  evaluation  and  actual  performance  administered  by 
a staff  skilled  in  special  education  and  problems  of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Glenn  A.  Bacon,  M.D. 


Fred  H.  Jordan,  M.D. 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 

Donald  L.  Whaley,  Ph  D.  Mark  Wall,  M.S. 

Clinical  Psychologist  Associate  Psychologist 

EDUCATION  DIRECTOR 

William  E.  Nix,  A.M. 


DIRECTOR  OF  NURSES 

Rosella  Sharp,  R.N. 

O.T.  AND  R.T.  DIRECTOR 

Wanda  Flynn,  B.S. 

COURTESY  STAFF 


1353  North  Westmoreland  Avenue,  DALLAS,  TEXAS  75211  214  331-8331 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SCOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 
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A New 

Dosage  Form: 


Chewable 
tablets  500  mg 
Mintezol 

(THIABENDAZOLE  i MSD) 


SO  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


INDICATION 

MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart; 


WEIGHT 

(lb) 

EACH  DOSE 
(g) 

TABLETS 

25 

0.25 

1/2 

50 

0.5 

1 

75 

0.75 

11/2 

100 

1.0 

2 

125 

1.25 

2V2 

150 
& over 

1.5 

3 

MSD 
\ 

DOSAGE  SCHEDULE 


The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 

7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 

2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 

50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 
Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


• • • 


KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms; 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  tliree  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  imd  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS]  Division  of  ICI  America  Inc.  j Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESEDe 

antispasmodic/sedative/antiflatulent 

Each  cheivable  tablet  contains:  16  mg.  phenobarbitiil  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide;  40  mg.  simethicone. 


Chuckwalla  {Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  liis  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. ., 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


© 1972  THE  UPJOHN  COMPANY 


For  staph... or  strep... or  both 


Most  bacterial  infections  of  the  skin  are  caused  by  Staphylococcus  aureus,  Group  A 
beta-hemolytic  streptococci,  or  a combination  of  both  organisms. 

To  combat  these  infections  efficiently,  your  antibiotic  should  be  effective  against 
both  staph  and  strep— whether  they  occur  alone  or  in  combination. 

Yet  many  antibiotics  — such  as  ampicillin  and  penicillin  G and  V— are  ineffective 
against  the  increasingly  prevalent  penicillinase-producing  strains  of  S.  aureus.  And  others, 
like  the  tetracyclines,  are  often  ineffective  against  either  staph  or  strep. 

Cleocin  HCl  (clindamycin  HCl  hydrate,  Upjohn)  is  one  antibiotic  that  has  proved 
effective  against  both  Group  A beta-hemolytic  streptococci*  and  penicillinase-producing 
S.  aureus. 

A recent  comparison  of  clindamycin  and  penicillin  V was  conducted  in  151  pediatric 
patients  with  impetigo.  In  the  147  patients  who  completed  the  study,  clindamycin  achieved 
a bacteriological  and  clinical  cure  rate  in  68  of  74  patients  as  opposed  to  only  53  of  73 
patients  for  penicillin  V.^  Of  the  staphylococcal  organisms  isolated,  27  of  51  were  found 
to  be  penicillin  resistant;  these  patients  were  placed  in  the  clindamycin  group. 

In  multiple  clinical  studies  of  clindamycin  in  skin  and  soft  tissue  infections,  includ- 
ing abscesses,  wounds,  cellulitis,  furunculosis  and  impetigo,  the  causative  organisms  — 
whether  staph  or  strep  or  both— were  eradicated  in  326  of  333  patients  from  whom  follow- 
up cultures  were  obtained.  Clinical  resolution  of  the  infection  was  achieved  in  367  of  377 
patients)  Significantly,  among  those  with  superficial  skin  and  soft  tissue  infections,  mixed 
staph  and  strep  were  found  in  50  of  174  patients  from  whom  cultures  were  obtained. 

In  clinical  usage,  mild  to  moderate  morbilliform  skin  rashes  have  been  the  most 
frequently  recorded  side  effects,  and  rare  instances  of  erythema  multiforme  have  been 
observed. 

Transient  neutropenia  (leukopenia)  and  eosinophilia  have  been  reported.  Rare 
reports  of  agranulocytosis  and  thrombocytopenia  have  been  made.  No  direct  etiologic  rela- 
tionship to  concurrent  clindamycin  HCl  therapy  could  be  made  in  any  of  the  foregoing. 

There  have  also  been  recent  reports  of  cases  of  severe  and  persistent  diarrhea 
necessitating  drug  discontinuance.  This  diarrhea  has  been  occasionally  associated  with 
blood  and  mucus  in  the  stools,  and  has  at  times  resulted  in  an  acute  colitis. 

In  summary,  Cleocin  is  a potent  antibiotic.  Because  of  its  dual  effectiveness  against 
staph  and  strep— the  two  most  commonly  encountered  pathogens  in  skin  and  soft  tissue 
infections— Cleocin  may  prove  valuable  in  such  infections  requiring  immediate  treatment. 

*With  beta-hemolytic  streptococcal  infections,  treatment  should  continue  for  at  least  10  days. 

' Data  on  file,  Medical  Research  Files,  The  Upjohn  Company. 

Cleocin*  hct 

clindamycin  HCl  hydrate,  Upjohn 

For  further  prescribing  information,  please  see  following 


CleociriHa 


clindamycin  HQ  hydrate,  Upjohn 


...for  staph,  or  strep,  or  both 


Clinical  and  bacteriologic  responses  of  patients  with  skin  and  soft  tissue  infections  treated  by  55  investigators  with  Cleocin 
HCI  (clindamycin  HCI  hydrate,  Upjohn)* 

Infection 

No.  of 
Patients 

Pathogens 

Clinical  Response 

Bacteriologic  Response 

Excel,  or 
Good 

Poor 

No.  of  Pts. 
Evaluatable 

Organisms 

Eradicated 

Abscesses, 
wounds,  & 
furuncles 

156 

S.  aureus-  107 

staph,  other-  12 

/3-strep-  10 

151 

5 

129 

126 

Cellulitis 

38 

S.  aureus-  21 

staph,  other-  1 

/3-strep-  8 

38 

— 

30 

30 

Superficial 
skin  & soft 
tissue  — mostly 
impetigo 

183 

S.  aureus-  41 

Mixed  /3-strep 
&staph-  51 

staph,  other-  1 

/3-strep 

(74GroupA)-  81 

178 

5 

174 

170 

*Data  on  file.  Medical  Research  Files,  The  Upjohn  Company. 

Note:  With  ,5-hemolytic  streptococcal  infections,  treatment  should  continue  for  at  least  10  days. 

Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules 150  mg 

75  mg  Capsules 75  mg 


Cleocin  (clindamycin)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro 
potency,  better  oral  absorption  and  fewer  gastrointestinal  side 
effects  than  the  parent  compound. 

Indicated  for  infections  caused  by  susceptible  strains  of: 
Staphylococci  - upper  and  lower  respiratory  tract  infections,  skin 
and  soft  tissue  infections;  Pneumococci  — upper  and  lower 
respiratory  tract  infections;  Streptococci  - upper  respiratory  tract 
infections  (injectable  benzathine  penicillin  is  considered  to  be  the 
drug  of  choice  in  treatment  and  prevention  of  streptococcal 
pharyngitis  and  in  long-term  prophylaxis  of  rheumatic  fever),  lower 
respiratory  tract  infections,  skin  and  soft  tissue  infections.  Also 
indicated  as  adjunctive  therapy  in  dental  infections  due  to 
susceptible  organisms.  Bacteriologic  studies  should  be  performed 
and  in  vitro  susceptibility  to  clindamycin  should  be  tested. 

CONTRAINDICATIONS:  This  drug  is  contraindicated  in  individuals 
with  a history  of  hypersensitivity  to  preparations  containing 
clindamycin  or  lincomycin. 

WARNINGS:  Cases  of  severe  and  persistent  diarrhea  have  been 
reported  and  have  at  times  necessitated  discontinuance  of  the 
drug.  This  diarrhea  has  been  occasionally  associated  with  blood 
and  mucus  in  the  stoolsand  hasattimes resulted  inanacutecolitis. 

Usage  in  pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Use  in  the  newborn:  Until  further  clinical  experience  is  obtained, 
Cleocin  HCI  (clindamycin  HCI  hydrate)  is  not  indicated  in  the 
newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals. 

During  prolonged  therapy,  periodic  liver  and  kidney  function  tests 
and  blood  counts  should  be  performed.  The  use  of  Cleocin 
occasionally  results  in  overgrowth  of  nonsusceptible  organisms- 
particularly  yeasts.  Should  superinfections  occur,  appropriate 
measures  should  be  taken  as  indicated  by  the  clinical  situation. 


ADVERSE  REACTIONS:  Gastrointestinal:  Abdominal  pain,  nausea, 
vomiting  and  diarrhea,  or  loose  stools  may  occur.  Cases  of  severe 
diarrhea  associated  with  blood  and  mucus  in  the  stools  have  been 
reported  (see  “Warnings”). 

Skin  and  Mucous  Membranes:  Generalized  mild  to  moderate 
morbilliform-like  skin  rashes  are  the  most  frequently  reported  of 
all  adverse  reactions.  Other  skin  reactions,  including  urticaria,  are 
of  less  frequent  occurrence.  Rare  instances  of  erythema 
multiforme  have  been  reported. 

Hypersensitivity  Reactions:  A few  cases  of  anaphylactoid 
reactions  have  been  reported.  If  such  a reaction  occurs  the  drug 
should  be  discontinued.  The  usual  agents  (epinephrine, 
corticosteroids,  antihistamines)  should  be  available  for  emergency 
treatment  of  serious  reactions. 

Liver:  Jaundice  and  transient  abnormalities  in  liver  function 
tests  (elevationsof  alkaline  phosphatase  and  serum  transaminases) 
have  been  observed  during  Cleocin  (clindamycin)  therapy. 

Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is 
unknown.  No  irreversible  hematologic  toxicity  has  been  reported. 

DOSAGE  AND  ADI\/IINISTRATION:/ldu/fs.'  Mild  to  moderately 
severe  infections  - 150  to  300  mg  every  6 hours.  Severe 
infections  — 300  to  450  mg  every  6 hours. 

Children:  Mild  to  moderately  severe  infections -8  to  16 
mg/kg/day  (4  to  8 mg/lb/day)  divided  into  three  or  four  equal 
doses.  Severe  infections  — 16  to  20  mg/kg/day  (8  to  10  mg/lb/day) 
divided  into  three  or  four  equal  doses. 

Note:  With  /3-hemolytic  streptococcal  infections,  treatment 
should  continue  for  at  least  10  days  to  diminish  the  likelihood  of 
subsequent  rheumatic  fever  or  glomerulonephritis. 

HOW  SUPPLIED:  Cleocin  HCI  (clindamycin  HCI  hydrate)  is 
available  as:  150  mg  Capsules  - Bottles  of  16’s  and  lOO’s. 

75  mg  Capsules -Bottles  of  16’sand  lOO’s.  Susceptibility  Disks  — 

2 ng.  Susceptibility  Powder -\J\a\s. 

For  additional  product  information,  see  your  Upjohn 
representative  or  consult  package  insert,  med  b-s-s  (lnu-b)  ja72-2I67-6 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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You  are  invited  to 
participate  in  TAAA's 
106th  Annual  Session- 

Scientific  Exhibits 

Scientific  exhibit  applications  are  now 
available.  Share  your  knowledge  and 
ideas  with  your  colleagues.  There  is  no 
charge  for  scientific  exhibit  space. 

Write:  Scientific  Exhibits 

Texas  Medical  Association 
1801  N.  Lamar  Blvd. 

Austin,  Texas  78701 

Physicians’  and  Wives’  Art  Exhibition 

Participate  in  TMA’s  6th  Annual  Physi- 
cians’ and  Wives’  Art  Exhibition.  Awards 
given  for  modern  and  classical  work,  in- 
cluding paintings,  sculpture,  photo- 
graphs, and  arts  and  crafts.  TMA  mem- 
bers, wives,  interns,  residents,  and  med- 
ical students  may  participate.  For  appli- 
cations write: 

Art  Exhibition 

Texas  Medical  Association 
1801  M.  Lamar  Blvd. 

Austin,  Texas  78701 


Wichita  Falls  Clinic-Hospital 


1300  Eighth  street,  Wichita  Falls,  Texas  76301 


GENERAL  SURGERY 
W.  E.  Crump.  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

MEDICINE 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D..  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

Farid  G.  Khoury,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Eable.  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


ManiUt  and 

Radinm  QlUUc 

3601  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 


For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L,  Martin,  M.D.  James  A.  Martin,  M.D. 


Volume  68,  November,  1972 


133 


lexas  Physicians’  Directory 


Allergy 


Clinics 


DRS.  FEIN  AND  KAMIN  CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

Allergy  and  Immunology  224  West  Beauregard  Avenue,  San  Angelo,  Texas 


Bernard  T.  Fein,  M.O.,  F,A.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamln,  M.O.,  FJV.A.P.,  DIplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  FJLkJL 
Richard  H.  Jackson,  M.O.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  S26-8931 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


Dale  W.  Hayter,  M.D., 
Ophthalmology 

O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 

Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Patholo|W — 
Lloyd  R.  Hershberger,  M.D. 

Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

DIplomate  American  Board  of  Allergy  and  Immunology 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Kenneth  E.  Peirce,  M.D. 

Theodore  J.  Haywood,  M.D.  Lawrence  G.  Thome,  M.D. 

Orville  C.  Thomas,  M.D.  Joel  T.  Appleton,  M.D. 

Joseph  T.  Queng,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 

Thomas  J.  Coleman,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

John  E.  Johnson,  Jr.,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANT 
Victor  E.  McCall,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.CJV.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.CJt.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answen  924-4231 


DRS.  SAMS  AND  MEADOWS 
Allergy  and  Immunology 

Joseph  T.  Sams,  M.D.,  Diplomats,  American  Beard  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 
C.  David  Meadows,  M.D. 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 


Telephone  884-3861 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P, 
H.  R.  Rose,  M.D.,  A.B.F.P. 
C.  L.  Vemor,  M.D. 

T.  L.  Glenn,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 
Salvador  Ortiz,  M.D. 


OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 

B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


HERMANN  GREGORY,  M.D. 

Clinical  Allergy  and  Immunology 

Certified  American  Boards  of  Pediatrics  and  Allergy 

1310  Ninth  Street,  Wichita  Falls,  Texas  76301 
Phone  817  322-6926 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $10  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section  headings  are  limited  to 
those  specialties  in  which  there  is  an  American  Medical  Association  recognized  spe- 
cialty board  and/or  an  AMA  approved  residency  program.  A list  of  these  specialties 
is  available  upon  request.  New  listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Assistant,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  20th  of  the  month  preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  SurgeiV 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  General  Surgery 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

Rudolph  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S,,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  Internal  Medicine 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  O.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Munir  F.  Bishara,  M.D.,  Pediatrics  & Infectious  Diseases 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  In  Radiology 

Wyatt  E.  Collins,  M.D.,  Consultant  In  Nuclear  Medicine 

Gerard  Noteboom,  M.D.,  Consultant  In  Pathology 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  Family  Practice 

Miles  W.  Davis,  M.D.,  Family  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  “Hamm"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgarls,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
J.  A.  Harris,  M.D.,  Family  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 


B.  W.  HInk,  M.D.,  F.A.C.S. 

Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 


Internal  Medicine  and  Diagnosis 

ALLERGY 


P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F>.C.S. 

C.  B.  Marcum,  M.D.,  FJLC.S. 
J.  E.  Mathews,  M.D, 
INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashlon,  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 


Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Ralne,  M.D. 

Michael  A.  ModelskI,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivler,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  U Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  6.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  GagllardI,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglln,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eidridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wiison,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vandersllce 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigrnoidoscopy 


OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D. Charles  N.  Butts,  Asst.  Clinic  Manager 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY 

W.  S.  Lorlmer,  Jr.,  M.D.,  FJV.C.S. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

W.  W.  Moorman,  M.D.,  F.A.C.P. 

D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  O.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaxa  Drive,  Dallas,  Texas;  Phone  369-2321 


M.  A.  (Mac)  HAIRSTON.  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


DRS.  CANON,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Cannon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

John  David  Jones,  M.D. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Dermatology 


Family  & General  Practice 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  WichIU  Falls,  Texas 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON.  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Dlplemate  American  Board  of  Family  Practice 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 


50  years  of  service — J 922- 7 972 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 


J.  FRANKLIN  CAMPBELL.  M.D. 
EDMUND  N.  WALSH,  M.D. 

C.  LEROY  GOODMAN,  M.D. 

Dermatology  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas  76104 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 
AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 


136 


TEXAS  MEDICINE 


Gastroenterology 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

DRS.  THOMPSON,  PATMAN  & PERSSON 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

1111  El  Paso  National  BanK  Bldg.,  El  Paso,  Texas  79901 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Madlcal  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

Internal  Medicine 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

General  Surgery 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

1000  St  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

University  Towers  Bldg.,  Suita  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

1502  Logan  Ave.,  Laredo,  Texas 

Neurological  Surgery 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

R.  A.  GRUMMON,  M.D. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W,  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

1506  St  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

105  University  Towers,  1900  N.  Oregon  St,  El  Paso,  Texas  79902 
Telephone  915  533-2508 

901  South  Lake,  ^ort  Worth,  Texas,  336-0551 
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CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 
712  North  Washington,  Dallas,  Texas,  214  826-7060 


ROBT.  C.  L ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 
Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

Donald  L.  Hall,  M.D. 


DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  ill.  60610. 


ARTHUR  M.  CLEMENTS,  M.D. 

Ophthalmology 

Northlake  Professional  Bldg.,  8535  Femdale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

411  Water  Street,  Waxahachie,  Texas  75165 

Telephone  214  937-7680 


THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 


BRUCE  C.  TAYLOR,  M.  D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 


TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION  MAY  3-6 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

Arthur  Lorber,  M.D. 
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Ralph  E.  Donnell,  M.D. 

F.  (Triton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

5620  Greenbrier,  Houston,  Texas  77005,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


DIplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morten  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellin^on  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

'Special  Attention  to  Surgery  of  the  Hand 
Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


Otolaryngology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

FORT  WORTH  MEDICAL  LABORATORIES 
(PATHOLOGY  ASSOCIATES  OF  TEXAS) 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  0.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D, 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Dlplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D, 

DIplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 
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John  H.  Childers,  M.D. 
R.  R.  Rember,  M.D. 

W.  U Crofford,  M.D. 


E.  P.  Jeneveln,  M.D. 
Garry  F.  Rust,  M.D. 


MEDICAL  LABORATORY  SERVICE  OF  DALLAS 


Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroldology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  SL,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittetruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.CJLP. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.  S.  WILKENFELD,  M.D. 

Diplomats,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 
Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 
Pasadena  Office 

904 E.  Southmore,  Pasadena,  Texas  77502,  473-5488 


DAVID  A.  GRANT.  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 
LYNN  SMIth,  SR.,  Administrator 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  “Information  for  Authors.” 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS.  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 
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W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Dlplomata  of  Amarican  Board  of  Plastic  Surgary 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533*6362 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Qoss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

Rrst  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  3Sth  Street,  Suite  307,  Austin,  Texas,  454-7659 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Bernard  J.  Dolenz,  M.D. 

'Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomates  American  Board  of  Psychiatry  and  Neurology 


Psychiatry 


Radiology 


Parry  C.  TaUcIngton,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  U Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillers,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  FJt.C.R. 

Wilbur  Q.  Budd,  M.D.,  DJV.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
'Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.O.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Seat  belts  save  lives  . . . 

...  if  you  use  them! 
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JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy,  X-Ray  and 

Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

PLAINS  ASSOCIATED  CONSULTANTS  IN  RADIOLOGY 

Karl  Dockray,  M.D. 

Robert  Smalley,  M.D. 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Roentgen  Diagnosis,  Radium  Therapy  and  Nuclear  Medicine 

Services  to  Area  Hospitals  and  Clinics 

3519  21st  Street,  Lubbock  79410,  806/792-2141 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

Thoracic  Surgery 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

DIplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

Charles  T.  Meadows,  M.D.  & Associates 

DIplomate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

MARVIN  GREER  RAPE,  M.D. 

DIplomate  of  American  Board  of  Urology 

NEWTON  F.  MCDONALD,  M.D. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 

ALLAN  L.  GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S.,  F.A.C.S. 

Diplomats  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 

Send  old  and  new  address  to: 

Business  Office 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Mark  your  calendar  now  for  these  important 

Texas  Medical  Association  meetings: 

>|c  Legislative  Seminar 

Jan.  20,  1973,  Austin 

>|<  106th  Annual  Session 

May  3-6,  1973,  Dallas 

Conference  on  Medical  Practice 

Oct.  6,  1973,  Austin 

Austin,  Texas  78701 

Watch  for  program  details  in  TEXAS  MEDICINE 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 

This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  group 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road.  Dallas,  Texas  76216. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 

• some  obstetrics.  Please  reply  to  Ad-301,  Texas  Medi- 

eine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WELL  ESTABLISHED  32-man  multispeeialty  group  in  Dallas,  Texas, 
n^s  an  ob/gyn.  Internal  medicine,  general  surgeon,  orthopedist,  and 
ptol^yngologist.  Early  partnership,  liberal  vacation  and  meeting  time 
life  insurance,  ^oup  hospitaliiation,  retirement  benefits,  teaching  oppor- 
ranities,  new  facilities,  interview  expenses  paid.  Please  contact  Cecil 
Rosamond.  Administrator,  P.  O.  Box  28,  Dallas.  Texas. 

■ DESIRE  GP,  SURGEON  OR  EENT.  16.000  population,  rural  area.  In- 
dustry  and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
association.  Cleburne,  Texas.  For  additional  information  contact  Ad-363, 
lexas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ATTENTKW  PILOT  PHYSICIANS:  Combine  emergency  room  work 
with  flying.  Group  maintains  Bonanza  for  business  and  pleasure.  Please 
Ad-366,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 

GENERAL  PRACTICE,  FAMILY  PRACTICE  with  three  other  family 
practitioners.  Clinic,  40-bed  hospital,  44-bed  extended  care,  pharmacy. 
No  capital  outlay,  no  buy-in.  equal  privileges,  guaranteed  income  until 
established.  Top  opportunity  in  Southwest.  Contact  Gordon  Russeil.  Ad- 
“'J'^'®trator,  Hi-Plains  Hospital-Clinic,  203  West  4th,  Hale  Center.  Texas 

7 practice  PHYSICIAN“aND  INTERNIST  needed  to  join  a 

full  time  five  man  clinic  association  with  part  time  radiologist  and  clin- 
ical pathologist  in  Clifton,  Texas.  Located  36  miles  NW  of  Waco  16 
milM  from  Lake  Whitney;  good  fishing,  excellent  hunting,  new  ’ re- 
cently completed,  modern  golf  course.  Excellent  schools,  churches  and 
powing  progressive  small  town.  Closely  associated  with  new  66-bed 
hospitel  facility,  which  IS  fully  accredited  by  the  Joint  Commission.  Sug- 
grat  salary  at  first  with  partnership  in  future.  Financial  terms  open. 
Please  contaiR  _V.  D.  Goodall,  M.D.,  Clifton  Medical  and  Surgical  Clinic 
Association,  Clifton,  Texas  76634.  Telephone  676-8621  or  676-3113 

GENERAL  PRACTITIONER:  Excellent  location  in  the  Lost  Pine,  of 
Texas  area.  Growing  community  of  3,600  along  the  beautiful  Colorado 
nvcr  has  an  ^cellent  opportunity  for  a good  family  general  practitioner, 
^cellent  small  hospital  (26  beds)  and  nursing  home  (62  beds)  complex 
Guaran_^  s^a^,  clinic  environment  and  other  fringe  benefits  will 
make  this  difficult  to  turn  down  if  interested  in  working  in  a progressive 
inral  community.  Write  Ad-386,  Texas  Medicine.  1801  North  L*mar 
Boulevard.  Austin.  Texas  78701. 

years  of  age,  is  wanted  to  join  a 3-doctor 
OB-GYw  grwp  in  West  Texas.  Salary  negotiable  leadiniT  to  partnership. 
Contact  Midland  Women^s  Clinic^  2009  West  Wall.  Midland,  Texas  79701. 

TWO  FAMILY  PRACTICE  PHYSICIANS  NEEDED  "to  join  group  of 
four  m progressive  town  with  solid  economy;  excellent  hunting,  quail, 
dove  and  d^.  Excellent  fishing,  three  lakes  immediate  vicinity  and 
five  more  lakes  in  60  mile  radius.  Well  equipped  46  bed  open  staff  hos- 
pital adjacent  to  new  modern  well  equipped  clinic  building  with  excel- 
lent x-ray  and  laboratory  facilities.  Rotate  days  and  weekends;  guar- 
anteed minimum  with  option  at  six  and  12  months  to  join  group  on 
permanent  basis.  Contact  Business  Manager.  W.  Morris  Wright  P O 
Box  1080,  Graham,  Texas  76046.  Phone  817-649-4444. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $16,000  per  year.  In  addition,  now 
offering  residency  in  child  psychiatry.  For  full  information  write  to 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Research,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin.  Texas  78751. 

STAFF  PHYSICIANS  NEEDED  for  state  hospital.  Progressive  1,000 
resident  state  institution.  Eligibility  for  Texas  license  required.  40  hour 
work  week,  paid  vacation,  sick  leave,  holidays,  good  r^irement  plan, 
group  insurance.  Kerrville  is  known  as  a retirement  center.  Prefer  ma- 
ture physician  over  age  60.  Please  contact  Luther  W.  Ross,  M.D..  Super- 
intendent, Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78028, 
or  phone  612-257-3211. 

PHYSICIANS  NEEDED — Staff  physicians,  general  practitioners 
and/or  board  certified  specialists  to  increase  staff  of  Travis  State  School. 
Texas  license  required.  Fringe  benefits  include  40  hour  work  week, 
vacation  and  sick  leave.  Present  and  projected  salary  increases  make 
positions  attractive.  Contact  Superintendent  or  Medical  Director,  Travis 
State  School.  P.O.  Box  430,  Austin,  Texas  78767.  Telephone  612-926-2410. 
An  equal  opportunity  employer. 

INTERNISTS — To  conduct  private  practice  and  join  staff,  any  one 
of  five  modern,  progressive,  pubiicly  owned  hospitals,  all  in  desirable 
Gulf  Coast  cities.  Generous  guaranteed  income  during  first  year.  Repiy 
Ad-410,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONERS — To  conduct  private  practice  and  join 
staff,  any  one  of  five  modern,  progressive  publicly  owned  hospitals,  all 
in  desirable  Gulf  Coast  cities.  Generous  guaranteed  income  during  first 
year.  Reply  Ad-411,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 


f °l’®™'‘'’^'?f'^N/GYNECOLOGIST  (Board  certified  or  eligible),  under 

established  practice.  Southeast  Hous- 
On'dntt  $22,000.  leading  to  r>ercentage  partnership. 

Freewn^  u weekend.  Contact  Dr.  Joe  Atlas,  8322  Gulf 

I reeway,  Houston  lexas  77017.  Telephone  1-713-643-2644. 

established  internist  and  pedia- 
Three  bo«  Ci^ewing  southeast  Houston  area, 

three  hospRals  within  10  minutes.  No  investment  necessary.  Please 
contact  C.  E.  Hesse,  M.D.  or  C.  H.  Heider,  M.D.,  Sun  Valley  Medical 
Clinic,  9936  Bessemer,  Houston,  Texas  77034.  1-713-946-4231. 

snmU^orth*^T?-^  CLINIC  n^s  one  or  two  physicians.  Progressive, 
c^lists^  No  nR/PYM medical  complex  and  spe- 
required.  Near  lake  recreational  area  and  five 

detaUr'aml  oth  approved  for  local  hospital.  For  financial 

Wo^k  associate  WANTED.  Thre^  active  practitioners 

cl^tae-e^isfini^  F f minimum  monthly  vs.  par- 

entage. $86,000  first  year  gross.  Advantages  are  SV,  day  office  w^ 

weekends  off ^Fnlf  t^"'^  weekend  every  month.  Three  of  four 

eeKenns  otr.  Full  time  coveraere  for  your  patients,  exceptional  inrnmp 

Fr^'worth^Vvn^^^W^^^^  colleges,  lakes,  etc.  Located  in 

BWdriustin  Texas^Sm.  ^ igoi  North  Lamar 

FAMILY  PRACTITIONER  NEEDED  now  by  full  service  industrial 
group  working  under  corporate  umbreila  with  all  fringe  benefits  New 
gliding;  salary  plus  car.  Calls  every  other  night;  every  third  weekend. 
William  Giessel  & Associates,  215  Milby,  Houston,  Texas  77003. 

, Graduation  from  an  accredited  school  of  medicine  with 

a doctor  of  medicine  degree  and  completion  of  regular  internship  in  an 
nnfre'd'^b  completion  of  full  formal  residency  training  re- 

For  License  to  practice  medicine  in  Texas ; salary  open. 

2018  “"tact  Director  of  Personnel,  City  of  Dallas, 

2018  Main  Street,  Dallas,  Texas  76201. 

OF  PUBLIC  HEALTH:  Requires  M.D.  and 
M.P.H.,  license  to  practice  medicine  in  Texas,  minimum  five  years  ad- 
mini^rative  experience  in  a public  health  agency.  Chief  assistant  in  a 
department  which  coordinates  the  activities  of  a variety  of  WUont 
detection,  treatment,  prevention,  and  control  of 
disease  and  conditions  injurious  to  public  health.  Major  programs  in- 
clude education  of  the  public  about  health  practices,  provision  of  medical 
services  to  citizens  unable  to  afford  private  care,  participation  ^n  the 
^r“®''o?ds  Center,  inspection  of  public  or  semi-public  fa- 
facilfHes"''”  1 service  or  resident  care,  inspection  of  dairy 
facilities,  animal  control,  and  monitoring  and  inspection  of  the  quality 

nlrtminf^  n environmental  conditions.  In  addition,  the  de- 

partment collects  and  maintains  records  regarding  births  deaths  and 
various  other,  health  statistics  and  works  clolely  with  county  rtate  and 
munitv  Health  health  conditions.  Also  responsible  for  Com- 

munity  Health  Service  programs.  Salary  open.  For  further  information 
Personnel.  City  of  Dallas,  2018  Main  Street,  Dallas, 

RADKJLOGIST  WANTED — To  associate  with  two  incorporated  radi- 
ologists m East  Texas.  Very  large  diagnostic  including  special  procedures 
"uclear  medicine  practice.  Excellent  fishing  and  Lnting  in 
immedi^e  area.  Plea^  reply  to  Ad-4l6,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  * ^^onn 

■ emergency  DEPARTMENT  PHYSICIAN  IN  TEXAS:  Average  eam- 
ings  $46.(100  with  guarantee.  Pull  department  status.  Maintain  free 

fee-for-service  basis.  Call  T- 
AusUn,'Texas^8701.  Medicine.  1801  North  Lamar  Blvd., 


EMERGENCY  ROOM  PHYSICIAN  AND  EDUCATOR  for  full  time 
sepice.  Guarant^d  minimum  salary  plus  incentive  bonus  and  other 
fringe  benefits.  Excellent  opportunity  in  an  attractive  fast-growing  com- 
munity  with  approximately  45,000  E.R.  visits  per  year  Apply  to  The 
Medical  Foundation.  4300  N.  Lamar  Blvd.,  A^stL,  Texas 

WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
Angelo  Center.  This  is  an  institution  for  the  moderately  mentally 
retarded  of  the  state.  Salaries  are  quite  competitive  with  other  state  and 
federal  institutions.  4()  hour  work  week,  ample  vacation  time,  and  other 
frinp  benefits  Excellent  community  to  live  near  San  Angelo  Texas 
Contact  Medical  Director.  San  Angelo  Center,  Carlsbad.  Texas  76934. 

GENERAL  PRACTITIONER  WANTED  by  multi-specialty  group  In- 
come  based  on  production,  with  guarantee.  Ample  free  itme.  Professional 
expenses  paid.  Growing  college  town  : good  schools  ; excellent  living  and 
recreational  area.  Medical-Surgical  Clinic.  420  Normal,  Denton,  Texas 

OB-GYN  WANTED  by  multi-specialty  group.  Income  based  on  produc- 

tion, with  guarantee.  Ample  free  time.  Professional  expenses  paid 
Growing  college  town : good  schools:  excellent  living  and  recreational 
area.  Medical-Surgical  Clinic,  420  Normal.  Denton,  Texas  76201. 

UROLOGIST  WANTED  by  multi-specialty  group.  Income  based  on 
production,  with  guarantee.  Ample  free  time.  Professional  expenses  paid 
Growing  college  town : food  schools ; excellent  living  and  recreational 
area.  Medical-Surgical  Clinic,  420  Normal.  Denton,  Texas  76201. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Situations  Wanted 


GENURAL  SURGEON,  board  eligible,  FMG,  wishes  to  relocate  in  a 
warmer  climate.  Exi)erience  in  orthopedic  and  GYN  surgery.  Interested 
in  solo  practice  town  of  20-26,000  with  good  hospital.  Good  references 
and  available  immediately.  Please  reply  to  Ad-401,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701^ 

BOARD  CERTIFIED  OTOLARYNGOLOGIST,  34,  married,  five  year 
university  residency  training  in  all  phases  of  otolaryngology  and  max- 
illofacial surgery.  Completing  military  service.  Available  in  July  1973. 
Seeking  private  practice,  association,  group  or  solo,  practicing  all 
aspects  of  the  specialty.  Contact  Gustav  M.  Braun,  M.D.,  Box  “O”, 
Gorgas  Hospital,  Balboa  Heights,  Canal  Zone. 

BOARD  CERTIFIED  ORTHOPEDIST,  32  years  old,  married  with 
two  children,  desires  location  in  Texas.  Extensive  operative  experience 
in  trauma  of  all  kinds  including  nanu.  Good  knowledge  of  P.iVi.  & K. 
(one  year  as  fellow  in  same).  Groups  or  associations  or  hospital  loca- 
tions, as  well  as  teaching  positions  welcome.  Two  years  teaching  ex- 
perience. Please  reply  to  Ad-407,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

SEEKING  LOCATION — 32  year  old  orthopedic  surgery  finishing 
training  at  The  University  of  Texas  Medical  Branch  in  September 
1973  desires  to  practice  in  a community  of  30,000  to  125,000.  Military 
obligation  previously  fulfilled.  Please  reply  to  Ad-408,  Texas  Medicine, 

1801  North  Lamar_Blvd^,  Austin,  Texas  78701. 

^OBOTETRICIAN~A.ND~GYNECOLOGIST  board  eligible,  in  mid-forties, 
desiring  to  relocate.  Have  been  at  present  location  for  twelve  years. 
Married  with  three  children.  Prefer  group  practice.  Please  reply  to  Ad- 
418,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST:  Male,  31,  university  trained — three  year  diagnostic, 

one  year  special  procedures,  one  year  faculty  appointment  ending  mid 
1973.  Oral  board  eligible.  Desire  location  near  large  body  water ; solo  or 
group : military  completed.  Have  Oklahoma  and  California  licenses. 
Please  reply  to  Clark  C.  Lipe,  M.D.,  1928  NW  56  Street,  Oklahoma  City, 
Oklahoma.  


For  Sale  or  For  Rent 


FOR  SALE:  3 rooms  of  medical  equipment  in  excellent  condition,  ideal 
for  someone  just  opening  an  office.  Includes  electric  Ritter  table, 
pediatric  table  with  scale.  Hamilton  exam  table  with  matching  cabinet. 
Many  assorted  tables,  pans,  instruments,  some  laboratory  equipment. 
100  MA  Profexray  unit  with  darkroom  equipment.  Contact  Robert  A. 
Lloyd,  M.D.,  1200  Ridgecrest,  Denton,  Texas  76201  or  phone  AC  817- 
887-8182. 

SOUTHEAST  MEDICAL  CENTER  has  customized  suites  available  for 
immediate  occupancy,  100  feet  from  Southeast  Baptist  Hospital.  Ideal  lo- 
cation in  established  quadrant  of  San  Antonio  where  no  medical  special- 
ists are  offered.  Only  17  minutes  by  freeway  from  downtown.  Contact 
Manager,  4242  East  Southcross,  San  Antonio  78222.  Phone  222-2103. 

GENERAL  PRACTICE— FOR  RENT.  Father’s  practice  for  20 
years,  now  deceased.  Four  examining  rooms,  bathroom,  private  office, 
business  office,  800  sq.  ft.  waiting  room.  Call  922-2166  or  write  6722 
So.  Flores,  San  Antonio,  Texas  78221,  Dr.  H.  Graham  Wilson,  Jr. 

FOR  SALE  OR  FOR  RENT.  Making  over  $250,000.  Due  to  retire- 
ment in  six  months,  two  doctors  clinic  for  lease,  rent  or  sale.  No 
night  calls,  OB,  or  surgery.  Regular  hours.  Privileges  in  local  hos- 
pital. Congenial  community.  90  miles  from  Houston,  20  miles  from 
Beaumont.  Please  reply  to  Ad-409,  Texas  Medicine,  1801  North  Lamar 

Blvd.,  Austin,  Texas  78701. 

AVAILABLE  IMMEDIATELY!  Due  to  sudden  death  of  physician. 
Established  40  year  general  medical  practice,  including  obstetrics, 
gynecology,  pediatrics,  surgery  and  general  family  medicine.  Practiced 
at  same  location  for  38  years.  Medical  and  Dental  Center,  Fredericks- 
burg Road  at  Summit,  San  Antonio,  Texas.  Convenient  to  all  hospitals. 
For  information  telephone  733-8675,  734-4660  or  medical  exchange 

227-6331. 

GENERAL  PRACTICE  in  booming  mid-cities  area  for  sale  with 
fully  equipped  clinic.  8 treatment  rooms,  laboratory,  x-ray  unit  with 
darkroom,  physiotherapy  with  equipment,  emergency  room,  three  pri- 
vate offices,  two  waiting  rooms.  Space  enough  for  3 or  4 doctors. 
Contact  Ad-412,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 

Texas  78701. 

WANTED:  GENERAL  PRACTITIONERS  AND  SPECIALISTS.  Hous- 
ton area,  under  construction,  now  leasing.  Nottingham  Forest  Profes- 
sional Center.  24  suites,  plus  lab,  x-ray  and  pharmacy.  Space  and  in- 
teriors custom  made  to  serve  each  doctor’s  specific  needs.  Delightful 
townhouse  environment  in  fast  growing  substantial  Memorial-Dairy 
Ashford  area.  Contact  Charles  C.  Bennett,  D.D.S.,  10038-B  Long  Point 
Road,  Houston,  Texas  77065,  713-465-8347;  or  Mike  Malone,  713- 

624-9131. 

NEW  FOUR-STORY  PROFESSIONAL  BUILDING  now  under  con- 
struction in  fast-growing  Clear  Lake  City.  Centrally  located  between 
two  new  hospitals.  Near  Houston.  NASA-MSC  and  Baypoi-t  Industrial 
Complex.  A center  of  Gulf  Coast  recreation.  For  information  contact 
Clear  Lake  Medical  Associates,  907  Bay  Area  Blvd.,  Houston,  Texas 
77058  or  call  488-3434. 

SUBSTANTIAL  SOLO  MEDICAL  PRACTICE  FOR  SALE.  Prime  lo- 

cation  in  El  Paso,  Texas  (population  350,000 -|-).  Board  certified.  Internal 
medicine  specialty  for  eighteen  years.  Located  within  medical  center 
complex  and  centrally  located  as  regards  hospitals.  Private  laboratory 
facilities.  For  further  information  and  particulars  on  financial  aspects 
call  AC  212-598-2550  or  AC  212-677-0433. 

Classified  ads  in  Texas  Medicine 

GET  RESULTS! 

Only  $8.00  for  50  worlds  that  reach 
over  11,800  readers  each  month. 

See  full  details  on  preceding  page. 
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LET  EXTENDICARE 
PUT  YOU  IN 
PRIVATE  PRACTICE 
- NO  EEES  - 

Our  hospital  communities  in  Texas  need: 

GENERAL  PRACTITIONERS  at:  NEW  BOSTON 
(new  hospital);  ANDREWS  (new  staff);  BAYTOWN 
(new  hospital) ; HILLSBORO  (replacement);  CENTER 
(to  relieve  work  load). 

PEDIATRICIANS  at:  KILLEEN  (replacement);  BAY- 
TOWN  (to  relieve  work  load);  I^UFMAN  (replace- 
ment). 

OB-GYNs  at:  BAYTOWN  (new  hospital);  KAUF- 
MAN (replacement). 

Free  inspection  trip.  Household  move. 

Free  office  rent.  Guaranteed  minimum. 

Jim  Mattingly,  Director  of  Professional  Relations 
Call  collect  502/589-3790  for  details 

Extendicare,  Inc. 

Professional  Relations  Department 
P.  O.  Box  1438 
Louisville,  KY  40201 


TEXAS  MEDICAL  ASSOCIATION 

1973  Legislative  Seminar 

Saturday,  January  20 

Joe  C.  Thompson  Conference  Center 
Austin 

Plan  to  attend  this  interesting  and  informative 
Seminar.  Important  aspects  of  state  and  national 
legislation  will  be  covered.  Speakers  will  include 
leaders  in  Texas  government — Lt.  Gov.  William  P. 
Hobby,  Attorney  General  John  Hill,  six  state  sena- 
tors, five  state  representatives,  and  others. 

TEXAS  MEDICINE 
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Dicarbosil  118 

Ayerst  Laboratories 

Premarin  56-57 

Beecham-Massengill 

Pharmaceuticals 

Bactocill,  Pyopen,  Totacillin  92 

Beverly  Hills  Hospital  and  Clinic  125 

Blue  Cross-Blue  Shield  of  Texas  2-3 

Burroughs  Wellcome  Company 
Empirin  Compound  with 


Codeine  81 

Casualty  Indemnity  Exchange 

Malpractice  Insurance  7 

Dallas  Medical  & Surgical  Clinic 
and  Hospital  2nd  Cover 

The  Diagnostic  Clinic  of 

San  Antonio,  P.A.  26 

Extend ica re,  Inc.  144 

First  Texas  Pharmaceuticals,  Inc. 
Infantol  Pink  38 

C.  B.  Fleet  Co.,  Inc. 

Fleet  Enema  12 

Geigy  Pharmaceuticals 

DBI-TD  32 

The  Houston  Institute  42 

Imperial  Valley  Medical  Dental 
Center,  Houston  53 

Kelsey-Seybold  Clinic  117 

LaHacienda,  Hunt  121 

Eli  Lilly  and  Company 

lllosone  Liquid  250  46 

Trinsicon  93-94 

The  Martin  X-Ray  and 

Radium  Clinic  133 


Medical  Arts  Clinic  of  Corsicana  111 

The  Medical  Protective  Company 
Malpractice  Insurance  26 


Merck  Sharp  & Dohme 

Mintezol  126-127 

Ortho  Pharmaceutical  Corporation 

Sporostacin  Cream  30 

The  Pharmaceutical 

Manufacturers  Association  43-45 

William  P.  Poythress  & 

Company,  Inc. 

Uro-Phosphate  41 

T.  Rowe  Price  Growth 

Stock  Fund,  Inc.  118 

Professional  Services  Incorporated 
Tax  and  Money  Management  54 

The  Prudential  Insurance 
Company  of  America 


TMA  Group  Insurance  Plan 

11 

Radiology  Associates  of 

Fort  Worth 

111 

Reed  & Carnrick 

Phasil 

71 

A.  H.  Robins  Company 

Dimetapp  Extentabs 

17 

Phenaphen  with  Codeine 

18-19 

Roche  Laboratories 

Efudex 

Gantrisin 

Librax 

Librium 

Valium 

Roerig 


Antivert 

72-73 

Scott  and  White  Clinic 

Back  Cover 

G.  D.  Searle  & Company 

Pro-Banthine 

82-83 

Seaview  Hospital 

100 

Starlite  Village  Clinic 

117 

Stuart  Pharmaceuticals  Division 
of  ICI  America  Inc. 

Kinesed  128-129 

Mylanta  31 

Surgical  Mechanical 
Research,  Inc. 

Medical  Equipment  54 


146-3rd  Cover 
100-101 
114-115 
14-15 
1 


Texas  Medical  Association 

Annual  Session  133 

Drug  Abuse  91 

Jewelry  6 

Memorial  Library  Fund  122 

South  Pacific  Adventure  25 


Statement  of  Ownership, 
Management  and  Circulation  118 

Timberlawn  Psychiatric 

Hospital  Back  Cover 

Torbett,  Hutchings,  Smith 

Memorial  Hospital  2nd  Cover 

Travis  Clinic  Foundation  and 

Travis  Clinic  Association  111 

Turner’s  Clinical  & X-Ray 

Laboratories  117 

The  Upjohn  Company 

Cleocin  130-132 

Lincocin  20-22 

Orinase  84 

Wichita  Falls  Clinic-Hospital  133 


Physicians'  Directory  134-142 

Classified  Advertisments  143-144 


ADVERTISING  RATES  & DATA:  Avail- 
able on  request  from  the  Advertising 
Director,  Texas  Medicine.  Advertising 
plates  should  be  sent  directly  to  the 
printer.  Space  reservations,  copy  and 
proofs  should  be  sent  to  the  Adver- 
tising Director.  Represented  nation- 
ally by  the  State  Medical  Journal 
Advertising  Bureau,  Inc.,  1010  Lake 
Street,  Oak  Park,  III.  60301. 

ADVERTISING  & BUSINESS  OF- 
FICES: Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin 
78701;  Telephone  512-477-6704. 


PRINTING  OFFICES:  Texas  Medicine, 
c/o  Stafford-Lowdon  Company,  1114 
West  Daggett,  Fort  Worth  76104. 


Volume  68,  November,  1972 


145 


What  it  means 
to  live  and  woikin 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Community  medicine 

Texas  Delegates’  report 
Gonorrhea  control 
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librium  and 

^hlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjuncti\'e  anlianxiety  therapy  concomitantly 
tvith  certain  sjjecilic  medications  of  other 
classes  of  drtigs,  such  as  cardiac  glycosides,  anti- 
hypertensi\'e  agents,  diuretics,  anticholin- 
ei'o^ics  and  antacids. 

o 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enotigh  and  until,  in  the  physician’s 
jtidgment,  anxiety  has  been  reduced  to  tolerable, 
ajjpropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 

Libriunr 

(chlordiazepoxide  HCI) 

5-mg9  lO-mg^  25-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 
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TMA  sets  mid -January  date  for 
Special  Session,  Legislative  Seminar 


A special  session  of  the  Texas  Medical 
Association’s  House  of  Delegates  has 
been  called  by  TMA  President  Braswell 
Locker  for  the  weekend  of  Jan.  19-21. 
The  date  of  the  session  will  coincide 
with  TMA’s  Legislative  Seminar,  which 
will  take  place  Saturday,  Jan.  20,  at 
the  Joe  C.  Thompson  Conference  Cen- 
ter in  Austin. 

The  session,  called  by  Dr.  Locker  in 
December,  is  scheduled  to  begin  late 
Saturday  afternoon  following  the  Leg- 
islative Seminar,  and  to  reconvene  on 
Sunday  morning.  In  addition  to  the 
seminar  and  special  session,  TMA’s 
boards,  councils  and  committees  will 
be  meeting. 

Dr.  Locker  called  the  session  at  the 
request  of  the  Board  of  Trustees,  who 
recommended  that  the  call  be  limited 
to  the  single  issue  of  discussing  Foun- 
dations. 

In  September,  the  Executive  Board 
voted  to  authorize  and  direct  the  Board 
of  Trustees  to  implement  and  develop 
immediately  the  Texas  Medical  Foun- 
dation. Since  then,  the  Trustees  have 
moved  ahead  on  the  Foundation,  using 
the  TMA  Council  on  Tax-Financed 
Health  Care  Programs  as  a task  force. 

The  Foundation  has  been  granted  a 
charter  by  the  State  of  Texas  and  is 
planned  as  a separate  corporate  entity 
capable  of  data  collection,  applying  for 
grant  funding,  and  rendering  member 
services  which  TMA  is  unable  to  under- 
take under  law.  Organizationally,  the 
Foundation  would  be  fully  responsible 
to  TMA. 

The  call  for  the  Special  Session  was 
precipitated  by  a request  from  the  Tar- 
rant and  Harris  County  Medical  Socie- 
ties which  asked  that  the  Board  of 
Trustees  adopt  no  further  action  on  the 
Foundation  until  the  matter  can  be 
considered  by  the  House  of  Delegates. 

The  1973  Legislative  Seminar  will 
begin  at  9 a.m.  on  Saturday,  Jan.  20, 
with  a message  from  Dr.  Locker.  Dur- 
ing the  day,  physicians  will  hear  about 
prospective  legislation  for  the  1973 
sessions  of  the  US  Congress  and  the 
Texas  Legislature,  in  addition  to  panel 
discussions  on  legislative  issues  and 
the  political  process. 

Edgar  T.  Beddingfield,  Jr.,  MD,  a 
member  of  the  AMA  Council  on  Legis- 
lation, will  discuss  “What’s  Ahead  in 
Congress  in  1973,’’  with  special  em- 


phasis on  national  health  insurance 
proposals  and  health  maintenance  or- 
ganizations. 

At  9;45  a.m.,  Lt.  Gov.  William  P. 
Hobby  of  Houston  will  give  a preview 
of  the  1973  Texas  Legislature,  followed 
at  10:10  a.m.  by  Dr.  Joseph  T.  Ains- 
worth, chairman  of  TMA’s  Council  on 
Medical  Jurisprudence. 

Dr.  Ainsworth  will  discuss  medical 
issues  before  the  State  Legislature  in 
1973  including  certificate  of  need  leg- 
islation, proposals  for  drug  substitution 
and  drug  samples,  amendments  to  the 
Medical  Practice  Act,  and  proposed 
expansion  of  recognition  for  chiro- 
practors. 

State  Sens.  A.  M.  Aiken,  Jr.,  of  Paris 
and  H.  J.  "Doc”  Blanchard  of  Lubbock; 
and  Reps.  Joe  Spurlock  of  Fort  Worth 
and  L.  DeWitt  Hale,  Corpus  Christi,  will 
participate  in  a pre-luncheon  panel  dis- 
cussion on  “The  Preparation  of  a Bill 
and  Its  Progress  Through  the  State 
Legislature.” 

At  noon,  TMA  and  Smith,  Kline  & 
French  Laboratories  will  sponsor  a 
luncheon  in  the  Conference  Center  Din- 
ing Room.  There  will  be  no  charge  for 
registration,  luncheon  or  social  events. 

Dr.  Charles  B.  Dryden,  Wichita  Falls, 
president-elect  of  TMA,  will  preside 
over  an  afternoon  session  which  will 
again  include  panels  and  lectures. 

Texas  Atty.  Gen.  John  B.  Hill  will 
discuss  conflicts  between  federal  and 
state  laws.  His  talk  will  be  followed  by 
a panel  discussion  on  the  role  of  citi- 
zens and  organizations  in  elections 
and  the  legislative  process. 

Panelists  for  the  1:30  p.m.  discus- 
sion will  include  Sens.  W.  T.  “Bill” 
Moore,  Bryan,  and  William  N.  “Bill” 
Patman,  Ganado;  and  Reps.  Charles  A. 
Finnell,  Holliday,  and  James  E.  Nugent, 
Kerrville. 

Rep.  Price  Daniel,  Jr.,  of  Liberty  will 
moderate  a 3 p.m.  panel  on  the  deci- 
sion-making process  of  the  legislator. 
Other  participants  will  be  Sens.  Jack 
Hightower,  Vernon,  and  Max  Sherman, 
Amarillo;  and  Rep.  David  Finney,  Fort 
Worth. 

Philip  R.  Overton,  TMA  general 
counsel,  will  close  the  seminar  with  a 
discussion  on  how  to  increase  the  ef- 
fectiveness of  Medicine  in  state  and 
national  legislation. 
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At  6 p.m.,  Employers  National  Life 
Insurance  Co.  will  sponsor  a hospital- 
ity hour  in  the  dining  room  of  the 
Conference  Center. 

There  will  be  an  Orientation  Program 
for  new  and  transfer  members  as  well 
as  meetings  of  the  boards,  councils, 
and  committees. 

The  1973  Legislative  Seminar  and 
Special  Session  of  the  House  of  Dele- 
gates promises  to  be  one  of  the  most 
interesting  events  of  the  year,  and  all 
physicians  are  urged  to  attend. 

Houston  Medical  School 
gets  home  of  its  own 

For  more  than  two  years — since  the 
first  freshman  class  was  admitted  in 
September  of  1970 — The  University  of 
Texas  Medical  School  at  Houston  has 
operated  from  leased  space  in  several 
Texas  Medical  Center  buildings. 

That  era  in  the  brief  history  of  the 
Houston  Medical  School  came  to  a 
close  Oct.  28  with  the  dedication  of 
the  John  H.  Freeman  Building  as  the 
school’s  headquarters.  For  the  first 
time,  several  teaching,  research,  and 
administrative  functions  were  brought 
together  under  one  roof. 

Dedication  ceremonies  took  place  at 
the  Astroworld  Hotel  with  the  keynote 
address  by  United  Nations  Ambassador 
George  Bush. 

The  Freeman  Building  is  a two-story 
structure  containing  55,000  square 
feet  of  space,  with  foundations  permit- 
ting its  eventual  rise  to  six  floors.  The 
building  serves  as  the  initial  compon- 
ent in  an  extensive  medical  schooj 
complex  to  be  constructed  in  two  addi- 
tional phases  within  the  next  few  years. 

In  recognition  of  his  contributions 
to  the  Houston  medical  community, 
the  building  is  named  for  John  H.  Free- 
man, a prominent  civic  leader  and  re- 
tired partner  in  the  law  firm  of  Ful- 
bright,  Crooker  and  Jaworski.  As  an 
original  trustee  of  the  M.  D.  Anderson 
Foundation,  Freeman  played  a large 
part  in  establishing  the  Texas  Medical 
Center  in  1945. 

Among  the  facilities  included  in  the 
new  medical  building  are  38  research 
laboratories,  35  faculty  offices  with 
support  areas,  19  student  study  rooms 
and  administrative  offices. 

Centrally  located  on  the  first  level 
are  two  large  classrooms  adjoining  the 
school’s  Learning  Resource  Center.  Be- 


The  John  H.  Freeman  Building  is  the  new 
home  of  the  UT  Medical  School  at  Houston. 
The  55,000  square-foot  building  will  house 
teaching,  research,  and  administrative  fa- 
cilities for  the  school. 

cause  of  this  arrangement,  a wide 
variety  of  demonstrations  and  audio- 
visual and  patient  presentations  can 
be  made  effectively  to  large  classes. 

Rounding  out  the  first  floor  are  a 
student  commons  area,  general  store- 
rooms, an  animal  holding  room  and  a 
small  anatomical  teaching  laboratory. 

The  second  floor  contains  a combi- 
nation of  faculty  offices,  student  study 
units,  laboratories,  and  a cold  room 
and  an  incubator  unit. 

Project  architects  were  Brooks,  Barr, 
Graeber  and  White  of  Austin.  Fleetwood 
Construction  Company  of  Houston  was 
general  contractor  for  the  Freeman 
Building. 

MDs  asked  to  report 
on  continuing  education 

TMA’s  Committee  on  Continuing  Edu- 
cation is  asking  Texas  physicians  to 
voluntarily  report  continuing  education 
activities  undertaken  during  the  past 
year  for  inclusion  in  membership  files. 

In  addition,  the  Committee  is  sur- 
veying TMA  members  for  their  opinion 
on  whether  specific  hours  of  continu- 
ing education  should  be  required  for 
hospital  privileges,  membership  in 
local  societies,  membership  in  TMA 
and  re-licensure. 

In  a letter  which  will  be  mailed  to 
all  Association  members  this  month. 
Dr.  R.  D.  Haines,  chairman  of  the  Com- 
mittee on  Continuing  Education,  notes 
that  several  states  require  that  physi- 
cians document  a certain  number  of 
continuing  education  hours  each  year 
in  order  to  continue  practice  in  the 
state. 


"Prior  to  such  mandatory  action  by 
external  pressures,’’  Dr.  Haines  says  in 
the  letter,  "the  Texas  Medical  Associa- 
tion’s Committee  on  Continuing  Educa- 
tion recently  recommended  that  each 
physician  voluntarily  submit  to  the 
Texas  Medical  Association  his  year’s 
activities  under  the  classification  of 
continuing  education.  We  believe  that 
you  will  agree  with  that  philosophy.” 

Accordingly,  included  with  Dr. 
Haines’  letter  is  a form  which  may  be 
filled  out  by  the  physician  and  returned 
to  the  Association  offices.  A postcard 
with  the  survey  questions  on  it  is  also 
included  in  the  mailing. 

The  survey  was  approved  by  TMA’s 
Board  of  Trustees  at  its  October  meet- 
ing. 

TMA’s  House  of  Delegates  will  con- 
sider recommendations  for  the  docu- 
mentation of  achievements  in  continu- 
ing education  when  it  meets  at  the 
1973  Annual  Session  in  Dallas  next 
May. 

The  January,  1973,  issue  of  Texas 
Medicine  will  contain  a Directory  of 
Continuing  Education  Courses  in  Tex- 
as. Reprints  of  the  directory  will  be 
available. 

FDA  calls  for  filters 
on  breast  x-ray  equipment 

The  FDA  has  recommended  that  state 
radiation  program  control  directors  call 
for  the  use  of  protective  filters  with  all 
breast  x-ray  examination  equipment  to 
prevent  erythema. 

The  recommendation  is  aimed  spe- 
cifically at  equipment  now  using  x-ray 
tubes  with  beryllium  windows  without 
filtration  usually  employed  in  other 
types  of  diagnostic  x-ray  machines. 
The  FDA  said  that  its  Bureau  of  Radio- 
logical Health  had  received  reports 
that  the  use  of  unfiltered  beryllium 
tubes  can  result  in  radiation  doses  that 
cause  erythema  in  some  patients. 

All  mammography  units,  the  FDA 
said,  should  be  operated  with  filtration 
at  least  equal  to  that  provided  by  0.5 
millimeters  of  aluminum  as  recom- 
mended by  US  and  international  radi- 
ation protection  authorities. 

The  recommendation  will  become  a 
requirement  under  the  new  FDA  radia- 
tion protection  standard  for  diagnostic 
x-ray  equipment.  The  standard  covers 
equipment  produced  after  Aug.  15, 
1973. 
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Texas  Delegation  takes  active  role 
at  AAAA  Clinical  Convention 


The  Texas  Delegation  took  an  active 
role  in  representing  the  views  of  physi- 
cians of  the  state  on  policy  issues  be- 
fore the  House  of  Delegates  of  the 
American  Medical  Association  at  the 
1972  Annual  Clinical  Convention  Nov. 
26-29  in  Cincinnati,  Ohio. 

Thirty-five  Texas  physicians  partici- 
pated in  the  discussions  of  the  House 
of  Delegates,  monitoring  a great  num- 
ber of  reports  and  resolutions  and  con- 
tributing comments  and  views  at  hear- 
ings before  Reference  Committees  and 
on  the  floor  of  the  House  as  policy  was 
determined. 

PSROs 

Primary  interest  was  focused  upon 
Public  Law  92-603,  (H.R.  1),  passed  by 
Congress  in  October,  which  is  certain 
to  have  an  impact  upon  physicians  and 
the  delivery  of  medical  care.  Major  pro- 
visions include  the  Professional  Stan- 
dards Review  Organization  for  the  Med- 
icare and  Medicaid  programs. 

The  House  of  Delegates  has  gone  on 
record  stating  that  the  AMA  should 
provide  leadership  in  the  establishment 
of  the  PSRO  program  to  assure  that 
the  best  interests  of  the  public  and  the 
profession  are  preserved.  Default  of 
leadership  seems  certain  to  result  in 
lay  control  of  PSROs,  which  will  review 
the  professional  services  of  physicians 
for  inpatient  care. 

The  AMA  will  create  an  Advisory 
Committee  which  will  provide  recom- 
mendations from  the  medical  profes- 
sion in  the  development  of  federal 
rules  and  regulations  governing  the 
PSRO  program.  The  AMA  will  assist 
state  and  county  medical  societies  in 
developing  PSROs,  and  in  recommend- 
ing structures  and  operating  mechan- 
isms. The  Advisory  Committee  will  en- 
deavor to  insure  that  the  medical  pro- 
fession will  have  a voice  in  the  develop- 
ment of  "norms  of  health  care  ser- 
vices,” which  are  called  for  in  the  law, 
and  which  relate  to  medical  necessity 
of  care  provided,  length  of  stay,  and 
appropriateness  of  the  site  of  care. 
Protest  to  IRS 

The  Texas  Delegation  also  contribut- 
ed to  resolving  several  issues  which 
have  offered  concern  to  the  physicians 
of  the  state.  The  Texas  Medical  Asso- 
ciation earlier  this  year  protested  a 
ruling  by  the  Internal  Revenue  Service 
which  prohibits  a physician  from  with- 
drawing voluntary  contributions  to  his 


Keogh  plan  prior  to  disability  or  age 
591/2- 

AMA  joined  Texas  in  protesting  the 
ruling  as  unreasonable.  As  a result  of 
that  prompt  and  effective  action,  it  has 
been  announced  that  the  ruling  will  be 
revised  to  permit  withdrawal  of  volun- 
tary contributions  made  by  an  owner- 
employee  prior  to  March  5,  1972. 

The  Texas  Delegation  was  interested 
in  a progress  report  on  continuing  ef- 
forts of  the  AMA  to  resolve  problems 
encountered  by  physicians  in  relation- 
ships with  Aetna  Life  and  Casualty. 
Physicians  have  been  urged  to  report 
problems  to  their  county  and  state 
medical  societies. 

Members  honored 

The  Texas  Delegation  is  proud  that 
one  of  its  members.  Dr.  Max  E.  John- 
son, San  Antonio,  has  been  elected  as 
chairman  of  the  AMA's  Committee  on 
Nursing.  Dr.  Johnson  has  served  as  a 
member  of  the  Committee  for  the  past 
seven  years. 

Dr.  Milton  V.  Davis,  Dallas,  has  been 
appointed  as  representative  of  the  AMA 
Council  on  Medical  Education  to  the 
Residency  Review  Committee  for  Tho- 
racic Surgery.  Dr.  C.  W.  Daeschner,  Jr., 
Galveston,  has  been  appointed  to  the 
editorial  board  of  the  American  Journal 
of  Diseases  of  Children. 

The  AMA  House  of  Delegates  paid 
tribute  to  the  late  Dr.  G.  W.  Cleveland, 
Austin,  who  died  suddenly  Nov.  9.  The 
House  adopted  a memorial  resolution 
citing  Dr.  Cleveland’s  service  as  a mem- 
ber of  the  Texas  Delegation  for  14 
years  and  as  a Delegate  since  1960. 

LVN  licensing  board  gets 
new  executive  secretary 

The  State  Board  of  Vocational  Nurse 
Examiners  has  announced  the  appoint- 
ment of  Mrs.  Waldeen  D.  Wilson,  RN, 
Amarillo,  as  executive  secretary  of  the 
board. 

Mrs.  Wilson  has  served  as  coordina- 
tor-instructor of  the  Amarillo  School  of 
Vocational  Nursing  for  the  past  15 
years,  and  is  a graduate  of  the  North- 
west Texas  Hospital  School  of  Nursing 
in  Amarillo.  She  has  also  attended 
Amarillo  College  and  the  University  of 
Colorado. 

Mrs.  Wilson  succeeds  Mrs.  Marjorie 
Taber  Ogle,  who  is  retiring  after  a ten- 
ure of  21  years  as  executive  secretary. 


Dr.  Joe  T.  Nelson,  newly-installed  president 
of  the  Southern  Medical  Association. 


Dr.  Nelson  installed 
as  president  of  SMA 

Dr.  Joe  T.  Nelson,  charter  member,  and 
presently  secretary,  of  TMA's  Board  of 
Trustees,  was  installed  as  president  of 
the  Southern  Medical  Association  on 
Nov.  15  in  New  Orleans. 

Dr.  Nelson,  who  has  also  served  as 
past  president  of  the  13th  District 
Medical  Society,  and  past  chairman  of 
the  Board  of  Directors  of  TexPac,  is  a 
family  physician  practicing  in  Weather- 
ford. 

As  president  of  SMA,  the  nation’s 
second  largest  general  medical  organi- 
zation, Dr.  Nelson  will  preside  over  the 
association's  annual  meeting  to  be 
held  in  San  Antonio  in  November, 
1973. 

Dr.  Nelson  is  now  a regent  for  The 
University  of  Texas  and  a former  re- 
gent of  North  Texas  State  University. 
He  is  a past  councilor  for  the  South- 
ern Medical  Association,  and  has  also 
served  SMA  as  past  chairman  of  its 
insurance  committee.  In  1970,  he  re- 
ceived the  Distinguished  Service  Award 
of  that  organization. 

Dr.  Nelson  is  a graduate  of  North 
Texas  State  University  and  the  Baylor 
College  of  Medicine. 

He  is  currently  listed  in  Who’s  Who 
in  the  South  and  Southwest,  and  is  a 
member  of  numerous  professional  and 
civic  organizations  including  the  Royal 
Society  of  Health,  World  Medical  Asso- 
ciation, National  Registry  of  Prominent 
Americans,  and  the  Newcomen  Society 
of  North  America. 
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UTMB  launches  drive 
to  restore  ‘Old  Red’ 

"Old  Red,”  the  first  medical  college 
building  in  the  state  of  Texas,  is  in 
danger  of  being  demolished.  Built  in 
1890,  the  building  is  officially  known 
as  the  Ashbel  Smith  Building,  and  is 
located  on  the  campus  of  the  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston. 

If,  however,  enough  money  can  be 
raised  to  restore  the  building,  it  could 
be  saved,  possibly  for  use  as  a medical 
museum  and  as  headquarters  for  a 
proposed  Institute  of  Medical  Humani- 
ties. 

After  a survey  of  alumni,  faculty, 
students,  and  employees  showed  that 
there  is  great  sentiment  for  preserving 
Old  Red,  Dr.  Truman  G.  Blocker,  UTMB 
president,  has  recommended  to  the 
Alumni  Council  a one-year  campaign 
to  save  the  building. 

"All  alumni,  persons  associated  with 
the  Medical  Branch,  and  friends  of 
UTMB  who  are  interested  in  restoring 
Old  Red  are  invited  to  contribute  to  the 
campaign,”  says  Dr.  Blocker.  It  is  esti- 
mated that  about  two  and  a half 
million  dollars  will  be  needed. 

"It  is  anticipated  that  if  we  can  raise 
a significant  share  from  among  the 
alumni,  we  can  expect  support  for  this 
project  from  private  individuals,  foun- 
dations and  through  federal  grants  for 
the  remainder  of  the  amount  needed 
for  total  restoration.  This  project,  I 
believe,  will  bring  great  satisfaction  to 
all  subscribers  and  will  help  us  main- 
tain an  important  link  with  the  distin- 
guished history  of  the  Medical  School,” 
Dr.  Blocker  said. 

The  Medical  Branch  and  Old  Red’s 
history  began  in  1881  when  the  people 
of  Texas  voted  to  place  the  state  medi- 
cal school  in  Galveston.  The  property 
was  purchased  in  1889,  and  Nicholas 
J.  Clayton,  the  first  professional  archi- 
tect in  Texas,  was  commissioned  to 
design  the  building.  Clayton  is  best 
known  for  his  design  of  the  Bishop’s 
Palace. 

The  school  opened  in  1890,  with  all 
medical  departments  housed  in  Old 
Red.  Known  first  as  the  Medical  Col- 
lege Building,  it  housed  32  students 
and  a faculty  of  13. 

The  building  continued  in  use  as 
UTMB  mushroomed  around  it.  In  1949, 
it  was  named  in  honor  of  Dr.  Ashbel 
Smith.  Currently,  Old  Red  is  used  for 
offices,  a student  bookstore,  a post 
office  sub-station,  print  shop  store- 
room, and  laboratory  storage  area. 


Two  uses  are  planned  for  Old  Red  if 
the  building  is  saved.  First,  it  will  house 
an  Institute  for  the  Medical  Humani- 
ties, now  being  planned  at  the  Medical 
Branch.  Secondly,  it  will  be  used  as  a 
medical  museum  and  historical  reposi- 
tory for  medical  memorabilia  gathered 
by  Texas  physicians  since  the  practice 
of  medicine  began  in  the  state. 

Physicians  today  are  exhibiting  a 
renaissance  of  concern  for  human  val- 
ues and  goals,  both  as  persons  and 
professionals,  says  Dr.  Chester  Burns, 
director  of  the  UTMB  History  of  Medi- 
cine Division.  "This  concern  for  human 
values  indicates  that  the  American 
physician  is  unwilling  to  be  trampled 
by  a technological  momentum  that 
pollutes  and  dehumanizes.  As  doctors 
and  concerned  citizens,  we  are  willing 
to  reassess  our  values  and  to  recon- 
stitute our  means  in  order  to  accom- 
plish our  new  goals.” 

The  establishment  of  an  Institute 
for  Medical  Humanities  is  hoped  to  be 
of  help  in  bridging  the  gap  between 
medicine,  the  humanities,  and  the 
social  sciences. 

As  for  the  museum.  Dr.  Burns  says 
there  are  no  medical  museums  in  the 
United  States  devoted  exclusively  to 
the  systematic  preservation  and  dem- 
onstration of  the  medical  heritage  of  a 
given  state. 

"Old  Red  will  provide  the  site  for  a 
unique  museum  devoted  to  historical 


“Old  Red,”  located  on  the  campus  of  the  UT 
Medical  Branch,  is  the  state's  first  medical 
college  building.  Today,  the  building  is  in 
danger  of  being  destroyed  unless  some  two 
and  a half  million  dollars  can  be  raised  to 
restore  it. 


medicine,  health  sciences,  and  arts  in 
medicine,”  says  Dr.  Burns. 

"With  the  establishment  of  this  mu- 
seum at  Old  Red,  the  Medical  Branch 
will  become  the  first  university  center 
in  the  United  States  to  support  the 
activities  of  a museum  dedicated  to 
both  the  scientific  and  cultural  activi- 
ties of  medicine.” 

"We  feel  that  there  could  be  no  bet- 
ter place  to  house  this  new  institute 
and  medical  museum  than  Old  Red,” 
said  Dr.  Blocker.  "As  a symbol  of 
Texas’  medical  past.  Old  Red,  when 
restored,  will  become  a link  between 
medicine’s  past  and  future.” 

Arkansas  VA  hospital 
will  help  addicted  vets 

The  Veteran’s  Administration  Hospital 
at  Ft.  Roots  in  North  Little  Rock,  Ark., 
has  instituted  an  intensive  program  of 
rehabilitative  therapy  for  veterans  who 
are  addicted  to  drugs. 

The  program  includes  a period  of 
detoxification  which  is  followed  by 
three  possible  courses  of  treatment. 
Treatment  programs  include  short-term 
inpatient  therapy,  followed  by  long- 
term outpatient  follow-ups;  combina- 
tion inpatient-outpatient  therapy  ori- 
ented toward  vocational  and  VA  bene- 
fits counseling,  along  with  group  ther- 
apy; and  a structured  inpatient  treat- 
ment program  of  30,  60,  or  90  days’ 
duration,  with  options  for  continued 
treatment  at  the  end  of  each  30-day 
period. 

The  latter  course  of  treatment  con- 
sists of  group  psychotherapy,  educa- 
tional lectures,  "rap  sessions,”  physi- 
cal exercise,  and  manual  arts.  Family 
therapy  sessions  are  held  weekly  and 
interested  family  members  are  expect- 
ed to  attend,  say  VA  authorities. 

A similar  program  is  being  offered 
for  drug-addicted  veterans  over  age 
35,  with  separate  activities  from  the 
younger  veterans. 

After  inpatient  therapy  is  completed, 
the  hospital  offers  a work-pass  pro- 
gram for  patients  who  wish  to  work 
while  remaining  in  the  hospital  at 
night.  In  addition,  there  is  an  outpa- 
tient clinic,  where  patients  discharged 
from  inpatient  treatment  are  encour- 
aged to  visit  on  a regular  basis. 

In  addition,  the  hospital  has  a ser- 
vice called  "Building  Up  to  Drugs,”  or 
BUD,  in  which  a patient  who  feels  he 
may  take  drugs  or  wishes  help  in  fight- 
ing off  the  impulse  to  do  so,  may 
return  as  a guest  of  the  hospital  and 
stay  for  up  to  48  hours. 


Volume  68,  December,  1972 


7 


NEWS 


Drs.  Key,  Smith  give 
funds  for  TMA  Library 

The  Texas  Memorial  Medical  Library 
Association  has  received  gifts  totaling 
$9,000  from  two  Texas  physicians. 

Dr.  Sam  N.  Key,  Jr.,  of  Austin  re- 
cently presented  the  Association  with 
an  $8,000  check  in  memory  of  his 
mother  and  father.  Dr.  Sam  N.  and 
May  B.  Key.  The  funds  are  specifically 
designated  for  the  acquisition  of  mate- 
rials or  books  relating  to  ophthal- 
mology. 

In  a letter  to  Dr.  Key,  C.  Lincoln 
Williston,  TMA  executive  secretary,  says 
the  gift  will  be  recognized  permanently 
on  the  plaque  which  hangs  in  the  Read- 
ing Room  of  the  library.  In  addition, 
book  plates  acknowledging  the  me- 
morial gift  will  be  placed  in  all  books 
and  journals  which  are  purchased  with 
the  income  from  the  Key  contribution. 

Dr.  Howard  0.  Smith  of  Marlin  has 
contributed  $1,000  in  memory  of  Mrs. 
Howard  Owen  (Ann)  Smith.  The  Smith 
gift,  which  is  to  be  used  at  the  discre- 
tion of  the  Library  Association,  will  also 
be  commemorated  on  the  Reading 
Room  plaque. 

Competition  underway 
for  Anson  Jones  Award 

Texas  daily  and  weekly  newspapers, 
magazines,  and  radio  and  television 
stations  have  been  invited  to  submit 
their  work  for  recognition  by  the  Texas 
Medical  Association. 

TMA  has  called  for  entries  in  the 
annual  Anson  Jones  Award  competi- 
tion for  excellence  in  communicating 
health  information  to  the  public. 

The  annual  award  provides  eight 
separate  categories,  with  $100  and  an 
engraved  plaque  going  to  the  winner 
in  each. 

Each  entry  is  judged  on  the  basis  of 
accuracy,  significance,  quality,  public 
interest,  and  impact.  Entries  are 
judged  by  representatives  from  the 
fields  of  publishing,  radio,  television, 
and  medicine,  with  final  winners  select- 
ed by  a panel  of  Texas  physicians. 

The  deadline  for  entries  was  Dec. 
10,  and  the  work  submitted  must  have 
been  published  or  broadcast  between 
Dec.  1,  1971  and  Nov.  30,  1972. 

TMA's  medical  journalism  award  is 
named  in  honor  of  Anson  Jones,  MD, 
a pioneer  Texas  physician,  distin- 
guished writer,  and  last  president  of 
the  Republic  of  Texas.  The  award  was 
first  presented  in  1957. 

Award  winners  will  be  announced  on 
Feb.  1,  1973,  and  award  presentations 


Executive  Secretary  C.  Lincoln  Williston  pre- 
sents TMA  head  librarian  Pauline  Duffield 
with  a gold  pendant  in  honor  of  her  20  years 
of  service  to  the  Association.  Miss  Duffield 
celebrated  her  anniversary  Nov.  15,  and  was 
honored  with  a morning  coffee  by  the  TMA 
staff. 

will  be  made  at  the  TMA  Annual  Ses- 
sion to  be  held  in  Dallas  in  May. 

Last  year’s  winners  were  Mary  Jane 
Schier  of  The  Houston  Post,  Jim  Bur- 
nett for  The  Denton  Record-Chronicle-, 
Sam  D.  Logan,  Jr.,  The  Clifton  Record; 
Anne  Dodson,  Corpus  Christi  Caller- 
Times',  Mary  M.  Midkiff,  Houston  maga- 
zine: Carole  Kneeland,  KAUM,  Houston; 
Lee  Webb,  KFDA-TV,  Amarillo;  and  Ron 
Kershaw  and  Greg  Moore,  KTRK-TV, 
Houston. 

Exhibits  to  be  feature 
of  ’73  Annual  Session 

Scientific  exhibits  are  always  one  of 
the  main  attractions  of  a TMA  Annual 
Session. 

Dale  Werner,  exhibit  manager  for  the 
106th  Annual  Session  to  be  held  May 
3-6  in  Dallas,  says  he  expects  at  least 
50  exhibits  this  year. 

Scientific  exhibits  may  be  displayed 
by  individuals  or  groups  of  individuals, 
and  differ  from  technical  exhibits 
which  are  usually  sponsored  by  com- 
mercial enterprises. 

In  order  to  exhibit  at  the  Dallas 
meeting,  the  physician  or  group  must 
submit  a scientific  exhibit  application 
by  Jan.  1.  The  applications  are  re- 
viewed by  the  TMA  Committee  on  Sci- 
entific Exhibits  which  determines  if  an 
exhibit  will  be  accepted. 

In  addition  to  the  recognition  the 
physician  receives  simply  from  dis- 
playing his  work  at  an  Annual  Session, 
prizes  are  awarded  in  four  categories. 
TMA  also  presents  the  Aesculapius 
Award  for  the  outstanding  exhibit  pre- 
sented by  a Texas  physician. 


The  classifications  are;  scientific  ex- 
hibit without  grant  or  assistance:  scien- 
tific exhibit  with  grant  or  assistance 
from  university,  hospital,  government 
agency,  or  non-profit  organization;  sci- 
entific exhibit  with  grant  or  assistance 
from  a pharmaceutical  or  other  com- 
mercial enterprise:  and  exhibits  of 
educational-promotional  nature  which 
“bring  a message  of  interest  and 
importance  to  the  attention  of  the 
profession." 

Exhibits  are  judged  by  a group  of 
physicians  whose  names  are  kept  se- 
cret. Criteria  include  clarity,  effective- 
ness, personal  presentation,  contribu- 
tion to  basic  knowledge,  practical  value 
and  originality. 

Booths  for  exhibits  are  provided  at 
no  charge.  They  are  supplied  in  two 
styles,  and  each  booth  is  equipped  with 
a table,  a chair,  and  one  AC  110  elec- 
trical outlet.  Special  arrangements  can 
be  made  if  necessary. 

Last  year’s  Aesculapius  Award  went 
to  two  Galveston  physicians — Byron  J. 
Bailey,  and  Gary  L.  Schechter — for 
their  exhibit,  "Conservation  Surgery  of 
the  Larynx.” 

Other  award-winning  displays  were 
"Immediate  Revascularization  of  the 
Heart,”  by  Dr.  Ben  F.  Mitchel,  Jr., 
Dr.  Maurice  Adam,  Dr.  Cary  J.  Lam- 
bert, and  Dr.  Gerald  E.  Geiser,  all  of 
Dallas;  and  “Self-Evaluation  in  Radiol- 
ogy.” by  Drs.  Peter  Zanca,  Robert  Wag- 
gener,  Michael  Howard,  Ben  Logan, 
and  Manuel  Lastra  of  The  University  of 
Texas  Medical  School  at  San  Antonio. 

Exhibits  are  just  one  of  the  special 
attractions  offered  at  the  1973  Annual 
Session.  Plan  to  attend. 

WATMA  sale  proceeds 
to  go  to  benevolent  fund 

The  Woman’s  Auxiliary  to  the  Tex- 
as Medical  Association  (WATMA)  is 
launching  a drive  to  raise  money  for 
the  Physicians’  Benevolent  Fund  of 
TMA,  and  to  attract  new  members 
through  the  sale  of  specially-designed 
jewelry. 

Each  piece  of  jewelry  is  marked  with 
an  outline  of  the  state  of  Texas  with 
the  caduceus  super-imposed.  Any  phy- 
sician’s wife  may  purchase  the  jewelry, 
and  the  price  is  tax-deductible. 

Among  the  items  being  offered  are 
tie  bars,  cuff  links,  tie  tacks,  money 
clips,  earrings,  charms,  pendants,  and 
key  chains. 

Order  forms  for  the  jewelry  were 
printed  in  the  November  issue  of  Texas 
Medicine. 
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Iron  therapy  for  anemia 
is  almost  as  old  as  history  itself 


1 nnsicon 

Hematinic  Cmcentrate 
with  Intrinsic  lector 


(See  reverse  side  for  prescribing  information.) 


Celsus's  empirical  use  of  iron 


Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 


Description:  Each  Pulvule"’  contains— 


Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor)  240  mg, 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  B,j  activity  in  the  Special  Liver-Stomach  Concen- 


Iron,  Elementat  (as  Ferrous  Fumarate) 
Ascorbic  Acid  (Vitamin  C) 

Folic  Acid 


liO  mg. 
75  mg. 
0.5  rag. 


trate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Indications:  Trinsicon  is  a mullifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron -deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  6,,  with  Intrinsic  faefor-When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,j  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  6,2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  (Diphyllo- 
bothrium  latum)  infection  or  after  a surgically  created  smalt-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  6,2.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  6,2  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  6,2,  may 
be  necessary  tor  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  livei  slomachi  concentrate  with  intrinsic 
factor  and  the  vitamin  6,2  contained  in  two  Pulvules  Trinsicon  provide  W?  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncompticaled 
case  of  pernicious  anemia,  wilt  produce  a satisfactory  ireticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Pouts  et  al.  maintained  patients  wdh  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  6,2) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  “just  as  effective  in  maintaining  blood  tevets  as  any  medication  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Ac/d— Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nonitropical 
sprue. 

It  is  apparent  that  in  vitamin  6,2  deficiency  (e  g.,  petnicious  anemia),  tack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  6,2  interrelationship:  (1)  6,2  influences  the  storage, 
absorption,  and  Utilization  of  folic  acid,  and  (2),  as  a deficiency  of  6,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  6,2. 

/ron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/d-Vitamin  C plays  a role  in  anemia  therapy  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  foiinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
formi.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemiia  which 
is  usually  hypochromic  buit  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a maniilestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  m the  treatment  of  pure  vitamin  B,,  deficiency 
states.  Such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  m large  doses  in 
pernicious  anemia  without  adequate  vitamin  6,2  may  result  in  hematologic  re 
mission  but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  m 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  6,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B,,,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  IS  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver  stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinat  reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meats  will  minimize  these  effects  in  the  iron  sensitive  patienit. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
111  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon”  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Oose"  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 


tfanatinic  C^oncetitrate  with  Intrinsic  Ifeor 

A Comprdiensive  Hematinic 


Additional  information  availabte 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Parents  of  deaf  children 
can  get  help  from  TAD 

In  an  effort  to  promote  early  detection 
of  children  with  hearing  losses,  the 
Parent/Professional  Section  of  the 
Texas  Association  for  the  Deaf  (TAD) 
is  undertaking  a statewide  educational 
program  directed  at  physicians  and 
parents  of  deaf  children. 

Mrs.  Fran  Herrington,  project  direc- 
tor, says  that  recent  statistics  indi- 
cate that  in  approximately  80  to  85% 
of  cases  of  children  with  hearing  loss- 
es, diagnosis  is  usually  made  many 
months,  and  sometimes  years  later 
than  the  desirable  age  of  detection. 
Moreover,  Mrs.  Herrington  says  that 
the  diagnosis  is  usually  made  by  a 
member  of  the  child’s  own  family. 

Once  a child’s  deafness  is  discov- 
ered, Mrs.  Herrington  says  the  parents 
may  feel  guilty,  frustrated  and  desper- 
ate. “They  need  reassurance,  guidance, 
and  to  meet  other  parents  with  whom 
they  can  share  their  successes  and 
failures.  They  need  to  know  that  dis- 
cipline is  as  important  as  love,  that 
there  are  choices  to  be  made,  and  that 
for  the  best  possible  results,  these 
choices  must  be  made  early,”  says 
Mrs.  Herrington. 

In  order  to  help  these  parents,  TAD 
has  developed  a program  to  assist 
them  through  the  period  of  adjustment 
after  they  discover  that  their  child  has 
a hearing  loss. 

Physicians  are  urged  to  refer  these 
parents  to  Mrs.  Herrington  at  TAD, 
2404  Laramie  Trail,  Austin,  78745. 
She  will  refer  the  parents  to  a care- 
fully selected  and  trained  “parent  coor- 
dinator” in  the  area  where  the  parents 
live. 

The  parents  will  be  contacted  and 
visited  by  a parent  coordinator  who 
will  provide  them  with  a resource  list 
of  agencies  and  services  as  well  as  a 
brief  explanation  of  all  options  avail- 
able to  them. 

Reading  material  approved  by  the 
National  Association  of  the  Deaf  and 
TAD  will  be  suggested,  and  the  parents 
will  be  invited  to  attend  meetings  of 
the  Parent/Professional  Section  to  gain 
additional  information  which  will  help 
them  and  their  child.  They  will  also 
meet  other  parents  of  deaf  children 
with  whom  they  can  share  experiences. 

Mrs.  Herrington  says  the  coordinator 
will  not  attempt  to  sell  or  promote  any 
devices  or  services  to  the  parents. 

The  Parent/Professional  Section  of 
TAD  is  a service  organization,  devoted 
to  promoting  the  general  welfare  of  all 
the  deaf  in  Texas. 


Medical  school  enrollment 
still  on  the  upswing 

Significant  increases  in  numbers  of 
medical  schools  and  in  total  enroll- 
ments of  all  medical  schools  were  again 
reported  during  the  1971-72  school 
year.  Preliminary  figures  indicate  the 
total  will  be  even  greater  for  the  cur- 
rent academic  year. 

The  statistics  are  included  in  the 
72nd  annual  report  on  medical  educa- 
tion prepared  under  auspices  of  the 
Council  on  Medical  Education  of  the 
American  Medical  Association,  and  pub- 
lished in  the  Nov.  20  issue  of  the  Jour- 
nal of  the  American  Medical  Association. 

First-year  enrollment  in  1971  in- 
creased by  1,013  to  12,361.  Total  en- 
rollment was  43,650,  an  increase  of 
3,163  students  over  the  previous  aca- 
demic year. 

The  increase  was  achieved  both  by 
opening  new  schools  and  by  expanding 
enrollment  at  many  of  the  existing 
schools.  Total  number  of  medical 
schools  in  the  fall  of  1971  was  108. 
Three  new  medical  schools  opened  in 
September,  1972;  another  will  open  in 
January,  1973,  and  still  another  in 
June,  1973,  for  a total  of  113  by  the 
end  of  the  1972-73  academic  year. 

The  number  of  graduates  in  the  class 
of  June,  1972,  reached  an  all-time  high 


of  9,551,  which  was  577  more  than  in 
the  previous  year. 

An  editorial  in  the  same  issue  of 
JAMA  reports  that,  while  more  than 
13,000  new  students  entered  US  medi- 
cal schools  in  the  fall  of  1972,  another 
23,500  persons  who  had  applied  were 
not  admitted.  Many  of  the  rejected  ap- 
plicants had  excellent,  some  even  su- 
perior, qualifications,  the  editorial  says. 
Despite  the  addition  of  new  places  in 
medical  schools  each  year,  there  is  not 
room  for  all  the  qualified  persons  seek- 
ing admission. 

If  the  present  proportion  of  college 
graduates  applying  to  medical  schools 
persists,  the  number  of  persons  apply- 
ing each  year  could  be  45,000  by  1980. 
The  prediction  is  that  in  1980  there  will 
be  room  for  an  entering  class  of  at 
least  17,000. 

Membership  forms  sent 
to  CMS  secretaries 

Supplies  of  forms  to  be  used  in  report- 
ing 1973  membership  were  mailed  to 
all  county  medical  society  secretaries 
early  this  month,  according  to  E.  Max- 
well Jones,  business  manager  of  the 
Texas  Medical  Association. 

The  forms  are  to  be  used  by  medical 
society  secretaries  in  reporting  paid 
memberships  for  1973.  TMA  dues  have 
been  set  at  $70  this  year  for  regular 
membership,  and  intern  and  resident 
members  are  dues-exempt. 

The  $70  figure  represents  a $10  in- 
crease over  last  year’s  dues.  In  1972, 
the  TMA  Executive  Board  authorized 
the  Board  of  Trustees  to  raise  dues  by 
$15.  A $5  increase  was  added  to  the 
$55  sum  last  year,  and  the  remaining 
$10  is  to  be  collected  in  1973. 

Dues  must  be  paid  by  April  1 in 
order  to  sustain  membership  in  the 
Texas  Medical  Association. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 


on  mutual  funds.) 

Original 

Net 

asset 

price 

^ value  per  share 

Investment  media 

9-30-68 

10-31-72 

10-31-72’ 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$12.55 

$12.55 

Loomis-Sayles  Capital  Development  Fund 

14.20 

13.91 

16.11 

T.  Rowe  Price  Growth  Stock  Fund 

25.93 

31.98 

35.66 

Loomis-Sayles  Mutual  Fund 

16.82 

15.48 

19.53 

Stein  Roe  & Farnham  Balanced  Fund 

23.34 

24.20 

33.95 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

11.49 

11.49 

•Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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Communication,  Consideration-bywords  for  account  management 


The  “overdue  account  syndrome”  may 
be  one  of  the  most  frequently-encoun- 
tered problems  in  the  business  side  of 
the  practice  of  medicine  in  America. 
Though  the  medical  student  may  not 
study  it  in  medical  school,  and  it  is 
not  written  up  in  the  scientific  journ- 
als, it's  there  nevertheless. 

Many  factors  can  make  up  this  puz- 
zling syndrome.  Sometimes,  overdue 
accounts  are  due  to  simple  negligence 
on  the  part  of  the  patient.  Sometimes, 
the  patient  just  may  not  have  enough 
money  to  pay  his  bill.  But  sometimes 
— perhaps  more  often  than  he  realizes 
— an  overdue  account  may  be  the  fault 
of  the  physician  or  his  staff,  says 
William  J.  Strickler,  credit  management 
training  specialist  with  UT’s  Division 
of  Extension. 

Strickler  stays  on  the  road  most 
of  the  year,  teaching  a nine-hour 
course  called  Medical-Dental-Hospital 
Accounts  Management  to  interested 
people  in  Texas.  The  course  lasts  three 


William  J.  Strickler  has  traveled  all  over 
Texas,  teaching  his  Medical  Dental  Hospital 
Accounts  Management  course  to  groups  such 
as  the  Austin  chapter  of  the  American  Asso- 
ciation of  Medical  Assistants. 


hours  a day  for  three  days  and  report- 
edly has  helped  many  offices  through- 
out the  state  become  more  efficient. 

Strickler,  a past  president  of  Associ- 
ated Credit  Bureaus  of  Texas,  joined 
the  University  in  1970.  He  had  been 
owner-manager  of  his  own  credit  bu- 
reau in  addition  to  holding  several  offi- 
ces in  various  credit  associations. 

He  developed  the  Medical-Dental 
Hospital  course  in  1971  in  response  to 
what  he  sees  as  a special  need  in 
credit  management.  Though  many  of 
the  physician’s  collection  problems  are 
similar  to  the  retailer’s,  the  former  is 
working  in  a particularly  delicate  area. 

“People  want  to  be  cared  for,  espe- 
cially when  they  are  ill  and  overly  sen- 
sitive,” says  Strickler.  And  although 
some  may  say  there  is  no  happy  medi- 
um between  being  sympathetic  and 
collecting  bills,  Strickler  thinks  there  is. 

How  does  one  reconcile  the  need  to 
make  collections  on  past  due  accounts 
with  the  need  to  avoid  “high-pressur- 
ing”  a family  already  troubled  by  ill- 
ness? Strickler  thinks  his  course  can 
help. 

In  his  years  of  work  in  the  credit 
field,  many  of  which  have  been  spent 
in  the  health  field,  Strickler  has  found 
that  many  factors  can  contribute  to  a 
physician’s  or  hospital’s  poor  collec- 
tion record.  Moreover,  most  of  these 
factors  are  psychological,  he  says. 

Citing  a study  done  at  a clinic  which 
was  carrying  almost  1,600  past  due 
accounts,  he  notes  that  many  patients 
who  had  not  paid  their  bills  were  dis- 
satisfied, thus  causing  hostile  feelings 
toward  the  institution.  In  surveying 
these  patients  as  to  the  cause  of  their 
feelings,  Strickler  says  it  was  found 
that  only  8%  were  dissatisfied  with  the 
actual  medical  treatment  they  received. 
Most  patients  complained  about  the 
treatment  they  received  before  they 
even  saw  a physician. 


A discourteous  office  staff,  harass- 
ing collection  letters,  the  feeling  of 
being  manipulated — these  are  all  fac- 
tors which  can  lead  to  bad  feelings 
between  the  patient  and  the  medical 
profession,  and  consequently  to  collec- 
tion problems. 

Fortunately,  there  are  ways  to  avoid 
such  situations,  and  these  make  up 
the  substance  of  Stickler’s  course. 
Basically,  he  advocates  a psychologi- 
cal approach — not  manipulation,  but 
persuasion — and  most  of  all,  sincerity. 

During  a recent  seminar  sponsored 
by  the  Austin  Chapter  of  the  Ameri- 
can Association  of  Medical  Assistants, 
Strickler  explained  to  his  43  students 
that  this  psychological  approach  must 
begin  with  self-inventory. 

He  explained  that  treatment  begins 
when  a patient  walks  through  the  door. 
If  the  patient,  who  may  already  be 
anxious  and  depressed  by  illness,  en- 
counters a disinterested  office  staff,  if 
he  is  told  to  fill  out  a form  and  sit 
down,  the  basis  for  an  overdue  account 
is  already  established. 

After  a long  wait,  or  at  least  what 
seems  to  the  patient  to  be  a long  wait, 
he  sees  the  physician,  is  treated,  and 
leaves.  Then  come  the  statements — 
dry,  perhaps  hard  to  understand,  and 
of  course,  unpleasant.  He  doesn’t  pay. 
Another  statement  arrives,  then  anoth- 
er. Usually,  the  patient  will  pay  eventu- 
ally, but  in  the  meantime,  the  physi- 
cian or  hospitai  is  losing  money  on 
that  account. 

What’s  wrong?  For  one  thing,  says 
Strickler,  the  patient  feels  he  has  been 
manipulated.  He  was  processed  in, 
processed  out — just  another  body. 
Since  he  was  ill,  and  probably  super 
sensitive,  his  feeling  toward  his  treat- 
ment was  probably  exaggerated. 

One  way  to  avoid  this  problem,  says 
Strickler,  is  to  alter  the  atmosphere  of 
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your  office.  Although  he  doesn't  claim 
that  this  will  result  in  a perfect  col- 
lection record,  he  does  assert  that  it 
helps. 

To  return  to  the  hypothetical  pa- 
tient. First,  Strickler  told  the  medical 
assistants,  they  must  be  pleasant  and 
considerate  when  he  comes  through 
the  door.  This  time,  the  patient  is 
greeted  with  a smile,  and  called  by 
name  if  possible.  If  there  are  forms  to 
be  completed,  he  is  given  one,  and  the 
assistant  explains  how  to  fill  it  out. 
That  done,  the  patient  sits  down  in  a 
pleasantly-decorated  office  where  there 
are  things  to  occupy  his  waiting  time 
— not  just  old  magazines,  but  perhaps 
puzzles  or  interesting  pamphlets. 

Even  better,  there  might  be  a pamph- 
let available  which  gives  the  physi- 
cian’s office  policy.  Mr.  Strieker  has 
several  samples  of  this  type  of  materi- 
al. Most  of  the  samples  are  small 
pamphlets  which  begin  with  something 
like,  "All  our  patients  are  important  to 
us  and  we  hope  we  will  be  equally  as 
important  to  them.” 

Then  the  pamphlet  may  list  some  of 
the  physician's  established  policies. 
First,  it  lists  what  the  patient  may  ex- 
pect from  the  physician  and  his  staff. 
Then  it  lists  what  is  expected  of  the 
patient  in  return. 

Under  the  first  heading,  there  can 
be  listed  such  factors  as  the  responsi- 
bility of  the  physician  to  keep  abreast 
of  new  techniques:  the  assurance  that 
the  patient’s  fears  and  problems  will 
be  understood;  that  he  will  be  treated 
as  thoroughly  as  possible  in  as  short 
a time  as  possible. 

Under  the  second  heading,  the  phy- 
sician might  state  that  he  expects  pa- 
tients to  make  and  keep  appointments: 
to  follow  his  instructions  for  home  care 
explicitly:  to  make  definite  arrange- 
ments for  payments  of  fees;  and 
to  report  all  symptoms  as  soon  as 


they  appear.  A helpful,  if  small,  hint 
here — make  the  list  of  your  expecta- 
tions from  the  patient  shorter  than  the 
list  of  what  he  may  expect  from  you. 
This  can  help  promote  a better  patient 
attitude. 

After  he  is  treated  and  leaves  the 
office,  the  patient  feels  better  emotion- 
ally as  well  as  physically.  He  knows 
what  to  expect  and  what  is  expected 
of  him.  When  he  receives  his  state- 
ment, he  understands  all  the  items  on 
it,  and  he  pays  his  bill.  Though  this 
may  not  always  work,  Strickler  thinks  it 
can  make  a big  difference  in  fee 
collection. 

At  any  rate,  Austin  AAMA  members 
seemed  enthusiastic  about  what  they 
learned  in  the  accounts  management 
seminar. 

"It  wasn’t  a hard  sell  approach,” 
said  Mrs.  Diane  Roberson,  president  of 
Austin  AAMA.  "We  learned  how  to  deal 
with  people  in  a sensitive  way.  Ai- 
though  much  of  the  material  consisted 
of  things  we  already  knew,  they  are 
things  we  forget.  Many  of  our  mem- 
bers are  already  going  over  accounts 
and  trying  a new  approach.” 

In  addition  to  teaching  the  AAMA 
members  a new  approach  toward  pa- 
tients, Strickler  also  includes  "practi- 
cal” material  in  the  course.  He  explains 
how  to  manage  accounts,  how  to  grant 
credit  and  use  collection  tools.  Stu- 
dents also  learn  about  laws  such  as 
the  Texas  “Hot  Check”  law,  the  Texas 
Consumer  Code  and  the  Fair  Credit 
Reporting  Act. 

Students  get  a wealth  of  material  to 
take  back  to  their  offices,  and  Mrs. 
Roberson  says  many  of  the  physicians 
for  whom  AAMA  members  work  were 
quite  interested  in  studying  it.  The  ma- 
terial includes  samples  of  office  policy 
brochures,  copies  of  laws,  collection 
tips,  and  various  forms  for  statements. 


Austin  medical  assistants  Beth  McDonald, 
CMA,  right,  Diane  Roberson,  CMA,  center, 
Sarah  Stanberry,  standing,  Elaina  Gamboa, 
left,  and  Alice  Ingram,  back  to  camera,  con- 
sult on  an  insurance  problem  during  the  Ac- 
counts Management  seminar.  These  assist- 
ants are  employed  by  Drs.  J.  T.  Robison  III, 
R.  A.  Cooper,  Gary  Jones,  V.  J.  Li-Pelaez, 
and  S.  E.  McIntyre,  respectively. 

Strickler  feels  that  the  way  state- 
ments are  designed  can  also  make  a 
big  difference  in  the  success  or  failure 
of  collections.  He  and  his  wife  have 
designed  several  collection  forms,  all 
of  which  use  the  psychological  ap- 
proach. He  says  that  many  of  his  forms 
are  in  use  and  are  proving  successful. 

Perhaps  the  real  proof  of  the  pud- 
ding is  in  the  demand  expressed  for 
the  course  in  Texas  cities.  In  addition 
to  the  Medical-Dental-Hospital  course, 
Strickler  also  teaches  a course  for  re- 
tailers. In  small  cities,  he  usually  com- 
bines the  two.  He  is  already  booked 
through  next  September.  He  does  not 
take  the  course  to  cities  of  less  than 
20,000  population. 

Generally,  groups  such  as  the  Austin 
AAMA  which  are  interested  in  continu- 
ing education  for  their  members  spon- 
sor the  Medical-Dental-Hospital  course, 
while  local  credit  bureaus  sponsor  the 
retailer’s  course. 
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FROM  A TO  Z 

IT’S  HERE  AT 

SCHERER  is  the  house  that  has  it. ..here 
and  now... the  items,  more  sizes,  more 
complete  lines.  We  are  your  largest 
single  source  for  the  best  in  Medical 
and  Scientific  supply. 

SCHERER  is  long  on  speed, 
service,  stock.  Be  sure. 

Call  SCHERER. 


ARIZONA 

PHOENIX  *1841  No.23rdAve. 

85005. Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue 
95926  .Telephone:  (916)  342-5612 

LOS  ANGELES « 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Rd. 
North  Highlands,  California  * 95660 
Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road 
92110* Telephone:  (714)  291-8120 

SAN  FRANCISCO  * 253  E.  Harris  Ave. 
South  San  Francisco,  Calif.  • 94080 
Telephone:  (415)  871-9543 

COLORADO 

COLORADO  SPRINGS  * 3626  N.  El  Paso 
80907  * Telephone:  (303)  471-7370 

DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  • 80211 
Telephone:  (303)  255-1491 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  • 07066 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassaio  St. 
97213* Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd. 
77001. Telephone:  (713)  526-2011 

SAN  ANTONIO  * 138  W.  Rhapsody 
78216  ‘Telephone:  (512)  344-8303 

UTAH 

SALT  LAKE  CITY  * P.O.  Box  2396 
84110 ‘Telephone:  (801)  487-1381 

WASHINGTON 
SEAHLE.  P.O.  80x88884 
Tukwila,  Washington  * 98188 
Telephone:  (206)  242-4850 


TEXAS 

HOUSTON 

115  Hyde  Park  Blvd.  * 77001 

(713)  526-2011 

SAN  ANTONIO 

138  W.  Rhapsody  . 78216 

(512)  344-8303 


Scherer  Gompany 

MEDICAL  AND  SCIENTIFIC  SUPPLIES 
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DISABILITY 
MAY  HALT 
YOUR  INCOME 
BUT  YOUR 
OFFICE 
EXPENSES 
STILL 
GO  ON 


• EMPLOYEES'  SALARIES 

• PROPERTY  TAXES 
•UTILITIES 

• MAINTENANCE  SERViaS 


m 


These  Are  Some  Of  The  Major  Costs  You  Must  Still  Pay  When 
Disabled. 

Write  The  Texas  Medical  Association  For  Information  On  The 
Broad  Coverage  Available  Through  The  Association’s  Group 
Office  Overhead  Plan. 

The  TMA  Office  Is  Located  At  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Underwritten  By 

Pmdentml 
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Small  group  sessions 
highlight  TAFP  meeting 

The  small-group  session,  a new  con- 
cept in  continuing  education  for  fam- 
ily doctors  attending  the  23rd  Annual 
Scientific  Assembly  of  the  Texas  Acad- 
emy of  Family  Physicians  in  Galveston, 
Oct.  16-19,  won  wide  approval,  if  not 
acclaim,  among  the  TAFP  physicians. 

Described  as  a most  ambitious  edu- 
cational undertaking,  the  small-group 
sessions  were  designed  to  allow  physi- 
cians to  listen  and  learn  from  faculty 
members  of  The  University  of  Texas 
Medical  Branch  and  to  become  familiar- 
ized with  new  developments  and  tech- 
niques in  a range  of  medical  special- 
ties. 

In  keeping  with  TAFP’s  philosophy 
of  continuing  education  for  its  mem- 
bers, over  170  topics  were  covered  by 
the  UTMB  faculty  in  such  fields  as 
anesthesiology,  dermatology,  general 
and  thoracic  surgery,  internal  medi- 
cine, neurology,  neurosurgery,  obstet- 
rics and  gynecology,  oral  surgery,  pedi- 
atrics, plastic  surgery,  psychiatry  and 
others. 

The  small-group  sessions,  held  on 
campus  each  morning,  were  arranged 
and  organized  jointly  by  the  Program 
Committee  of  TAFP  and  the  UTMB 
Faculty  Committee,  which  is  chaired 
by  Dr.  Edward  N.  Brandt,  associate 
dean  of  clinical  affairs  at  UTMB. 

Comments,  written  on  inquiry  sheets 
passed  out  to  the  255  physicians, 
were  almost  unanimous  in  praise  for 
the  programming.  Tending  to  sum  up 
the  general  feeling,  one  physician  stat- 
ed: “Well  done.  Allowed  each  person 
to  pursue  his  own  interest  and  small 
groups  made  it  easy  to  question  and 
discuss  problems.  Please  repeat.”  One 
physician  wrote:  “Preparation,  presen- 
tation and  enthusiasm  of  teaching 
staff  were  outstanding.  I would  repeat 
my  600  mile  trip  annually  for  this 
calibre  meeting.” 

Outgoing  TAFP  President  Dr.  Donald 
M.  Gready  called  the  new  program 
“the  best  thing  the  Academy’s  ever 
done.” 

In  addition  to  small  group  sessions, 
physicians  attended  whole-group  ses- 
sions in  the  afternoon  held  in  the 
Moody  Center  auditorium.  The  Mon- 
day session  was  on  “Management  of 
Burns.” 

Dr.  Philip  Thorek,  speaking  to  the 
assembly  for  the  23rd  consecutive 
year,  was  both  a Tuesday  luncheon 
speaker  and  lecturer  at  the  following 
whole-group  session,  where  he  spoke 
on  “Diseases  of  the  Breast — The  Mod- 
ern Critique.” 


Dr.  Edward  N.  Brandt,  left,  associate  dean  of 
Clinical  Affairs  at  UT  Medical  Branch,  Dr. 
Weldon  G.  Kolb,  newly-installed  president  of 
TAFP,  and  Dr.  Philip  Thorek,  right,  pause 
during  TAFP’s  23rd  annual  Scientific  Assem- 
bly in  Galveston. 

Monday's  luncheon  speaker  was  Dr. 
James  L.  Grobe,  president  of  the  Amer- 
ican Academy  of  Family  Physicians.  In 
his  speech,  “The  Future  of  Family  Phy- 
sician,” he  was  optimistic  and  noted 
increased  interest  among  medical 
students  in  the  practice  of  family 
medicine. 

During  the  business  session  Wed- 
nesday afternoon.  Dr.  Weldon  G.  Kolb 
of  La  Marque,  who  has  been  active  in 
AAFP  and  TAFP  for  25  years,  was 
installed  as  president  of  TAFP. 

FDA  spokesman  explains 
effect  of  x-ray  regulation 

In  order  to  clarify  the  status  of  the 
physician  in  relation  to  the  recently- 
passed  performance  standards  for  x- 
ray  equipment  manufactured  after  Aug. 
15,  1973,  John  C.  Villforth,  director  of 
the  Bureau  of  Radiological  Health,  has 
published  a letter  in  the  Newsletter  of 
the  Health  Physics  Society. 

Under  the  provisions  of  the  stan- 
dard, all  those  who  assemble  diagnostic 
x-ray  equipment  are  considered  "man- 
ufacturers,” and  as  such,  are  required 
to  conform  to  FDA  regulations.  This 
means  that  physicians  who  replace  or 
install  components  of  a diagnostic  x- 
ray  machine  are  considered  “manufac- 
turers.” 

Mr.  Villforth  says  that  installers  who 
assemble  a certified  component  into  a 
diagnostic  x-ray  system  must  certify 
that  “the  component(s)  was  of  the 
type  called  for  by  the  standard,  and 
that  they  have  installed  the  compon- 
ent(s)  according  to  manufacturer’s  in- 
structions.” 

If  there  is  no  commercially  available 
certified  component  which  will  fit  into 
an  older  system,  an  uncertified  com- 
ponent may  be  installed  if  the  installer 
files  a report  of  non-compatibility. 


When  a physician  or  a member  of 
his  staff  buys  a certified  component 
and  installs  it  in  his  diagnostic  x-ray 
system,  he  will  be  supplied  with  a form 
to  report  compliance  with  the  standard 
for  installation.  The  form  will  require 
the  physician  to  certify  that  a certified 
component  of  the  type  called  for  by 
the  standard  was  installed  in  accord- 
ance with  manufacturer’s  instructions. 

If  a non-certified  component  must 
be  used,  or  if  a certified  component  is 
installed  without  complying  with  manu- 
facturer’s instructions,  the  physician 
must  file  a report  of  non-compliance. 

Once  installed,  the  physician  must 
maintain  the  system  in  compliance 
with  state  radiation  health  regulations. 
A physician  is  only  subject  to  the  fed- 
eral standard  when  he  assembles  com- 
ponents into  the  system.  Maintenance 
and  repairs  are  also  not  subject  to  the 
federal  standard. 

In  order  to  allow  for  the  develop- 
ment of  diagnostic  techniques  which 
might  be  thwarted  by  the  provisions 
of  the  standard,  the  FDA  regulation 
has  a variance  section.  The  section 
gives  the  secretary  of  FDA  the  author- 
ity to  “exempt  conditionally  any  elec- 
tronic product  from  the  . . . standard 
and  certain  other  regulations  for  the 
purpose  of  research,  investigation, 
studies,  demonstrations,  training,  or 
for  other  reasons  of  national  security.” 

More  information  on  the  provisions 
of  the  FDA  standard  was  published  in 
the  October,  1972,  issue  of  Texas 
Medicine. 

Committee  to  study 
use  of  ultrasound  needle 

The  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology  has  appointed 
an  ad  hoc  committee  to  gather  infor- 
mation on  the  “safety,  effectiveness, 
and  value”  of  the  use  of  the  ultra- 
sound needle  for  the  removal  of  cata- 
racts. 

The  decision  to  appoint  the  com- 
mittee was  made  at  the  Academy's 
annual  business  meeting  held  Sept.  28 
in  Dallas. 

Members  of  the  Academy  feel  that 
adequate  scientific  evidence  has  not 
been  published  in  medical  literature  to 
prove  that  the  procedure  is  as  safe  or 
as  effective  as  the  methods  of  cataract 
extraction  now  used.  Members  are  re- 
portedly concerned  about  the  extensive 
lay  publicity  given  the  method  before 
any  long  term  scientific  value  has  been 
determined. 

A symposium  on  ultrasonic  removal 
of  cataracts  will  be  held  at  the  Acade- 
my’s 1973  annual  meeting  in  Dalias. 
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This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
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carrier  that  in  1968  pioneered  the  modern  approach  to  malpractice 
coverage,  and  the  carrier  geared  to  STAY  in  the  market. 


Contact  your  local  agent,  or 
Russell  Grace  Insurance 
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GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


Rondomycin 

(methao/cline  HCI) 


CONTRAINDICATIONS;  Hypersensitivity  to  any  of  the  tetracyclines, 

WARNINGS;  Tetracycline  usage  (luring  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  etiecllue  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclihes  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue,  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  fherapy  is  prolonged,  consider  serum  level 
determinations  of  drug, The  antianabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manilested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema, 
PRECAUTIONS;  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darktield  exami- 
nation before  therapy,  and  serologicaliy  test  for  syphilis  mohthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on 
anticoagulant  therapy  may  require  downward  ad|ustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic) 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  tor  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS;  Gastrointestinal  (oral  and  parenteral  forms);  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region 

Skin;  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toxicity;  rise  in  BUN,  apparently  dose  related  (See  WARNINGS), 

Hypersensitivity;  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 

Blood;  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  lour  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150' mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea:  In  uncomplicated  gonorrhea,  wheh  penicillin  is  con- 
traindicated. 'Rondomycin'  (methacycline  HCI)  may  be  used  for  ireating  both  males  and 
females  in  the  following  clinical  dosage  schedule;  900  mg  initially,  followed  by  300  mg 
q.i  d,  for  a total  of  5 4 grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  Rondomycin*  (methacycline  HCI)  in  equally  divided  doses  over  g period  of  10-15  days 
should  be  given  Close  follow-up,  including  laboratory  tests,  is  recommended 

Eaton  Agent  pneumonia:  900  mg  daily  tor  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  tour  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas- ahd  should  be  given  at  least  one  hour  prior  to  feeding 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin’  (methacycline  HCI);  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  H(il, 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 


WALLACE  PHARMACEUTICALS 
CRANBURY,  NEW  JERSEY  08512 
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*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 

I 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci' 

Rondomycin  300 

^ — -■  Capsules 


[molihacycline  HCI] 


Delivers  from  the  very  first  dose: 

studies  show  that  after  the  first  dose  serum  levels  rapldjy  rise  above 

minimum  in  vitro  inhibitory  concentrations 


The  science 


of  treating 


gas  pain 


^ ^When  gas \s  entrapped \n[he  G.  I.  tract,  it  can 
cause  pain  severe  enough  to  mimic  that  of  peptio  ulcer,  angina  pectoris,  or 
myooardial  infarction. 2^Most  of  the  gas  symptoms  brought  to  your  attention 
will  be  due  to  gas  trapped  in  the  intestines,  notthestomach.^J'he  source  of 
most  G.l.  gas  is  air-swallowing,  often  an  anxiety  response  of  which  the  patient 
is  unaware. 


new 


PHASIt  treats 


gas  pain  scientifically 


I 


^Phasil  is  the  only  single-entity  simethicone  tablet  with  measured  medi- 
cation for  both  stomach  and  intestine.  Phasil’s  protected  inner  core  releases 
40  mg.  of  specially-activated  simethicone  in  the  intestines,  the  most  common 
site  of  gas  entrapment.^^Pl^ssil  also  releases  20  mg.  of  specially-activated 
simethicone  while  in  transit  through  the  stomach,  for  immediate  dispersion  of 
any  gas  acoumulated  there.^  J^hasil  is  safe:  no  systemic 
effects,  no  untoward  reactions,  no  contraindications. 


Sig.:  One  Phasil  tablet  before  meals  and  at  bedtime  pro- 
vides reliable  relief  of  gas  pain,  bloating  and  distention. 
Available  in  bottles  of  1 00  tablets. 

References:  1.  Roth,  J L Ann.  N Y Acad.  Sci  150A09.  Feb.  26,  1968.  2.  Reich,  N.  E.,  and 
Frennont.  R.  E.  (eds.):  Chest  Pain,  The  Macmillan  Company,  New  York,  1961,  p.  348. 
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Screwworms  strike 
10  humans  in  1972 

Southwestern  ranchers  know,  without 
looking  at  statistics,  that  1972  has 
been  the  worst  year  for  screwworms 
since  the  start  of  the  Southwest  Screw- 
worm  Eradication  Program.  More  than 
85,000  cases  have  been  reported  to 
the  US  Department  of  Agriculture’s 
screwworm  eradication  facility  at  Mis- 
sion, Tex.,  as  of  Oct.  20.  Unreported 
infestations  in  livestock  and  wild  ani- 
mals are  probably  many  times  that 
number. 

Screwworms  made  another  record. 
More  cases  were  reported  in  humans 
in  1972  than  during  the  entire  preced- 
ing nine  years.  One  adult  and  nine 
children  have  been  infested  this  year, 
according  to  officials  of  USDA’s  Animal 
and  Plant  Health  Inspection  Service 
(APHIS),  who  administer  the  eradica- 
tion program. 

Screwworm  cases  involving  humans 
are  rare,  but  not  unheard  of,  says  Dr. 
M.  E.  "Cotton”  Meadows,  APHIS  veter- 
inarian-in-charge  at  the  Mission  sterile 
screwworm  fly  rearing  plant.  They  may 
infest  any  warm-blooded  animal  so 
long  as  open  untreated  wounds  are 
available.  The  female  screwworm  fly 
lays  about  300  eggs  at  the  edge  of 
the  wound,  where  the  larvae  (or  mag- 
gots) hatch  and  begin  feeding  on  the 
living  flesh  of  their  host. 

The  year’s  first  and  most  alarming 
human  case  was  reported  May  17, 
when  a three-year-old  girl  in  Hermo- 
sillo,  Mexico,  died  from  a screwworm 
infestation  in  the  sinus  and  nasal  pas- 
sages. The  child  had  contracted  mea- 
sles, which  produced  lesions  in  the 
nose  through  which  the  infestation 
began. 

The  next  six  cases  occurred  between 
Sept.  5 and  Sept.  22  in  small  girls  liv- 
ing in  San  Antonio.  All  of  these  cases 
were  in  the  scalp,  originating  from 
impetigo  lesions.  Treatment  by  doctors 
at  the  Bexar  County  Hospital  and  by 
a private  physician  brought  about 
quick  recovery. 

Two  cases  were  reported  on  Oct.  12. 
A young  girl,  the  daughter  of  a sheep 
shearer,  was  treated  for  an  infected 
boil  on  her  neck  at  the  Val  Verde  Coun- 
ty Memorial  Hospital,  Del  Rio,  Tex.;  and 
a 57-year-old  cowhand  was  treated  for 
an  infestation  on  the  leg  at  the  Public 
Health  Service  Hospital,  San  Carlos 
Indian  Reservation,  Arizona. 

Conditions  were  ideal  for  screw- 
worms in  these  cases.  The  girls  in  San 
Antonio  lived  near  the  stockyards,  sev- 


eral slaughter  plants  and  a dairy  farm. 
The  girl  in  Del  Rio  had  traveled  with 
her  father  as  he  worked  with  a number 
of  flocks.  And  the  cowhand  had  been 
working  regularly  with  cattle.  Screw- 
worms were  plentiful,  and  many  of 
the  animals  had  wounds,  bites,  and 
scratches.  In  addition,  the  individual 
victims  also  had  wounds  and  scratches. 

The  latest  case,  reported  Oct.  17, 
was  again  in  a small  child.  A one-year- 
old  boy  at  Seguin,  Tex.,  had  extensive 
impetigo  lesions  on  the  scalp,  one  of 
which  became  infested  with  screw- 
worms. He  is  now  recovering  rapidly 
under  medical  treatment. 

This  year’s  human  cases  show  the 
potential  danger  whenever  screwworms 
are  found  in  large  numbers.  It  was 
highlighted  four  years  ago,  when  an 
Atascosa  County,  Tex.,  woman  died 
under  conditions  similar  to  those  of 
the  Mexican  girl  last  May.  That  year, 
1968,  was  then  considered  a "bad” 
year  for  screwworms — 10,000  cases — 
but  in  1972  the  problems  have  multi- 
plied many  times,  as  have  the  number 
of  human  cases. 

Dr.  Meadows  points  out,  however, 
that  low  screwworm  incidence  among 
livestock  is  no  guarantee  against  hu- 
man cases.  In  1971,  when  only  473 
cases  were  reported  throughout  the 
Southwest,  a human  infestation  oc- 
curred in  Hidalgo  County,  Tex. — and 
this  happened  in  March  during  a week 
in  which  only  three  cases  were  reported 
for  all  of  Texas. 

3 LVN  licenses  revoked; 

2 imposters  identified 

The  Texas  Board  of  Vocational  Nurse 
Examiners  has  revoked  the  licenses  of 
three  Texas  LVNs,  and  has  identified 
two  persons  thought  to  be  imposters. 

The  board  has  revoked  the  license  of 
Martha  Ann  Birnbaum,  LVN  #28231, 
SS  #463-64-0633,  presently  living  in 
Houston;  and  Nancy  Ann  Martin  Meri- 
dith,  LVN  #23410,  SS  #451-66-0425, 
presently  living  in  Amarillo.  In  addition, 
the  board  has  revoked  the  license 
of  Cora  Sue  Cantrell  Rainville,  LVN 
#50766,  SS  #462-88-0207,  presently 
living  in  Arlington. 

An  imposter  named  Dorothy  M. 
Scott,  also  known  as  Dorothy  H.  Scott, 
is  claiming  license  #11838  of  Dorothy 
H.  Scott  who  resides  at  1617  Simpson 
in  Houston,  with  birthdate  8/30/25, 
SS  #449-44-5221.  Physicians  are  urged 
to  be  sure  of  the  identity  of  a nurse 
claiming  this  number. 

An  imposter  claiming  to  be  Stella 


Crum  Reat  is  reportedly  seeking  em- 
ployment as  an  LVN  in  Central  Texas 
on  the  basis  of  a Louisiana  LPN  #6134, 
SS  #433-14-4275.  The  true  Stella  Crum 
Reat  lives  in  Baton  Rouge,  La.,  and  has 
not  filed  a request  for  a Texas  license. 

If  this  imposter  applies  for  employ- 
ment, employers  should  request  the 
display  of  a Social  Security  card  and 
driver’s  license.  They  should  then  for- 
ward the  name,  address,  and  numbers 
on  the  cards  to  the  Board  of  Vocational 
Nurse  Examiners. 

The  last  known  addresses  of  the  im- 
poster Stella  Crum  Reat  are  2601  Rob- 
inson Road,  Waco;  and  Rt.  #3,  Gates- 
ville. 

Health  Science  Centers 
get  new  officers 

The  Board  of  Regents  of  The  Univer- 
sity of  Texas  System,  meeting  on  Nov. 
4,  named  acting  presidents  at  UT 
Arlington  and  the  UT  Health  Science 
Center  at  Houston,  and  filled  several 
other  posts  in  the  newly  organized 
UT  Health  Science  Centers. 

Dr.  Wendell  Nedderman,  presently 
vice-president  for  academic  affairs  at 
UT  Arlington,  was  named  acting  presi- 
dent at  that  school.  He  will  serve  until 
a successor  to  Dr.  Frank  Harrison  can 
be  named.  Dr.  Harrison  is  moving  to 
the  presidency  of  the  UT  Health  Sci- 
ence Center  in  San  Antonio. 

Dr.  John  Victor  Olson  was  named 
acting  president  at  the  UT  Health 
Science  Center  in  Houston.  He  is 
also  dean  of  the  UT  Dental  Branch  in 
Houston. 

Chairman  John  Peace  of  the  Board 
of  Regents  announced  the  new  ap- 
pointments following  a special  meet- 
ing of  the  Board. 

Chairman  Peace  added  that  no  new 
degrees  are  involved  in  the  reorganiza- 
tion. 

Other  appointments,  all  in  the  Health 
Science  Centers,  include: 

Houston — Dr.  Robert  Moreton,  pres- 
ently vice-president  for  professional 
and  public  affairs  at  UT  M.  D.  Ander- 
son Hospital  and  Tumor  Institute,  be- 
comes vice-president  for  professional 
and  developmental  affairs.  He  retains 
his  appointment  at  M.  D.  Anderson. 

San  Antonio — Dr.  Stanley  Crawford, 
presently  chairman  of  the  Department 
of  Pediatrics,  becomes  acting  dean  of 
the  Medical  School. 

Dallas — Dr.  Douglas  Lawrason,  pres- 
ently associate  dean  for  academic 
affairs  of  Southwestern  Medical  School, 
becomes  acting  dean. 
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Happy  Hour. 

For  alcoholics,  it’s  another  excuse  to 
have  a drink.  And  get  drunk.  Again. 

Alcoholism  is  a disease.  A progressive 
disease.  It  can  destroy  families.  Friends.  Health. 
Careers.  Dreams.  And  often,  life. 

This  year  there  will  be  an  estimated  9 
million  alcoholics  in  America.  With  millions  more 
on  the  verge. 

Blue  Cross/Blue  Shield  is  concerned. 
And  we  want  to  help.  By  helping  people  become 
more  informed.  So  we’ve  prepared  a booklet,  called 
The  Alcoholic  American.lt  gives  you  everything 
from  definitions  to  warning  signs. 

The  more  you  know  about  alcoholism 
and  the  problems  connected  with  it,  the  better  you’ll 
be  able  to  protect  yourself  and  your  family  against  it. 

Happy  Hour.  It’s  usually  60  minutes. 

But  for  some  people,  it’s  a life  time. 

For  our  free  booklet.  The  Alcoholic  American  write:  Blue  Cross/ 
Blue  Shield,  2201  Main  Street,  Dallas,  Texas' 75222. 

101  BLUE  CROSS*®  BLUE  SHIELD" 

GROUP  HOSPITAL  SERVICE  INC  GROUP  LIFE  S HEALTH  INSURANCE  COMPANY 

Main  at  North  Central  Expressway,  Dallas,  Texas  75222 

® American  Hospital  Association 
®'  National  Association  ot  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


When 

Diarrhea 

HURTS... 


...  think  of  the  anti-diarrheal  with 


outstanding  relief  giving  ingredients 


PAREGORIC  (60  min.  in  each  fl.  oz.)  for  pain  relief. 
Warning:  May  be  habit  forming. 

Bismuth  Subsalicylate  for  coating  action. 

Zinc  Phenolsulfonate  to  soothe  affected  tissues. 
Irish  Moss  for  adsorption. 

Pectin  N.  F.  to  help  adsorb  and  solidify. 

Alcohol  (2%  in  each  fl.  oz.) 

Yes,  Infantol  Pink  controls  and  relieves 
diarrhea  in  adults  and  children.  Works 
quickly  and  safely.  And  Infantol  Pink  does 
not  contain  “problem”  ingredients  such  as 
Kaolin  (can  set  up  constipation  “rebound”) 
or  belladonna  alkaloids  (tends  to  make 
mouth  and  throat  unpleasantly  dry;  may 
cause  blurred  vision). 

Effective  relief 
in  the 
first 
hour’s 
dosage 


The  infantol  Pink  formula  is  well  tolerated  by  adults  and 
children  without  unpleasant  side  effects.  Note:  temporary 
darkening  of  the  stool  may  occur. 

Dosage  schedule:  1 dose  every  15  minutes  for  4 doses; 
then  1 dose  every  2 hours  until  diarrhea  symptoms 
subside. 

Dosage  amounts:  Adults,  2 tablespoonfuls;  children  6 to 
12  years,  2 teaspoonfuls;  children  3 to  5 
years,  1 teaspoonful  — or  as  directed  by 
physician. 

Supplied:  4 ounces,  8 ounces,,  pints  and 
gallons. 

Ample  pain-relieving  power — when  taken 
according  to  directions,  the  adult  patient 
receives  up  to  16cc  of  Paregoric,  or 
slightly  more  than  3 teaspoonfuls  during 
the  first  hour. 

Requires  no  prescription  in  most  states, 
though  record  of  purchase  is  required. 

«D 

First  Texas  Pharmaceuticals,  Inc.  oaiias, Texas  75222 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


OPHTHALMOLOGY:  A Basic  Science 
Course  in  Ophthalmology,  designed  pri- 
marily for  residents  in  training,  is 
scheduled  for  Jan.  8-March  2.  The  8- 
week  course  will  be  presented  by  UT 
Medical  School  at  Houston,  in  con- 
junction with  Baylor  College  of  Medi- 
cine, University  of  Arkansas  Medical 
Center,  UT  Medical  Branch  at  Galves- 
ton, UT  Southwestern  Medical  School 
at  Dallas,  UT  Medical  School  at  San 
Antonio,  and  Texas  Tech  University 
School  of  Medicine  at  Lubbock.  Lec- 
tures and  laboratory  sessions  will  em- 
phasize basic  scientific  principles  and 
application  to  clinical  situations.  Visual 
aids  will  be  used  to  reproduce  clinical 
entities  and  ophthalmic  equipment  will 
be  available  for  demonstration  and  in- 
struction. Tuition  for  the  course  is 
$600.  Contact:  Dr.  Richard  S.  Ruiz,  Di- 
rector of  Ophthalmology,  UT  Medical 
School  at  Houston,  Texas  Medical  Cen- 
ter, Houston  77025. 

NUTRITION:  UT  Health  Science  Center 
at  Houston,  Division  of  Continuing  Edu- 
cation, announces  the  Texas  Medical 
Center's  Symposium  on  the  Application 
of  Nutrition  in  the  Health  Sciences, 
Jan.  12-13,  in  Houston.  The  sympos- 
ium will  be  held  in  the  auditorium  of 
Jesse  H.  Jones  Library  Building,  and 
will  be  presented  in  four  parts:  (a)  ane- 
mia— diagnosis,  prevalence,  therapy, 
and  prevention:  (b)  diet  and  chronic 
diseases — facts  vs.  fads  and  fallacy: 
(c)  recent  advances  in  nutrition  re- 
search: and  (d)  preventive  and  thera- 
peutic nutrition. 

Contact:  The  Office  of  the  Dean,  Di- 
vision of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  PO 
Box  20367,  Houston  77025. 

PHYSICAL  MEDICINE  AND  REHABILI- 
TATION: Texas  Tech  University  School 
of  Medicine  at  Lubbock  announces  a 
course  on  "Restoration  and  Mainte- 
nance of  Function  for  Patients  in  Nurs- 
ing Homes,”  scheduled  for  Jan.  18  in 
Lubbock.  More  details  on  the  course 


may  be  obtained  from  Walter  R.  Gault, 
Texas  Tech  University  School  of  Medi- 
cine, PO  Box  4569,  Lubbock  79409. 

GERIATRICS:  Texas  Nursing  Home  As- 
sociation will  present  a workshop  on 
the  geriatric  patient,  Jan.  19-21,  at  the 
Marriott  Motor  Hotel  in  Houston.  Topics 
v/ill  include  “Sex  and  the  Geriatric  Pa- 
tient,” “The  Alcoholic  Geriatric  Pa- 
tient,” “Dying  and  the  Geriatric  Pa- 
tient,” and  “Emotional  Problems  of  the 
Geriatric  Patient.”  More  information 
may  be  obtained  from  Mike  Harris, 
Education  Director,  Texas  Nursing 
Home  Association,  6225  US  Highway 
290  E.,  Austin  78723. 

PSYCHIATRY:  The  Division  of  Continu- 
ing Education,  UT  Health  Science  Cen- 
ter at  Houston,  has  planned  a course 
entitled  “Psychiatry  in  Medical  Prac- 
tice.” The  course  will  be  presented  at 
the  school  beginning  Jan.  25.  Ending 
date  for  the  course  is  April  26.  More 
information  may  be  obtained  from  Dr. 
Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Health  Science 
Center  at  Houston,  PO  Box  20367, 
Houston  77025. 

GENERAL  MEDICINE:  “Introduction  to 
the  Use  of  Hypnosis  in  Medical  Prac- 
tice” is  the  title  of  a course  scheduled 
for  Jan.  27  in  San  Antonio.  UT  Medical 
School  at  San  Antonio  is  sponsoring 
the  course.  Tuition  fee  is  $35,  and  the 
course  is  acceptable  for  6 credit  hours 
by  the  AAFP  and  for  Category  1,  AMA 
Physician’s  Recognition  Award.  Con- 
tact: Dr.  Paul  Cutler,  Associate  Dean 
for  Clinical  Affairs,  UT  Medical  School 
at  San  Antonio,  7703  Floyd  Curl  Dr., 
San  Antonio  78284. 

PSYCHOTHERAPY:  A “Workshop  in 
Psychotherapy  for  Psychiatrists”  will  be 
sponsored  by  UT  Medical  School  at  San 
Antonio,  Jan.  29,  in  San  Antonio.  The 
course  is  designed  primarily  for  psy- 
chiatrists and  will  include  six  hours  of 
instruction.  Tuition  for  the  workshop  is 
$35.  For  registration  information,  con- 


tact Dr.  Paul  Cutler,  Associate  Dean  for 
Clinical  Affairs,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78284. 

FAMILY  PRACTICE  REVIEW:  This 
course,  sponsored  by  UT  Medical 
Branch  at  Galveston,  will  be  held  at  the 
Holiday  Inn  in  Galveston,  Feb.  4-10. 
General  medicine,  surgery,  psychiatry, 
pediatrics,  and  internal  medicine  are 
subjects  to  be  covered  in  the  review. 
The  course  offers  44  hours  of  instruc- 
tion, with  accreditation  by  the  AAFP. 
Tuition  is  $110.  Contact:  Dr.  Stephen 
R.  Lewis,  Director  of  Postgraduate  Edu- 
cation, UT  Medical  Branch,  Galveston 
77550. 

EMERGENCY  CARE:  “Systems  in  Emer- 
gency Care”  is  the  title  of  a symposium 
being  sponsored  by  American  College 
of  Emergency  Physicians.  The  sympo- 
sium is  scheduled  for  Feb.  7-8  at  the 
International  Hotel  in  Las  Vegas,  and 
is  designed  for  physicians  who  have  a 
responsibility  in  emergency  health  care. 

Topics  include  the  use  of  communi- 
cation in  improving  emergency  care  for 
patients,  the  effect  of  malpractice  on 
emergency  care  and  the  health  care 
field,  and  economics  of  emergency 
health  care.  A panel  session  will  be  de- 
voted to  discussion  of  “EMS  Systems 
— Those  That  Work  and  Those  That 
Don’t.”  Tuition  is  $100  for  members  of 
ACEP,  and  $125  for  nonmembers.  Con- 
tact: Richard  T.  Johnson,  American  Col- 
lege of  Emergency  Physicians,  241 
East  Saginaw  St.,  East  Lansing,  Mich. 
48823. 

OTOLARYNGOLOGY:  Feb.  15-17  are 
the  dates  for  a course  on  Educational 
Audiology,  which  will  be  presented  at 
UT  Medical  Branch  at  Galveston.  The 
center  for  audiology  and  speech  path- 
ology and  the  division  of  postgraduate 
education  of  UTMB  are  sponsoring  the 
course.  Tuition  is  $35.  Contact:  Dr. 
Richard  W.  Stream,  Director,  Center  for 
Audiology  and  Speech  Pathology,  UT 
Medical  Branch,  Galveston  77550. 
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MORE  CONTINUING  EDUCATION  COURSES 


JANUARY 

Medical  Intensive  Care.  Sponsored  by 
UT  Medical  School  at  San  Antonio,  Jan. 
10-March  14,  San  Antonio.  Fee:  $150. 
Credit:  90  hours,  AAFP  and  Category  1, 
AMA  Phy.  Recog.  Award.  Contact:  Dr. 
Paul  Cutler,  Associate  Dean  for  Clinical 
Affairs,  UT  Medical  School  at  San  An- 
tonio, 7703  Floyd  Curl  Dr.,  San  An- 
tonio 78284. 

FEBRUARY 

A Review  of  Sight  Threatening  Ocular 
Infections  and  Therapeutic  Agents. 
Sponsored  by  Texas  Tech  University 
School  of  Medicine,  Feb.  15-16,  Lub- 
bock. Contact:  Walter  R.  Gault,  Texas 
Tech  University  School  of  Medicine, 
PO  Box  4569,  Lubbock  79409. 

Child  and  Adolescent  Emotional  Prob- 
lems and  the  Role  of  the  Family.  Spon- 
sored by  UT  Southwestern  Medical 
School  at  Dallas,  Feb.  1-March  8,  Dal- 
las. Fee:  $75.  Credit:  12  hours,  AAFP. 
Contact:  Dr.  John  S.  Chapman,  Assist- 
ant Dean  for  Postgraduate  Education, 
UT  Southwestern  Medical  School  at 
Dallas,  5323  Harry  Hines  Blvd.,  Dallas 
75235. 

Hypertension — A Workshop.  Sponsored 
by  UT  Health  Science  Center  at  Hous- 
ton, Feb.  8-9,  Houston.  Contact:  Dr. 
Grant  Taylor,  Dean,  Division  of  Con- 
tinuing Education,  UT  Health  Science 
Center  at  Houston,  PO  Box  20367, 
Houston  77025. 

MARCH 

Problems  of  Office  Pediatrics.  Spon- 
sored by  Department  of  Pediatrics,  UT 
Medical  Branch  at  Galveston,  March 
15-16,  Galveston.  Fee:  $75.  Contact: 
Dr.  Lillian  H.  Lockhart,  Assistant  Pro- 
fessor of  Pediatrics,  UT  Medical 
Branch,  Galveston  77550. 

William  Beaumont  Gastrointestinal 
Symposium.  Sponsored  by  US  Army 
Surgeon  General  and  William  Beaumont 
General  Hospital,  March  7-9,  El  Paso. 
Contact:  Dr.  J.  Loren  Pitcher,  Lt.  Col., 


MC,  Chief,  Department  of  Medicine 
and  Gastroenterology  Service,  William 
Beaumont  General  Hospital,  El  Paso 
79920. 

Current  Management  of  Trauma.  Spon- 
sored by  Department  of  Surgery, 
Brooke  General  Hospital,  March  5-9, 
Fort  Sam  Houston.  Credit:  32  hours, 
AAFP.  Contact:  Dr.  Richard  E.  George, 
Col.,  MC,  Chief,  Department  of  Surgery, 
Brooke  General  Hospital,  Fort  Sam 
Houston  78234. 

Immunological  Aspects  of  Neoplasia. 
Sponsored  by  UT  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston, 
March  6-9,  Houston.  Contact:  Dr.  Evan 
M.  Hersh,  UT  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Texas  Medical 
Center,  Houston  77025. 

Wadley  Symposium  on  Malignant  Neo- 
plasms. Sponsored  by  Wadley  Institutes 
of  Molecular  Medicine,  March  10,  Dal- 
las. Contact:  Dr.  Amanullah  Khan,  Wad- 
ley Institutes  of  Molecular  Medicine, 
9000  Harry  Hines  Blvd.,  Dallas  75235. 

Newer  Approaches  to  Diagnosis  and 
Treatment  of  Hypertension.  Sponsored 
by  South  Plains  Chapter,  Texas  Acad- 
emy of  Family  Physicians  and  Texas 
Tech  University  School  of  Medicine, 
March  17,  Lubbock.  Contact:  Walter  R. 
Gault,  Texas  Tech  University  School  of 
Medicine,  PO  Box  4569,  Lubbock 
79409. 

Diagnosis  and  Management  of  Com- 
mon Musculoskeletal  Pain  Syndromes. 

Sponsored  by  UT  Medical  School  at 
San  Antonio,  March  3,  San  Antonio. 
Fee:  $50.  Credit:  7 hours,  AAFP  and 
Category  1,  AMA  Phy.  Recog.  Award. 
Contact:  Dr.  Paul  Cutler,  Associate 
Dean  for  Clinical  Affairs,  UT  Medical 
School  at  San  Antonio,  7703  Floyd  Curl 
Dr.,  San  Antonio  78284. 

Seventh  Annual  Clinical  Cancer  Con- 
ference. Sponsored  by  UT  Southwest- 
ern Medical  School  at  Dallas,  March 
11,  Dallas.  Contact:  Dr.  John  S.  Chap- 
man, Assistant  Dean  for  Postgraduate 
Education,  UT  Southwestern  Medical 


School,  5323  Harry  Hines  Blvd.,  Dallas 
75235. 

Seminar  in  Mental  Health  Problems. 
Sponsored  by  Texas  Department  of 
Mental  Health  and  Mental  Retardation, 
March  27,  San  Antonio  State  Hospital. 
Contact:  Dr.  Ira  Tunnell,  Deputy  Com- 
missioner for  Mental  Health  Services, 
Texas  Department  of  Mental  Health  and 
Mental  Retardation,  Box  12668,  Capitol 
Station,  Austin  78711. 

The  Use  of  Psychiatry  in  Family  Prac- 
tice. Sponsord  by  UT  Medical  School  at 
San  Antonio,  March  1-May  17,  San  An- 
tonio. Fee:  $75.  Credit:  30  hours,  AAFP 
and  Category  1,  AMA  Phy.  Recog. 
Award.  Contact:  Dr.  Paul  Cutler,  Asso- 
ciate Dean  for  Clinical  Affairs,  UT  Med- 
ical School  at  San  Antonio,  7703  Floyd 
Curl  Dr.,  San  Antonio  78284. 

Second  Annual  Symposium  on  Athletic 
Injuries.  Sponsored  by  UT  Medical 
School  at  San  Antonio,  March  24-25, 
Austin.  Fee:  $50.  Credit:  12  hours, 
AAFP  and  Category  1,  AMA  Phy.  Recog. 
Award.  Contact:  Dr.  Paul  Cutler,  Asso- 
ciate Dean  for  Clinical  Affairs,  UT  Med- 
ical School  at  San  Antonio,  7703  Floyd 
Curl  Dr.,  San  Antonio  78284. 

A New  Look  at  Treatable  Hypertension. 
Sponsored  by  UT  Medical  School  at 
San  Antonio,  March  30-31,  San  An- 
tonio. Fee:  $25.  Credit:  12  hours,  AAFP 
and  Category  1,  AMA  Phy.  Recog. 
Award.  Contact:  Dr.  Paul  Cutler,  Asso- 
ciate Dean  for  Clinical  Affairs,  UT  Med- 
ical School  at  San  Antonio,  7703  Floyd 
Curl  Dr.,  San  Antonio  78284. 

Spring  Clinical  Conference.  Sponsored 
by  Dallas  Southern  Clinical  Society, 
March  12-14,  Dallas.  Fee:  $35.  Credit: 
25  elective  hours,  AAFP.  Contact:  Rob- 
ert L.  Heath,  Associate  Executive  Offi- 
cer, Dallas  Southern  Clinical  Society, 
433  Medical  Arts  Bldg.,  Dallas  75201. 

Learning  Disorders  in  Children.  Spon- 
sored by  Scott  and  White  Memorial 
Hospital,  March  24,  Salado.  Fee:  $15. 
Contact:  Department  of  Education, 
Scott  and  White  Memorial  Hospital, 
Temple  76501. 
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TEMBIDS  CAPSULES,  40  mg. 

One  capsule  b.i.iLbelps  protect 
■ ■ ■ ^ _ 


for  up  to  24  hours  a day. 


THERE  ARE  TWO  FORMS 
OF  SUSTAINED  ACTION  ISORDIL- 
ISORDIL  TEMBIDS  CAPSULES,  40  mg., 

AND  ISORDIL  TEMBIDS  TABLETS,  40  mg. 

Widely  accepted  Isordil  Tembids  Tablets  are  now 
joined  by  an  additional  sustained  action  form, 
Isordil  Tembids  Capsules,  providing  greater  pre- 
scribing flexibility. 

*lndications:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National 
Research  Council  and/or  other  information, 

FDA  has  classified  the  indication  as  follows: 

“Possibly”  effective:  When  taken  by  the  oral 
route,  Isordil  (isosorbide  dinitrate)  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  cor- 
onary artery  disease).  It  is  not  intended  to  abort 
the  acute  anginal  episode,  but  is  widely  re- 
garded as  useful  in  the  prophylactic  treatment 
of  angina  pectoris. 

Final  classification  of  the  less-than-effective  in- 
dications  requires  further  investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  dur- 
ing the  early  days  of  the  acute  phase  of  myocar- 
dial infarction  (the  period  during  which  clinical 
and  laboratory  findings  are  unstable)  are  insuffi- 
cient to  establish  safety. 

Precautions:  Tolerance  to  this  drug  and  cross- 
tolerance to  other  nitrites  and  nitrates  may  occur. 
In  patients  with  functional  or  organic  gastroin- 
testinal hypermotility  or  malabsorption  syndrome, 
it  is  suggested  that  either  the  ISORDIL  5 mg.  or 
10  mg.  Oral  tablets  or  sublingual  tablets  be  the 
preferred  therapy.  The  reason  for  this  is  that  a few 
patients  have  reported  passing  partially  dissolved 
ISORDIL  TEMBIDS  tablets  in  their  stools.  This 
phenomenon  is  believed  to  be  on  the  basis  of 
physiological  variability  and  to  reflect  rapid  gas- 
trointestinal transit  of  the  sustained  action  tablet. 
TEMBIDS  SHOULD  NOT  BE  CHEWED. 

Adverse  Reactions:  Cutaneous  vasodilation  with 
flushing.  Headache  is  common  and  may  be  severe 
and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral 
ischemia  associated  with  postural  hypotension 
may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  ace- 
tylcholine, histamine,  and  many  other  agents.  An 
occasional  individual  exhibits  marked  sensitivity 
to  the  hypotensive  effects  of  nitrite,  and  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration  and  collapse)  can  occur 
even  with  the  usual  therapeutic  dose.  Alcohol  may 
enhance  this  effect.  Drug  rash  and/or  exfoliative 
dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information 
and/or  professional  samples? 

TEMBIDS^-  TRADEMARK  FOR  SUSTAINED  ACTION  TABLETS  AND  CAPSULES 

IVES  LABORATORIES  INC.^ 

685  Third  Auenue,  New  York,  N.Y.  10017  V..i^ 

DEDICATED  TO  IMPROVING  THE  QUALITY 
OF  LIFE. THROUGH  MEDICINE 


Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 


Soyalac  is  often 
the  answer. 


This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  reaciily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-to-Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE.  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U.S.A. 


COMING 

MEETINGS 


TEXAS  MEDICAL  ASSOCIATION  LEGISLATIVE  SEMINAR 


CURRENT  MEETINGS  IN  TEXAS 


To  help  physicians  gain  a better  understanding  of  the  legisla- 
tive process,  the  Texas  Medical  Association  will  present  a Legis- 
lative Seminar  on  Jan.  20  in  Austin.  Dr.  Edgar  T.  Beddingfield, 
Jr.,  Wilson,  NC,  member  of  AMA’s  Council  on  Legislation,  will 
discuss  national  health  insurance  and  health  maintenance  organ- 
izations, followed  by  a preview  of  tbe  1973  Texas  Legislature 
by  Lt.  Gov.  William  P.  Hobby,  Houston.  State  Atty.  Gen.  John 
Hill,  Houston,  will  discuss  conflicts  between  federal  and  state 
laws.  “The  Preparation  of  a Bill  and  Its  Progress  through  the 
State  Legislature,”  “The  Role  of  the  Individual  Citizens  and 
Organizations  in  Elections  and  in  the  Legislative  Process,”  and 
“The  Decision-Making  Process  of  the  Legislator”  are  topics  of 
panel  discussions.  Other  topics  to  be  discussed  during  the  semi- 
nar are  medical  issues  in  the  state  legislature  in  1973 — certifi- 
cate of  need  legislation,  proposals  for  drug  substitution  and 
drug  samples,  amendmnets  to  the  medical  practice  act,  and 
proposed  expansion  of  Chiropractic;  and  increasing  the  effec- 
tiveness of  medicine  in  state  and  national  legislation — political 
action,  keeping  abreast  of  legislation,  and  communicating  with 
physicians  and  keeping  them  informed. 

Contact:  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  executive  secretary. 


TEXAS  SOCIETY  OF  PATHOLOGISTS 

The  University  of  Texas  Medical  Branch  and  Flagship  Hotel  in 
Galveston  will  host  the  Jan.  26-28  meeting  of  the  Texas  Society 
of  Pathologists.  Features  of  the  scientific  program  are  a sym- 
posium on  education,  which  will  include  discussion  of  education 
of  medical  students,  medical  technologists,  and  pathology  resi- 
dents; and  a symposium  on  practical  aspects  of  renal  pathology, 
with  emphasis  on  the  practical  aspects  of  processing  renal 
biopsies,  establishing  renal  pathology  service  in  private  hos- 
pitals, and  evaluation  of  the  results. 

Contact:  Dr.  F.  Lamont  Jennings,  Professor  and  Chairman, 
Department  of  Pathology,  UT  Medical  Branch,  Galveston  77550, 
program  chairman. 


INTERNATIONAL  MEDICAL  ASSEM- 
BLY OF  SOUTHWEST  TEXAS,  meeting 
in  San  Antonio  Feb.  15-16,  will  feature 
distinguished  guest  speakers  in  the  spe- 
cialties of  family  practice,  internal  medi- 
cine, obstetrics-gynecology,  orthopedic  sur- 
gery, otolaryngology,  pediatrics,  plastic 
surgery,  psychiatry,  radiology,  surgery, 
thoracic  surgery,  and  urology.  The  As- 
sembly’s 37th  annual  meeting  will  be 
staged  at  the  Gunter  Hotel,  and  will  be 
followed  by  a convention  trip  to  Merida 
and  Cozumel,  Yucatan.  Departure  date  for 
the  7th  annual  extension  trip  is  Feb.  17. 
Contact:  S.  E.  Cockrell,  202  W.  French 
PI.,  San  Antonio  78212,  executive  director. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  FORENSIC 
SCIENCES  wil!  feature  60  scientific  and 
medico-legal  programs  during  its  25th  an- 
nual meeting  at  the  Las  Vegas  Hilton 
Hotel  in  Las  Vegas,  Feb.  20-23.  Subjects 
of  general  interest  to  be  discussed 
are  assaultive  juveniles,  computer-related 
crimes,  the  effects  of  methadone  on  driv- 
ing ability,  case  histories  of  two  skyjack- 
ers. medico-sociological  aspects  of  rape, 
the  criminal  confession,  unexpected  nat- 
ural death  in  children,  and  child  abuse 
and  neglect  by  drug-addicted  mothers.  The 
Academy’s  general  sessions  will  include 
a review  of  the  forensic  sciences  over 
the  past  25  years  and  a review  of  suicide 
— a new  system  for  investigating  suicide 
deaths,  recent  trends  in  suicides  and  vio- 
lent deaths,  and  a computer  system  for 
the  control  of  out-patient  health  care. 
Contact:  Harlan  Kimball,  PO  Box  302, 
New  Hartford,  Conn.  06057,  executive 
director. 

AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS’  40th  annual  meeting  will 
be  held  Feb.  1-6  in  Las  Vegas.  Every 
phase  of  disorders  of  the  musculoskeletal 
system  will  be  considered  in  instructional 
courses,  special  symposia,  and  scientific 
papers.  Subjects  of  instructional  courses 
include  arthritis,  bone  physiology,  cerebral 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp.  25-26. 
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palsy,  fractures,  biomechanics,  children’s 
diseases,  and  spine,  knee,  foot,  and  hand 
surgery.  Symposia  will  cover  chemonu- 
cleolysis, total  hip  replacement,  antibiotics, 
and  community-organized  emergency  med- 
ical services.  Contact:  Dr.  Charles  V. 
Heck,  430  N.  Michigan  Ave.,  Chicago 
60611,  executive  director. 

AMERICAN  COLLEGE  OF  CARDIOL- 
OGY’S annual  scientific  session  in  San 
Francisco,  Feb.  14-18,  will  feature  special 
symposia,  a program  on  controversies  in 
cardiology,  reports  of  original  investiga- 
tions, luncheon  panels,  master  teacher 
seminars,  fireside  conferences,  and  clinics 
and  demonstrations  at  San  Francisco’s 
leading  medical  centers  and  hospitals. 
Progress  in  heart  disease — 1973,  advances 
in  coronary  heart  disease,  the  effects  of 
surgical  treatment  on  the  natural  history 
of  cardiac  disease,  echocardiography — 
state  of  the  art.  electrophysiological  cor- 
relates of  clinical  arrhythmias,  advances 
in  cardiac  surgery,  and  advances  in  pedi- 
atric cardiology  are  topics  of  symposia. 
Contact:  William  D.  Nelligan.  9650  Rock- 
ville Pike.  Bethesda,  Md.  20014,  executive 
director. 

AMERICAN  SOCIETY  OF  CONTEMPO- 
RARY MEDICINE  AND  SURGERY  has 
themed  its  annual  meeting,  “Continuing 
Education  for  Excellence  in  Medicine  and 
Surgery.”  Contemporary  surgical  proce- 
dures in  diseases  of  the  cardiovascular 
system,  proctology,  gynecology,  urology, 
otolaryngology,  orthopedics,  gastroenterol- 
ogy. reconstruction,  and  esthetic  surgery 
will  be  emphasized  during  the  meeting, 
scheduled  for  Feb.  25  to  March  3 in 
Miami  Beach.  Presentation  topics  are 
“Management  of  Cystitis,”  “Depepsin  in 
Peptic  Ulcer,”  “Chemotherapy  and  Chem- 
osurgery  in  the  Prevention  and  Treatment 
of  Skin  Cancer,”  “New  Methods  of  Abor- 
tion,” “Laser  Therapy,”  “Thermography,” 
and  “Hand  Prosthesis.”  Contact:  Virginia 
Kendall,  30  N.  Michigan  Ave.,  Rm.  1629, 
Chicago  60602. 

AMERICAN  SOCIETY  OF  CONTEMPO- 
RARY OPHTHALMOLOGY  will  meet  at 
the  Fontainbleau  Hotel  in  Miami  Beach, 
Feb.  25-March  3.  Topics  related  to  recon- 
struction surgery,  diseases  of  the  cornea, 
strabismus,  cataract,  glaucoma,  and  soft 
lens  will  be  presented.  Recent  advances 
in  retinal  detachment  will  be  covered  in 
a special  symposium,  and  continuing  edu- 
cation courses  will  cover  “Microsurgery  of 
the  Cornea”  and  “Microsurgery  of  the 
Anterior  Segment.”  Contact:  American 
Society  for  Contemporary  Ophthalmology, 
Rm.  1629,  30  N.  Michigan  Ave.,  Chicago 
60602. 


ALSO  IN  JANUARY 

■ HEALTH  EDUCATION  MEDIA  ASSOCIATION,  Hous- 
ton. Jan.  20-23,  1973.  Health  Education  Media  Associa- 
tion, PO  Box  5744,  Bethesda,  Md.  20014. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  San  Antonio,  Jan.  11-13,  1973.  Judy 
Nichols,  PO  Box  155,  Stephenville  76401,  Exec.  Sec. 

■ SOUTHWEST  ALLERGY  FORUM,  El  Paso,  Jan.  15- 
17,  1973.  Dr.  Albert  H.  Unger,  6232  Gateway  E..  El 
Paso  79905,  Pres. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS.  INC.,  Dallas,  Jan.  13-14,  1973.  L.  D.  Harris, 
702  Colorado,  No.  6,  Austin  78701,  Exec.  Officer. 


ALSO  IN  FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  Washington. 
DC,  Feb.  10-14,  1973.  James  O.  Kelley,  225  E.  Michigan 
St.,  Milwaukee  53202,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  Washington.  DC,  Feb.  24-27,  1973. 
Dr.  A.  J.  French,  Dept,  of  Pathology,  University  of 
Michigan  Medical  School,  Ann  Arbor  48104,  Sec. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, Las  Vegas,  February  1973.  Arthur  E.  Auer,  241 
E.  Saginaw  St..  East  Lansing,  Mich.  48823,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  HOSPITAL  ADMINISTRA- 
TORS, 16th  Congress  on  Administration,  Chicago,  Feb. 
22-24,  1973.  Richard  J.  Stull,  840  N.  Lake  Shore  Dr.. 
Chicago  60611,  Exec.  V.-Pres. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER.  Corpus  Christi,  Feb.  1-3.  1973.  Dr. 
Peter  B.  Fisher,  615  Medical  Towers,  Houston  77025,  Sec. 

AMERICAN  HOSPITAL  ASSOCIATION,  Washington, 
DC,  Feb.  5-8,  1973.  John  Alexander  McMahon,  840  N. 
Lake  Shore  Dr.,  Chicago  60611,  Pres. 

AMERICAN  MEDICAL  ASSOCIATION,  69th  Congress 
on  Medical  Education,  Chicago,  Feb.  10-11,  1973.  Dr.  C. 
H.  William  Ruhe,  Director,  Division  of  Medical  Educa- 
tion, AMA,  535  N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLO- 
GISTS, Honolulu,  Feb.  9-16,  1973.  Dr.  George  F.  Steven- 
son, 2100  W.  Harrison,  Chicago  60612,  Exec.  Officer. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio, 
Feb.  16,  1973.  S.  E.  Cockrell,  Jr..  202  W.  French  PI., 
San  Antonio  78212,  Exec.  Officer. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Miami  Beach,  Feb.  25-March  3,  1973.  Dr.  John  G.  Bel- 
lows, 30  N.  Michigan  Ave.,  Chicago  60602,  Exec.  Sec. 

a TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas, 
Feb.  18,  1973.  Robert  E.  Monroe,  1117  W.  42nd  St.,  Aus- 
tin 78756,  Exec.  Sec.-Treas. 


MARCH 

AMERICAN  CANCER  SOCIETY,  First  National  Con- 
ference on  Urologic  Cancer,  Washington,  DC,  March 
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Should  old  depressives  be  forgot? 


(Phe  geriatric  depressive. 

! Unable  to  concentrate  he  tends 
otake  little  interest  in  the  affairs 
iround  him.  His  reactions  are  slow 
md  delayed.  He  speaks  very  little. 
\’hen  he  does,  it's  mostly  to  com- 
)lain  of  his  insomnia,  fatigue,  or 
■onstipation. 


One  way  of  relieHng  depres- 
sion in  the  geriatric  patient  is  with 
Tbfranil. 


Please  read  the  prescribing  information  for  details 
of  usage  (lower  dosages  are  recommended  for  elderly 
patients  and  adolescents),  precautions,  warnings, 
contraindications,  adverse  experiences,  and  dosage 
recommendations.  It  is  summarized  below. 


Tofranir  Geigy 

imipramine  hydrochloride  USP 


fbfranil  imipramine  hydrochloride  USP 

I ontraindications:  The  concomitant  use  of  this  agent 
md  monoamine  oxidase  inhibiting  (M.  A. O.  I. ) com- 
)Ounds  is  contraindicated.  HyperpvTetic  crises  or 
evere  concodsive  seizures  may  occur.  Potentiation  of 
Mverse  effects  can  be  serious  or  even  fatal.  An  interval 
j)fat  least  14  days  after  M.A.O.l.  therapy  has  been 
liscontinued  should  be  allowed  before  this  drug  ma\' 

|je substituted.  Initial  dosage  should  below,  increases 
(tfiould  be  gradual,  and  the  patient's  progress  should 
fie  carefully  observed.  The  drug  is  also  contraindicated 
la)  during  the  acute  recovery  period  after  myocardial 
nfarction.  (bl  in  patients  with  known  hypersen- 
^tKity  to  the  drug.  Cross-sensiti\ity  to  other  dibenz- 
|Eepine  compounds  should  be  kept  in  mind. 

Warnings;  Usage  in  Pregnancy:  Safe  use  of 
Jnipramine  during  pregnancy  and  lactation  has  not 
been  established;  therefore,  in  administering  the  drug 
to  pregnant  patients,  nursing  mothers,  or  women  of 
childbearing  potential,  the  potential  benefits  must  be 
Weighed  against  the  possible  hazards.  Animal  repro- 
duction studies  have  yielded  inconclusive  results. 

There  have  been  clinical  reports  of  congenital  mal- 
formation associated  \rith  the  use  of  this  drug,  but  a 
causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug 
is  given  to: 

—patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias, 
myocardial  infarction,  strokes  and  tachycardia; 
—patients  with  increased  intraocular  pressure,  history 
of  urinary  retention,  or  history  of  narrow-angle 
glaucoma  because  of  the  drug's  anticholinergic 
properties; 

— hyperthjToid  patients  or  those  on  thvToid  medica- 
tion because  of  the  possibility  of  cardiovascular 
toxicity; 

I- patients  with  a history  of  seizure  disorder  because 
this  drug  has  been  shown  to  lower  the  seizure 
threshold ; 

—patients  receiving  guanethidine  or  similar  agents 
since  imipramine  may  block  the  pharmacologic 
effects  of  these  drugs. 

Usage  in  Children:  Fending  evaluation  of  results 
from  clinical  trials  in  children,  the  drug  is  not  recom- 
niended  for  use  in  patients  under  twelve  years  of  age. 

Since  the  drug  may  impair  the  mental  and/or 


physical  abilities  required  for  the  performance  of 
potentially  hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient  should  be 
cautioned  accordingly. 

Ih-c  cautions:  Because  of  the  possibilitv  of  suicide 
in  seriously  depressed  patients,  careful  supervision 
during  the  early  phase  of  treatment  is  necessary  and 
hospitalization  may  be  required.  Prescriptions  should 
be  written  for  the  smallest  amount  feasible. 

Hvpomanic  or  manic  episodes  may  occur,  partic- 
ularly in  patients  with  cv'clic  disorders.  Such  reactions 
may  necessitate  discontinuation  of  the  drug.  If  needed, 
imipramine  may  be  resumed  in  lower  dosage  when 
these  episodes  are  relieved.  Administration  of  a tran- 
quilizer may  be  useful  in  controlling  such  episodes. 

Prior  to  elective  surgerv’.  imipramine  should  be 
discontinued  for  as  long  as  the  clinical  situation  will 
allow. 

An  activation  of  the  psychosis  may  occasionally 
be  observed  in  schizophrenic  patients  and  may  re- 
cjuire  reduction  of  dosage  and  the  addition  of  a 
phenothiazine. 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including  anti- 
parkinsonism agents)  in  addition,  the  atropine-like 
effects  may  become  more  pronounced  (e.g.  paralytic 
ileus).  Close  supervision  and  careful  adjustment  of 
dosage  is  re<|uired  when  this  drug  is  administered 
concomitantly  with  anticholinergic  or  sympathomi- 
metic drugs. 

Patients  should  be  warned  that  the  concomitant 
use  of  alcoholic  beverages  may  be  associated  with 
exaggerated  effects. 

Both  elevation  and  lowering  of  blood  sugar  lev'els 
have  been  reported. 

Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  hazards:  such 
treatment  should  be  limited  to  those  patients  for  whom 
it  is  essential. 

.Adverse  Keactions:  Cardiovascular:  Hv  poten- 
sion,  hypertension,  tachveardia.  palpitation,  mv  o- 
cardial  infarction,  arrhv  thmias.  heart  block,  stroke, 
falls. 

Psychiatric:  Confusional  states  (especiall.v  in  the 
eldeiivl  with  hallucinations,  disorientation,  delu- 
sions: anxiety,  restlessness,  agitation;  insomnia  and 
nightmares;  hvpomania;  exacerbation  of  psvehosis. 

Neurological:  Numbness,  tingling,  paresthesias 


of  extremities;  incoordination,  ataxia,  tremors: 
peripheral  neuropathy;  e.xtrapvTamidal  symptoms: 
seizures,  alterations  in  EEG  patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis;  blurred  vision,  disturbances 
of  accommodation,  mvdriasis:  constipation,  paralytic 
ileus;  urinary  retention,  delayed  micturition,  dilation 
of  the  urinary  tract. 

Allergic:  Skin  rash,  petechiae.  urticaria,  itching, 
photosensitization  ( avoid  excessive  exposure  to  sun- 
light 1;  edema  ( general  or  of  face  and  tongue ),  drug 
fever,  cross-sensitivitv-  with  desipramine. 

Hematologic : Bone  marrow  depression  in- 
cluding agranulocytosis;  eosinophilia;  purpura: 
thrombocytopenia.  Leukocyte  and  differential  counts 
should  be  performed  in  anv  patient  who  develops  fev-er 
and  sore  throat  during  therapy;  the  drug  should  be 
discontinued  if  there  is  evidence  of  pathological 
neutrophil  depression. 

Gastrointestinal:  Nausea  and  v'omiting,  anorexia, 
epigastriedistress,  diarrhea;  peculiar  taste,  stomatitis, 
abdominal  cramps,  black  tongue. 

Endocrine:  Gynecomastia  in  the  male;  breast 
enlargement  and  galactorrhea  in  the  fem;ile:  in- 
creased or  decreased  libido,  impotence:  testicular 
swelling:  elevation  or  depression  of  blood  sugar 
levels. 

Other:  Jaundice  1 simulating  obstructive  I;  altered 
liver  function;  weight  gain  or  loss:  perspiration;  flush- 
ing: urinary  frequency;  drowsiness,  dizziness,  weak- 
ness and  fatigue;  headache;  parotid  swelling:  alopecia. 

Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment  after  pro- 
longed therapy  mav  produce  nausea,  headache  and 
malaise. 

How  Supplied:  Round  tablets  of  25  and  50  mg.; 
triangular  tablets  of  10  mg.  for  geriatric  and  ado- 
lescent use;  and  ampuls,  each  containing  25  mg.  in 
2 cc.  for  l.M.  administration.  ( B)98- 146-850- H (7/71) 

For  complete  details,  including  dosage,  please  refer 
to  the  full  prescribing  information. 


GE1G7’  Pharmaccutic;ils 

Division  of  CIBA-GEIGY  Corporation 

Ardslev-,  New  York  10502  TO  8575 


V\/hen  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections 


- 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
ceeding  4 grams  may  result  in 
tension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 
Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  ( lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocitr 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
significant  allergies. 


In  patients  with  impaired  renal  function, 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
intravenous  infusions:  i 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

"^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


■‘“Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in'infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  j8-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— NeutTopcnia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes— Skm  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  L/ver— Although  no  direct  re- 
lationship to  liver  dysfunction  is  established, 
jaundice  and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren- 
teral administration  have  been  reported, 
particularly  after  too  rapid  FV  administra- 
tion. Rare  instances  of  cardiopulmonary  ar- 
rest have  been  reported  after  too  rapid  IV 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  and 
administer  no  faster  than  100  ml  per  hour. 
Special  sensei- Tinnitus  and  vertigo  have 
been  reported  occasionally.  Local  reactions 
—Excellent  local  tolerance  demonstrated  to 
intramuscularly  administered  Lincocin 
(lincomycin  hydrochloride).  Reports  of  pain 
following  injection  have  been  infrequent. 
Intravenous  administration  of  Lincocin  in 
250  to  500  ml  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  mg 
Capsules— bottles  of  24  and  100.  Sterile 
Solution,  300  mg  per  ml— 2 and  10  ml  vials 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ml 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consult 
the  package  insert  or  see  your  Upjohn 
representative. 

MED  B-6-S  (KZL-7)  JA71-1631 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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29-31,  1973.  Dr.  Sidney  L.  Arje,  219  E.  42nd  St..  New 
York  10017. 

AMERICAN  MEDICAL  ASSOCIATION,  Quality  of  Life 
Congress,  Chicago,  March  7-10;  AMA-AMPAC  Public 
Affairs  Workshop,  Washington,  DC,  March  10-11;  Na- 
tional Medicolegal  Symposium,  Las  Vegas,  March  22-25, 
1973.  AMA,  535  N.  Dearborn  St.,  Chicago  60610. 

■ AMERICAN  MEDICAL  ASSOCIATION,  National  Con- 
ference on  Rural  Health,  Dallas,  March  29-30,  1973.  Dr. 
Bond  L.  Bible  (PhD),  Secretary,  Council  on  Rural 
Health,  AMA,  635  N.  Dearborn  St.,  Chicago  60610. 

■ AMERICAN  MEDICAL  ASSOCIATION/TEXAS  MED- 
ICAL ASSOCIATION,  Speakers  and  Leadership  Training 
Seminar,  Austin,  March  10-11,  1973.  Jon  R.  Hornaday, 
TMA.  1801  N.  Lamar  Blvd.,  Austin  78701,  Dir.  of  Pub 
Rel. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS 
Hawaii,  March  16-25,  1973.  Dr.  Blaise  F.  Alfano,  676 
Main  St.,  Melrose  Mass.  02176,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY.  INC,,  Newport  Beacb,  Calif.,  March  11-15, 
1973.  Dr.  Simon  Fredricks,  1103  Medical  Towers,  Hous- 
ton 77025,  Prog.  Chrmn. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS,  New  Orleans,  March  22- 
23,  1973.  Elaine  Galasso,  1718  Gallagher  Rd.,  Norristown, 
Pa.  19401,  Exec.  Sec. 

ASSOCIATION  FOR  CHILDREN  WITH  LEARNING 
DISABILITIES,  Detroit,  March  14-17,  1973.  Charles  B. 
Slack,  6900  Grove  Rd.,  Thorofare,  NJ  08086. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas 
March  12-14,  1973.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  19-22,  1973.  Frances  W.  Shumaker.' 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Navasota, 
March  15,  1973.  Dr.  Mac  M.  Diamond,  3332  Plainview! 
Pasadena  77604,  Sec. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  March  29-31,  1973.  Alma  O’Donnell,  601  North- 
west Expressway,  Oklahoma  City  73118,  Exec.  Sec. 

SOCIETY  OF  NUCLEAR  MEDICINE,  SOUTHWEST- 
ERN CHAPTER.  New  Orleans,  March  16-18,  1973.  Dr. 
Thomas  P.  Haynie,  6723  Bertner,  Houston  77025.  Sec. 

■ TEXAS  ASSOCIATION  OP  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Austin,  March  16-17,  1973.  Dr.  Den- 
nis M.  Voulgaris,  2100  N.  Fulton  St.,  Wharton  77488, 
Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Ft.  Worth. 
March  2-3,  1973.  Dr.  Frederick  J.  Bonte,  6323  Hariw 
Hines  Bivd.,  Dallas  75236,  Prog.  Chrmn. 

TEXAS  UROLOGICAL  SOCIETY,  Shreveport.  La., 
March  22-24,  1973.  Dr.  C.  V.  Chenoweth,  1016  Clinic 
Dr.,  Tyler  76701,  Sec. 


APRIL 

AMERICAN  ACADEMY  OP  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY.  St.  Louis,  April  3-5, 
1973.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St.,  Dur- 
ham,  NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Boston. 
April  23-28,  1973.  Stanley  A.  Nelson,  4005  W.  65th  St.. 
Minneapolis  55436,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Boston,  Ap- 
ril 9-12.  1973.  Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.,  60204,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  New 
York  City,  April  9-12,  1973.  Dr.  John  E.  Pauly,  Univer- 
sity of  Arkansas  School  of  Medicine,  Little  Rock  72201, 
Sec. 

■ AMERICAN  ASSOCIATION  OF  PLANNED  PAR- 
ENTHOOD PHYSICIANS.  Houston.  April  11-14,  1973. 
Richard  A.  Ferguson,  3601  Fannin  St.,  Houston  77004, 
Exec.  Dir. 

■ AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Dallas,  April  16-18,  1973.  William  T.  Maloney. 
6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Atlanta, 
April  7-12,  1973,  Dr.  John  D.  Gillaspie,  2141  14th  St., 
Boulder,  Colo.  80302,  Exec.  Sec. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Chi- 
cago, April  24-27,  1973.  James  W.  Dilley,  2807  Central 
St.,  Evanston,  111.  60201,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Chicago, 
April  8-13,  1973.  Dr.  Edward  C.  Rosenow,  Jr.,  4200 
Pine  St.,  Philadelphia  19104,  Exec.  V.-Pres. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  San  Francis- 
co, April  1-6,  1973.  William  C.  Stronach,  20  N.  Wacker 
Dr.,  Room  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  New  York 
City,  April  2-4,  1973.  C.  Rollins  Hanlon,  55  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  GERIATRICS  SOCIETY,  INC.,  Beverly 
Hills,  April  25-26,  1973,  Dr.  Edward  Henderson,  10 
Columbus  Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  Fourth  National 
Congress  on  Medical  Ethics,  Washington,  DC,  April  26- 
28,  1973.  AMA,  Judicial  Council,  635  N.  Dearborn  St., 
Chicago  60610. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  Chi- 
cago, April  6-8,  1973.  William  R.  Ramsey,  626  Hearst 
Bldg.,  San  Francisco  94103,  Exec.  Dir. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City, 
April  14,  1973.  Dr.  Edward  F.  Pesek,  1413  Avenue  G., 
Bay  City  77414,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Denver,  April 
15-19,  1973.  Howard  N.  Schulz.  160  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 
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INTERNATIONAL  ACADEMY  OF  PROCTOLOGY.  26th 
Annual  Congress  and  Teaching  Seminar,  Tokyo,  Hong 
Kong,  Thailand,  April  29-May  14,  1973.  Dr.  Alfred  J. 
Cantor,  147-41  Sanford  Ave.,  Flushing,  NY  11365,  Exec. 
Officer. 

NATIONAL  COUNCIL  ON  ALCOHOLISM.  INC.,  Wash- 
ington, DC,  April  4-6,  1973.  William  W.  Moore,  Jr.,  2 
Park  Ave.,  New  York  10016,  Exec.  Dir. 

■ TENTH  DISTRICT  MEDICAL  SOCIETY.  April  1973. 
E.  Mittendorf,  PO  Box  768,  Beaumont  77704,  Exec.  Sec. 

■ TEXAS  DENTAL  ASSOCIATION,  Austin,  April  29- 
May  2,  1973.  Dr.  Joe  C.  Carrington,  Jr.,  4920  Interre- 
gional Hwy.,  Austin  78751,  Exec.  Officer. 

■ TEXAS  SURGICAL  SOCIETY,  Galveston,  April  1-3 
1973.  Dr.  Robb  H.  Rutledge.  901  S.  Lake,  Ft.  Worth 
76104,  Sec. 

■ TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DIS- 
EASE ASSOCIATION.  Dallas,  April  13-14,  1973.  Pauline 
K.  Matthis,  2406  Manor  Rd.,  Austin  78722,  Exec.  Dir. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  Min- 
eral Wells,  April  1973.  Dr.  Dorothy  Patras,  PO  Box 
1118,  Ft.  Worth  76101,  Sec.-Treas. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  Las  Vegas, 
May  7-10,  1973.  Dr.  Merrill  H.  Goodwin,  Washington 
Nat’l.  Airport,  Washington,  DC  20001,  Exec.  Sec. 

■ AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, STATE  OF  TEXAS,  Dallas,  May  16-20,  1973. 
Patty  Fonts,  2211  Lucas  St.,  Wichita  Falls  76303, 
Corr.  Sec. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GY- 
NECOLOGISTS, Bal  Harbour,  Fla.,  May  21-24,  1973.  Dr. 
Michael  Newton,  79  W.  Monroe,  Chicago  60603,  Exec. 
Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  19,  1973.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  75235,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION, 
New  York  City,  May  20-26,  1973.  Charles  B.  Slack, 
6900  Grove  Rd..  Thorofare,  NJ  08086,  Exec.  Sec. 

AMERICAN  PEDIATRIC  SOCIETY',  San  Francisco, 
May  16-20,  1973.  Dr.  C.  D.  Cook,  333  Cedar  St.,  New 
Haven,  Conn.  06514,  Sec. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Honolulu, 
May  7-11,  1973.  Dr.  Walter  E.  Barton,  1700  18th  St., 
NW,  Washington,  DC  20009,  Med.  Dir. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  Dallas,  May  6,  1973.  Dr.  Harry 
K.  Davis.  200  University  Blvd.,  Galveston  77660,  Sec.- 
Treas. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Monterey,  Calif.,  May  29-June  1, 
1973.  Dr.  Eugene  H.  Courtiss,  2000  Washington  St., 
Newton  Lower  Falls,  Boston  02162,  Sec. 

AMERICAN  THORACIC  SOCIETY,  New  York  City. 
May  20-23,  1973.  Robert  Weymueller.  1740  Broadway, 
New  York  10019,  Exec.  Sec. 


AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  New 
York  City,  May  14-17,  1973.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION,  Kansas  City,  Kan., 
May  27-31,  1973.  Helen  Brown  Schmidt,  919  N.  Michigan 
Ave.,  Chicago  60611,  Exec.  Sec. 

NATIONAL  LEAGUE  FOR  NURSING,  Minneapolis. 
May  6-9,  1973.  Margaret  E.  Walsh,  10  Columbus  Circle, 
New  York  10019,  Sec.  & Gen.  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS.  INC.,  New  York  City,  May  16-18,  1973. 
Dr.  Wilfred  D.  David,  79  Madison  Ave.,  New  York 
10016,  Exec.  Dir. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  New  York  City,  May  20-23, 
1973.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New 
York  10019,  Mng.  Dir. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Corpus  Christi,  May  23-26,  1973.  Elsie  Howard, 
2109  Commerce,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS.  Scottsdale, 
Ariz.,  May  7-10,  1973.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73101,  Sec.-Treas. 

■ TEXAS  COMMISSION  ON  ALCOHOLISM,  Dallas. 
May  3,  1973.  K.  E.  Beahan,  809  Sam  Houston  State 
Office  Bldg.,  Austin  78701,  Exec.  Dir. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston,  May  20- 
23,  1973.  Gordon  L.  Wright,  PO  Box  4653,  Austin  78766, 
Dir.  of  Ed.  & Pub.  Info. 

■ TEXAS  MEDICAL  ASSOCIATION,  Dallas,  May  3-6, 
1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las. May  4,  1973.  Dr.  David  S.  Dow,  2223  Austin  Ave., 
Waco  76701,  Sec. 


JUNE 

AMERICAN  DIABETES  ASSOCIATION,  Chicago.  June 
23-24,  1973.  J.  Richard  Connelly,  18  East  48th  St., 
New  York  10017,  Exec.  Dir. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIE- 
TY, Boston,  June  14-16,  1973.  Margaret  Henry,  36391 
Maple  Grove  Rd.,  Willoughby  Hills,  Ohio  44094,  Exec. 
Sec. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFIL- 
IATE INC.,  Dallas,  June  19-24,  1973,  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78766,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  New  York  City, 
June  24-28,  1973.  AMA,  636  N.  Dearborn  St.,  Chicago 
60610. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  Mon- 
treal, June  11-13,  1973.  Dr.  Samuel  A.  Trufant,  Cin- 
cinnati General  Hospital,  Cincinnati  46229,  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
Houston,  June  24-29,  1973.  Royce  P.  Noland,  1166  16th 
St.  NW,  Washington,  DC  20005,  Exec.  Dir. 
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AMERICAN  PROCTOLOGIC  SOCIETY,  Detroit.  June 
10-14,  1973.  Harriette  Gibson,  320  W,  Lafayette,  De- 
troit 48226,  Adm.  Sec. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  San 
Antonio,  June  20-23,  1973.  Luther  R.  Parker,  PO  Box 
4487,  Austin  78701,  Exec.  Officer. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  16th  Annual  Ruidoso  Sum- 
mer Clinic,  Ruidoso,  NM.  July  16-19.  1973.  Bob  Reid, 
PO  Box  456,  Sunland  Park,  NM  88063,  Exec.  Sec. 

FLYING  PHYSICIANS  ASSOCIATION,  San  Diego.  July 
22-27,  1973.  Albert  Carriere,  801  Green  Bay  Rd.,  Lake 
Bluff,  111.  60044,  Exec.  Officer. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver. 
July  13-14,  1973.  F,  C.  Schmidt,  1764  Gilpin,  Denver 
80218,  Exec.  V.-Pres. 


AUGUST 

■ AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION. 
Dallas,  Aug.  23-24,  1973.  Curt  W.  Reimann,  5100  Ridge 
Oak.  Austin  78731,  Exec.  V.-Pres. 


SEPTEMBER 

■ AMERICAN  ACADEMY  OP  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY,  Dallas,  Sept.  16-20,  1973. 
Dr.  C.  M.  Kos,  15  Second  St.  SW,  Rochester,  Minn. 
56901. 

AMERICAN  CANCER  SOCIETY,  Second  National  Con- 
ference on  Cancer  of  the  Colon  and  Rectum,  Bal  Har- 
bour, Fla.,  Sept.  27-29,  1973.  Dr.  Sidney  L.  Arje,  219  E. 
42nd  St.,  New  York  10017. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Montreal, 
Sept,  25-28,  1973.  Dr,  Ted  F.  Leigh,  Emory  University 
Clinic,  Atlanta  30322,  Exec.  Sec. 

INTERNATIONAL  MEDICAL  CONGRESS.  Fourth  In- 
ternational Conference  on  Birth  Defects,  Vienna,  Austria. 
Sept.  2-8,  1973.  Richard  C.  Gedney,  1275  Mamaroneck 
Ave.,  White  Plains,  NY  10605,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY, 
Lubbock,  Sept.  16,  1973.  Carlie  Umphres,  PO  Box  3276, 
Amarillo  79106,  Exec.  Officer. 

■ TEXAS  PEDIATRIC  SOCIETY,  Austin,  Sept.  1973. 
Dr.  Pat  A.  Cato,  1016  E.  32nd  St.,  Austin  78705,  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Denver,  Oct.  1-4,  1973.  Roger  Tusken.  Volker  Blvd.  at 
Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 


AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Washington,  DC,  Oct.  21-26, 
1973.  Creston  Herold,  30  N.  Michigan  Ave.,  Chicago 
60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Bal  Harbour,  Fla.,  Oct.  1-6,  1973. 
Joseph  J.  Garvey,  2317  W.  Jefferson,  Suite  208,  Joliet, 
111.  60436,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Washington,  DC,  Oct.  23-27,  1973.  Dene  R. 
Murray.  One  E.  Wacker,  No.  1610,  Chicago  60601, 
Exec.  Dir. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  Oct.  20- 
21,  1973.  Dr.  Nicholas  J.  Pisacano,  University  of  Ken- 
tucky Medical  Center,  Annex  No.  2,  Rm.  229,  Lexington 
40506,  Sec, 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS. 
Toronto,  Ontario,  Oct.  21-25,  1973.  Dr.  Alfred  Soffer, 
112  East  Chestnut,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct. 
15-19,  1973.  C.  Roliins  Hanlon,  56  E,  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Washington,  DC,  Oct.  21-26,  1973.  Creston  Her- 
old, 30  N.  Michigan  Ave.,  Chicago  60602,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS.  San 
Francisco,  Oct.  7-11,  1973.  John  W.  Andes,  515  Busse 
Highway,  Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Hollywood.  Fla.,  Oct.  21-26, 
1973.  Dallas  F.  Whaley,  29  E.  Madison,  Suite  807,  Chi- 
cago 60602,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  New  York  City,  Oct.  14-17, 
1973.  Dr.  Athur  E.  Brown,  601  Boylston  St.,  Boston 
02117,  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Miami, 
Oct.  6-9,  1973.  Annette  S.  Boutwell,  PO  Box  10387, 
Raleigh,  NC  27606,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  5-7, 
1973.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

WORLD  MEDICAL  ASSOCIATION,  Munich,  Germany, 
Oct.  14-20,  1973.  M.  L.  Natwick,  10  Columbus  Circle, 
New  York  10019,  Exec.  Sec. 


NOVEMBER 

AMERICAN  MEDICAL  ASSOCIATION,  Anaheim,  Calif,, 
Nov.  25-28,  1973.  AMA,  535  N.  Dearborn  St.,  Chicago 
60610. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  San 
Antonio,  Nov.  6-7,  1973.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78706,  Exec.  Officer. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
Nov.  12-16,  1973.  Dr.  Eugene  P.  Schoch,  Jr.,  3A  Medical 
Arts  Sq.,  Austin  78706,  Sec. 
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Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built'  equipment 


SMR  keeps  you 
and  your  patients' 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 

Established  Over  UO  Years  Factory  Direct  Sales 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.8.  Plant 


NEW  CATALOG  NOW  AVAILABLE 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine . ..is . . . 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

- George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs? 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
L'niversity  of  Rochester 
School  of  Medicine 
and  Dentistr\ 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  anti 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a [jroperly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — anfl  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboralorv 
and  clinic  before  the  jirod- 
uct  is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  sjDon- 
taneous  creations.  And,  the 
flosage  ratios  emirloyed  in 
rational  precompounderl 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “tyi:)i- 
cal"  patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  be  found,  and  for 
them  the  [prefabricated 
combination  must  he  re- 
jected, But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  comipo- 
nents  of  widely  accepfed 
combinations,  like  the  oral 
contrace|)tives  and  the  diu- 
retic-antihyjpertensiyes,  al- 
ways had  to  be  [prescribed, 
[Purchased  anfl  ingested 
se[parately. 

One  disaflvantage  that 
comes  to  mintl  is  some  floe- 
tors'  unawareness  of  the 
ingreflients  a given  combin- 
ation contains.  For  ex- 
am[ple,  a doctor  might  know 
that  a patient  is  allergic  to 
as[pirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trafle  name,  contains  as[pi- 
rin.  His  [prescri[ption,  then, 
causes  considerable  flis- 
comfort,  to  say  the  least. 
This  [Problem  is  a function 
of  [physician  education, 
rather  than  of  combination 
thera[py  as  such.  Improving 
floctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a [Problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treaiment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  a[P[pears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingreflients, 
in  which  the  track  records 
of  the  combination  drug 
anti  the  individual  ingredi- 
ents were  com[Pared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  intli- 
vidually  or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
bloofl  pressure  control  was 
invariably  better  when  the 
flrugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  se[P- 
arately  (in  “titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
thera[py  obviously  leads  to 
a fliscussion  of  who  is  to 
fletermine  which  shoukl  be 
usefl  and  which  shoukl  not. 
Realistically,  I think  com- 
binations shoukl  be  evalu- 
atefl  somewhat  differently 
if  they  are  ^kl  and  estab- 
lishefl  or  new  anfl  untried. 
In  today’s  regulatory 
atmosphere,  there  is  no 
[Possibility  of  a new  com- 
bination being  [Put  on  the 
market  without  a substan- 
tial amount  of  acce[Ptable 
eviflence  in  the  form  of 
controllefl  trials  that  show 
it  to  be  safe  anfl  efficacious. 
On  the  other  hanfl,  I be- 
lieve a flifferent  set  of 
stanflarfls  shoukl  a[)plv  to 
combination  [Pre[parations 
that  have  been  around  for 
a long  time.  In  other  words, 
[physician  acceptance  over 
a long  [Periofl  shoukl  be 
given  some  weight  as  evi- 
flence of  the  efficacy  anti 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
reatly  overtired  investiga- 


tors anfl  cost  a grea!  tleal 
of  money.  I wish  we  coukl 
agree  on  a “grandfather 
clause’’  a[P[proach  to  [prepa- 
rations that  have  been  in  use 
for  a number  of  years  and 
that  have  an  a[pparently 
satisfactory  track  recorfl. 

For  exam[ple,  I think 
some  of  the  antibiotic  com- 
bi natifms  that  were  taken 
off  the  market  by  the  FDA 
[perffirmetl  (|uite  well.  I am 
thinking  [particularly  of 
[Penicillin  - streptomycin 
combinatifpns  that  [patients 
— es[pecially  surgical  [pa- 
tients—were  given  in  one 
injection.  This  mafle  for 
less  fliscomfort  for  the  [pa- 
tient, less  flemanfl  on 
nurses’  time,  anfl  fewer 
o[P[Portunities  for  flosage 
errors.  To  take  such  a 
[pre[Paration  off  the  market 
floesn't  seem  to  be  good  j 
meflicine,  unless  actual  us- ) 
age  showed  a great  deal  of  ' 
harm  from  the  injections 
(rather  than  the  proper 
use)  of  the  combination. 

The  point  that  should  be 
em[phasized  is  that  there 
are  both  rational  and  irra- 
tional combinations.  The 
real  question  is,  who  should 
determine  which  is  which? 
Obviously,  the  FDA  must 
play  a major  role  in  mak- 
ing this  determination.  In 
fact,  I don’t  think  it  can 
avoid  taking  the  ultimate 
responsibility,  but  it  should 
enlist  the  hel[p  of  outsifle 
physicians  and  experts  in 
assessing  the  evidence  and 
in  making  the  ultimate  de- 


cision. 
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It  two  medications  are 
used  efTectively  to  treat  a 
certain  condition,  and  it  is 
known  that  they  are  com- 
patible, it  clearly  is  useful 
and  convenient  to  provifle 
them  in  one  dosage  form. 
It  would  make  no  sense,  in 
fact  it  would  he  pedantic, 
to  insist  they  always  he 
prescribed  separately.  To 
avoid  the  appearance  of 
pedantry,  the  “exiiert"  de- 
cries the  combination  be- 
cause it  is  a fixed  dosage 
form.  When  the  “expert” 
invokes  the  concei)t  of  fixed 
dosage  form  he  obscures 
the  fact  that  single-ingre- 
dient jiharmaceutical  imej)- 
I arations  are  also  fixed 
i dosage  forms.  By  a singular 
semantic  exercise  he  im- 
I plies  a pejorative  meaning 
I to  the  term  “fixed  dose” 
1 only  when  he  uses  it  with 
respect  to  combinations. 
What  is  ignored  is  the  sim- 
ple fact  that  only  in  the 
rarest  of  circumstances 
does  any  i)hysician  attemi)t 
to  titrate  an  exact  thera- 
I peutic  response  in  his  pa- 
tient. It  is  quite  jjossihle 
that  some  aches  and  jiains 
will  resi)ond  to  500  mg.  of 
aspirin  yet  that  fact  does 
not  militate  against  the  us- 
ual dose  being  650  mg. 

The  other  semantic  i)loy 
often  called  into  jilay  is  to 
describe  a combination 
product  as  rational  or  irra- 
tional. 

Take  antibiotic  mixtures, 
the  source  of  much  of  the 
criticism  generated  against 


com  hi  nations  generally. 
Obviously,  no  one  should 
he  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  necfled. 
At  the  same  time  there  are 
cases  where  it  is  i)rudent 
to  prescribe  more  than  one. 
I'he  clinician  is  the  juflge 
in  these  circumstances,  as 
he  shoulfl  he. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I sup|)ose, 
would  find  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  he  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  i)hy- 
sicians  anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
|)atients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  imi^ressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  he  taken, 
even  with  sophisticated  i^a- 
tients.  When  medically 
Justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  thcrapv. 

The  cost  argument  for 
combinations  appears  to  he 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
founfl  that  if  all  71  i)roducts 
were  discontinued,  and  if 
each  ingreflient  in  these 
combinations  were  i)re- 
scrihed  sejiarately,  the 
price  of  medicines  to  iia- 
t i e n t s would  j u m ])  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  [oart  |)layed  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations arc  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  ])rod- 
uct.  It  makes  no  sense  to 
recommend  the  use  of  two 
])roducts  for  certain  condi- 
tions and  to  deny  their  be- 
ing combi nerl  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  i)anel  dis- 
cussions of  many  proflucts 
submitted  for  review.  The 
term  “effective,  hut”  has 
been  freely  interpreted  to 
mean  “ineffective"  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  jjlaced 
numerous  useful  combina- 
tion products  in  needless 
jeoiiardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  i)anelists.  These  “in- 
formed" opinions  were  ac- 
ce|)ted  at  face  value,  while 


the  “informed”  opinions  of  i 
others  who  had  used  the 
l^roducts  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  he  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therai^y  are 
selflom  made  in  leaps  and 
bounds  hut  rather  by  small 
|)ainstaking  steins— and  that 
some  of  these  steps  have  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  t^atient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  he  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
Ijhvsician  is  in  the  best 
l^osition  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
shoulfl  not  he  made  exclu- 
sively by  those  whose  re- 
spffnsibility  for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
juflges  of  efficacy  because 
the  ultimate  proof  of  any 
irroduct’s  effectiveness  is 
acceptance  by  irhvsicians 
who  have  observed  its  ac- 
tions in  ])atients  over  time. 
The  corollary  statement 
may  he  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
jrates.  That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  G^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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Editorials 


GONORRHEA  CONTROL  PROGRAM 

Since  1962,  when  the  ten-year 
syphilis  eradication  program  was 
launched  by  the  Venereal  Dis- 
ease Branch  of  the  United  States 
Public  Health  Service,  gonorrhea 
has  been  given  a low-scale  priority 
by  most  health  agencies.  Monies 
appropriated  by  Congress  for  vene- 
real disease  control  have  been  ear- 
marked for  syphilis,  and  gonor- 
rhea has  had  little  emphasis.  Be- 
cause of  this,  gonorrhea  has  in- 
creased until  it  is  now  one  of  the 
foremost  problems  among  all 
communicable  diseases  in  Texas 
and  the  United  States. 

The  exact  extent  of  gonorrhea 
in  any  area  or  at  any  given  time 
is  impossible  to  ascertain.  Mor- 
bidity reports,  per  se,  do  not 
always  reflect  the  problem  ac- 
curately. 

During  the  past  few  years,  due  to 
national  priorities,  Texas  had  made 
little  effort  to  promote  volunteer 
reporting  of  gonorrhea  by  pri- 
vate physicians.  Thus,  the  dis- 
ease is  vastly  under-reported.  Based 
on  studies,  surveys,  and  other 
sources  of  intelligence,  it  is  esti- 
mated that  no  more  than  18-20% 
of  the  diagnosed  cases  are  being 
reported  to  the  health  department. 

The  only  way  that  the  true  ex- 
tent of  the  problem  can  be  de- 
termined is  by  total  reporting.  Prob- 
lem areas  and/or  problem  pop- 
ulations cannot  be  pinpointed  un- 


IS  UNDER  WAY 

less  cases  are  reported  to  public 
health  authorities. 

It  has  been  documented  that  the 
venereal  disease  problem  is  great- 
est within  the  lower  socioeconomic 
neighborhoods  of  our  large  cities. 
For  example,  in  one  of  the  de- 
prived neighborhoods  of  a large 
Texas  city,  examinations  in  a fam- 
ily planning  clinic  showed  that 
more  than  20%  of  the  women  had 
positive  cultures  for  gonorrhea. 

They  came  to  the  clinic  for  another 
purpose. 

It  is  estimated  that  there  is  a 
reservoir  of  250,000  cases  of  infec- 
tious gonorrhea  in  Texas.  This  res- 
ervoir is  increasing  at  a rate 
of  about  15%  per  year. 

Some  months  ago.  Congress 
passed  a bill  which  provided  $16 
million  for  the  control  of  gonorrhea 
in  the  United  States.  Texas  is  get- 
ting a proportionate  share  of  this 
money.  For  the  first  time,  we  have 
the  funds  available  to  launch 
a full-scale  attack  on  gonorrhea, 
and  the  program  is  under  way. 

The  initial  objective  of  the  new 
gonorrhea  control  program  is  to 
launch  an  intensified  statewide 
campaign,  designed  to  reverse 
this  upward  trend  and  to  reduce  the 
prevalence  of  infectious  gonorrhea 
to  a controllable  level.  We  are 
asking  the  participation  of  every 
health-providing  agency  that  does 
pelvic  examinations.  This  will  be 
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a mammoth  undertaking.  Each  agency  and 
each  individual  physician  will  be  asked  to  do 
a culture  for  gonorrhea  as  a part  of  the  routine 
examination.  Special  emphasis  will  be  placed 
on  the  high-risk  female  populations  within 
the  deprived  areas  of  the  big  cities. 

It  is  not  our  plan  to  set  up  new  examining 
facilities,  but  to  concentrate  on  those  agen- 
cies that  are  already  doing  pelvic  examinations. 

Those  agencies,  such  as  health  department 
venereal  disease  clinics,  hospital  outpatient 
departments,  family  planning  agencies,  can- 
cer detection  clinics,  etc,  will  receive  pri- 
ority attention  during  the  first  few  months 
of  the  program. 

Cases  found  through  screening  pro- 
grams will  be  referred  to  the  examining 
agency  or  to  their  family  physician  for  treat- 
ment. If  they  are  medically  indigent — as  the 
majority  will  be — they  can  be  treated  through 
the  facilities  of  the  local  health  department. 

Another  means  of  locating  women  with 
asymptomatic  gonorrhea  is  through  epidemiol- 
ogy. In  our  health  department  clinics,  all  men 
with  gonorrhea  will  be  interviewed  for 
names  of  coital  contacts.  Each  contact  will 
receive  a medical  examination  and  will  be 
treated.  The  PHS  is  recommending  pro- 
phylactic treatment  of  all  contacts  to  abort  in- 
cubating cases,  thus  preventing  development 
of  disease  and  further  spread. 

In  May,  1969,  the  Texas  Legislature  enacted 
a laboratory  reporting  law  that  applies  to 
every  clinical  laboratory  in  the  state.  It 
requires  that  the  Texas  State  Department  of 
Health  be  given  the  reports  of  all  reactive 
serologic  tests  for  syphilis  and  any  other  lab- 
oratory evidence  of  venereal  disease. 

A statewide  program  for  reporting  re- 
active serologic  tests  for  syphilis  has  proven 
to  be  one  of  the  most  effective  means  of  bring- 
ing such  patients  to  treatment.  With  the  im- 
plementation of  the  new  gonorrhea  screening 
program,  all  clinical  laboratories  in  the  state 


will  be  advised  to  give  gonorrhea  reporting 
a priority  equal  to  that  of  syphilis.  Our 
primary  interest  will  be  to  insure  that  these 
patients  return  to  their  examining  source 
and  receive  adequate  treatment  for  their 
infections;  however  oo  patient  wili  be 
contacted  without  the  knowledge  and  con- 
sent of  the  patient’s  physician. 

We  want  to  create  a close  working 
relationship  with  the  private  medical  com- 
munity. It  is  estimated  that  50  to  60%  of  all 
gonorrhea  cases  in  Texas  are  being  treated 
by  private  physicians.  Without  their  help 
and  support,  this  program  is  doomed  to  failure. 
Every  patient  contracted  his  disease  from 
someone,  and  probably  will  spread  it  to  others. 
These  people  must  be  located  and  brought 
to  medical  attention.  The  health  de- 
partment, when  requested,  will  assist  with 
private  patients  so  that  contacts  of  known 
cases  can  be  prophylactically  treated 
whenever  and  wherever  possible. 

The  health  department  will  supply  di- 
agnostic services  and  drugs  for  the  medically 
indigent.  Laboratory  services  for  these  people 
are  available  free  of  charge  to  physicians 
in  Texas.  The  Thayer-Martin  culture  me- 
dium and/or  Transgrow  medium  is  avail- 
able upon  request  from  the  health  de- 
partment. The  state  laboratories  will  perform 
all  the  work  of  reading  and  reporting  these 
cultures.  Medical  consultations  are  available  for 
problem  cases  or  hard-to-treat  cases.  If 
we  all  work  together,  we  can  effectively  re- 
duce the  gonorrhea  problem  in  Texas. 

Another  important  goal  of  the  new  gonorrhea 
screening  program  is  education  and  public 
awareness.  Every  effort  will  be  made  to  reach 
the  total  population — the  general  public, 
young  people,  minority  groups,  rich,  poor, 
etc.  These  efforts  will  be  directed  both  from 
state  and  local  levels. 

Appropriate  literature  and  visual  aids 
. will  be  developed  for  use  throughout  the  state. 
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and  statewide  newspaper  campaigns  will  be 
designed  and  carried  out  during  the  en- 
tire year.  Also,  the  electronic  media  will 
be  widely  used  to  carry  the  VD  message  to  ev- 
ery nook  and  corner. 

Local  programs  will  be  developed  and 
executed  to  supplement  and  intensify  the 
state’s  effort.  We  welcome  suggestions  on  how 
to  reach  the  people  who  do  not  read  or 
listen  to  radio  or  television,  and  who  have  no 
permanent  address.  These  “unreachables” 
form  a hard-core  reservoir  that  will  be  our 
most  difficult  problem. 

Education  should  provide  sufficient  informa- 
tion to  help  most  VD-prone  groups  to  avoid 
catching  the  disease,  or  at  least  to  rec- 
ognize the  signs  and  seek  treatment  if 
indicated.  Project  funds  will  also  be  used  to  in- 
tensify the  currently  effective  syphi- 
lis program. 

Recommended  therapy  is  being  disseminated 
widely,  but  again  we  urgently  emphasize 
that  long-acting  penicillin  is  absolutely 
contraindicated  as  a treatment  of  gonorrhea. 

State  Health  Department  personnel  are 
working  closely  with  hospital  administra- 
tors, outpatient  department  heads,  and 
directors  of  other  projects,  and  are  available  to 
help  in  any  way  possible. 

Frank  B.  Higgins,  MD,  Austin, 

Texas  State  Department  of  Health. 


TMA  POLICY  ON  PHYSICIAN’S  ASSISTANT 

No  specific,  concise,  orderly  statement  would 
reflect  all  of  the  deliberations  and  official 
actions  of  the  Texas  Medical  Association  in  ref- 
erence to  the  physician’s  assistant  as  he 
takes  his  place  in  the  health  care  team  of 
today.  Many  welcome  the  physician’s  assistant 
as  a valued  member  of  the  health  care  team. 
Likewise,  some  view  the  burgeoning  produc- 
tion of  physician’s  assistants  as  a serious 
problem,  threatening  to  dilute  the  quality  of 
actual  medical  care  while  at  the  same  time 
replacing  much  needed,  fully  qualified  doctors 
of  medicine  which  might  be  provided  if  the 
efforts  directed  to  the  training  of  physician’s 
assistants  were  directed  toward  training 
more  physicians. 

Everyone  agrees  that  more  manpower  is 
needed  to  perform  the  health  services  which 
are  demanded  in  ever  increasing  numbers  by 
the  American  public.  With  proper  perspective, 
the  physician’s  assistant  can  be  a most  valu- 
able aid  in  the  production  of  more  of  these 
services  without  sacrificing  quality  of  care, 
a goal  which  has  been  held  uppermost  in  organ- 
ized medicine  through  the  years. 

The  status  of  the  physician’s  assistant  in 
Texas  has  been  emphasized  by  the  establish- 
ment of  six  training  schools.  Nationally,  as 
well  as  in  Texas,  impetus  has  been  added  by 
the  passage  of  federal  legislation  such  as 
the  Comprehensive  Health  Manpower  Training 
Act  of  1971.  National  medical  organizations, 
including  the  AMA,  have  endorsed  the  concept 
and  have  developed  guidelines  for  specialty 
related  physician’s  assistant  curricula.  Fur- 
ther dignity  to  the  physician’s  assistant  in 
Texas  has  been  added  by  the  continued  study 
of  more  than  six  groups — boards,  committees, 
and  councils  of  the  Texas  Medical  Associ- 
ation itself. 

In  the  Texas  Medical  Association,  the  Board 
of  Trustees,  the  Committee  on  Health  Careers, 
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the  Council  on  Medical  Education  and  Hos- 
pitals, the  Council  on  Medical  Service  and 
Insurance,  the  Committee  on  Private  Practice, 
the  Committee  on  Nursing,  and  the  Council 
on  Medical  Jurisprudence  all  have  considered 
varying  aspects  of  the  physician’s  assistant — 
his  training,  scope  of  service,  liabilities,  re- 
sponsibilities, certification,  possible  licensure, 
and  relationship  with  patients,  physicians, 
and  other  allied  health  professionals. 

The  Committee  on  Nursing  has  expressed 
the  philosophy  that  consideration  should 
be  given  to  the  nurse  who  has  been  acting  as 
the  physician’s  assistant  traditionally  for  a 
long  time  and  unanimously  opposed  accepting 
a new  professional  at  the  same  rank  or  above 
that  of  the  RN. 

The  Council  on  Medical  Jurisprudence 
recognized  the  importance  of  the  stand  which 
has  been  taken  against  licensure  at  this 
time,  but  in  October,  1971,  it  deferred  any 
action  which  would  deal  with  licensure  in  Texas. 

In  1971,  the  AMA  House  of  Delegates 
accepted  the  recommendation  of  its  Board  of 
Trustees  and  Council  on  Health  Manpower 
that  the  term  “physician’s  associate"  be  used 
only  to  refer  to  another  physician.  Several 
TMA  groups  have  reiterated  this  position,  with 
the  emphasis  established  in  the  title  “physi- 
cian’s assistant”  used  in  development  of  the 
definition. 

At  its  January,  1972,  meeting,  the  Special 
Committee  on  Private  Practice  cited  several 
areas  in  which  some  of  the  services  performed 
by  the  physician’s  assistant  went  much  beyond 
the  scope  which  the  committee  considered 
to  be  appropriate.  Much  care  in  the  consider- 
ation of  this  scope  of  services  performed 
by  the  physician’s  assistant  must  be  exercised 
in  the  training  and  in  the  practice  by  these 
new  health  professionals. 

The  Board  of  Trustees  at  the  January,  1972, 
meeting  of  the  Executive  Board  expressed 
concern  over  the  careful  delineation  of  the  legal 
responsibility  for  the  physician’s  assistant. 

The  Committee  on  Health  Careers  developed 


a definition  of  a physician’s  assistant;  the 
Council  on  Medical  Education  and  Hospitals 
concurred,  and  in  May,  1971,  the  House  of 
Delegates  approved  in  principle  the  definition: 

“The  physician’s  assistant  is  a skilled  person 
qualified  by  academic  training  in  an  accred- 
ited program  and  by  practical  training  to  pro- 
vide patient  services  under  the  supervision 
and  direction  of  a licensed  physician  who 
is  responsible  for  the  performance  of  that 
assistant.” 

In  May  1972,  the  House  adopted  a 
statement  strongly  urging  “that  the  moratorium 
on  licensure  and  certification  of  all  new 
allied  health  groups  be  observed.” 

Formal  academic  training  is  an  integral  part 
of  the  development  of  this  new  member  of 
the  health  care  team.  This  must  be  supple- 
mented by  practical  training  under  the  super- 
vision of  a licensed  physician  to  complete 
the  qualifications  under  this  definition. 

The  supervision  and  direction  of  a physician 
is  specifically  required  to  satisfy  this  policy. 

Also  delineated  clearly  is  that  the  physician 
must  be  responsible  for  the  acts  of  the  phy- 
sician’s assistant.  This  is  possible  and  legally 
permissible  under  the  existing  licensing  laws 
in  Texas. 

Many  facets  of  the  relationship  of  the  TMA 
and  its  members  to  this  newest  health  pro- 
fessional remain  in  a stage  of  development. 
Optimism  still  spurs  many  of  those  who  en- 
vision this  extension  of  the  working  arms 
of  physicians  as  an  asset  with  great  potential, 
providing  basic  working  relationships  are 
developed  further,  using  sound  principles  in 
cooperation  with  all  groups  affected. 

Texas  physicians  recognize  the  need  for 
more  health  manpower.  With  the  entry  of  clini- 
cally performing  allied  health  professionals, 
the  proper  basic  relationships  must  be  main- 
tained between  patient  and  physician,  whether 
assisted  by  or  through  another  professional, 
so  that  the  direct  responsibility  of  physician 
for  his  patient  may  be  preserved. 

Dr.  Weldon  G.  Kolb,  La  Marque. 
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The  Physician's  Gift 

We  have  entered  into  the  Christmas 
season  ...  a time  of  giving,  a 
time  initially  set  aside  to  honor 
the  greatest  gift  of  all  time — 

God’s  gift  to  man — His  only  son. 

The  love  that  prompted  that  gift 
is  greater  than  any  emotion  we 
can  understand.  No  person  can  fully 
and  completely  discharge  his  debt 
to  Almighty  God,  but  surely  he 
can  make  regular  payments  on  it  by 
passing  on  to  others,  in  the  best 
way  he  can,  a portion  of  God’s 
gift  of  love. 

What  does  love  mean  to  you? 

Love  is  a word  that  is  filled  with 
meaning  in  our  day,  and  yet  a word 
that  has  come  to  be  very  empty 
because  of  the  many  shades  of 
meaning  it  is  given. 

Love  is  a basic  feeling  built  into 
the  creatures  of  God’s  creation. 

Human  beings  are  blessed  with 
greater  feelings  of  affection  and 
likewise  have  a greater  need  for  af- 
fection. I believe  there  is  more 
hunger  for  love  and  appreciation  in 
this  world  than  there  is  hunger 
for  bread. 

I also  believe  that  a person  must 
love  himself  in  order  to  be  able  to 
love  others.  Augustine  said,  “In 
order  to  know  whether  a man  is  a 
good  man  one  does  not  ask  what 
he  believes  or  what  he  hopes,  but 
what  he  loves.”  Then  love  becomes 
not  something  we  judge,  but  some- 
thing which  judges  us. 

“Love  your  neighbor  as  you  love 
yourself”  becomes  a measuring 
rod  by  which  we  love  our  neighbor. 

Our  love  for  ourselves  and  ultimately 
our  neighbor  is  based  then  on  our 
love  for  God,  for  God  is  love.  And 
we  are  His  instruments  of  love. 

We  are  all  under  pressure  and 
time  is  one  of  our  most  precious 
possessions.  Beginning  with  this 
Christmas  season  and  extending 
into  a new  year,  let’s  strive  to  convey 
to  our  families,  friends,  colleagues 
and  patients  our  love  and  concern 
for  their  happiness.  In  a world 
where  lonely  individuals  are  often 
lost  in  a sea  of  people,  let’s  remem- 
ber what  love  is  all  about  and  make 


it  our  gift  to  the  lives  we  touch. 

Oscar  Hammerstein  wrote,  “A 
bell  is  not  a bell  until  you  ring  it. 

A song  is  not  a song  until  you 
sing  it.  Love  in  your  heart  is  not 
put  there  to  stay.  Love  is  not  . . . 
’til  you  give  it  away.” 

The  apostle  Paul  said,  “If  I had 
the  gift  of  being  able  to  speak  in 
other  languages  without  learning 
them  but  didn’t  have  love,  I would 
only  be  making  a noise.  If  I had 
the  gift  of  prophesy  and  knew  all 
about  what  is  going  to  happen  in  the 
future  and  didn’t  love  others,  what 
good  would  it  do?  Even  if  I had 
the  gift  of  faith  so  I could  speak  to 
a mountain  and  make  it  move,  I 
would  still  be  worth  nothing  at 
all  without  love.” 

One  of  the  greatest  needs  of  our 
profession  is  a closer  doctor- 
patient  relationship.  This  can  only 
be  attained  through  love. 

I wish  you  the  very  best  in  this 
holiday  season. 


Braswell  Locker,  MD,  President, 
Texas  Medical  Association. 
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Youf 

TEXAS  MEDICAL  ASSOCIATION 

South  Pacific  Rdventure 

oujolts  you. 


We  leave  on  Feb.  10  and  14  from  Houston  and  Dallas 


Join  us  for  two  sun-filled  weeks  in  the  South 
Pacific  lands  of  New  Zealand,  Australia  and 
Tahiti. 

The  cost?  Just  $998  complete. 

Our  trip  to  the  lands  “Down  Under”  includes 
World  Airways  jet  flights,  first  class  hotels,  two 
meals  a day  plus  a host  of  many  extras  to  make 
your  adventure  unforgettable! 

NEW  ZEALAND — Auckland’s  lavish,  gardens 

the  volcanic  geysers  of  Rotorua Waitemata 

Harbor  and  the  Tasman  Sea  . . . the  friendly 
Maoris  and  their  fascinating  villages. 

AUSTRALIA — Sophisticated  Sydney  . . . the 
magnificent  new  opera  house  . . . the  harbor 
bridge  . . . koala  bears,  kangaroos  . . . rugged 
mountains  and  superb  surfing  beaches. 

TAHITI — Exotic  Papeete  . . . lush  tropical  par- 
adise ., . . gentle,  life-loving  Tahitians  , . . white 
^^Mn^beache^n^crysta^waters^^^^^^^^^^ 


Space  on  our  South  Pacific  Adventure  is.  strictly 
limited.  To  confirm  your  reservation,  return 
the  coupon  today. 


SEND  TO:  Texas  Medical  Association 
South  Pacific  Adventure 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


I Enclosed  is  my  check  for  $ 

I ($100  per  person  as  deposit) 

I NAME 

5 ADDRESS 

I CITY-. 

I STATE 

^^IP PHONE 


I 

I 

/ 
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Samples  of: 


Matropinal  Inserts 


NDC#  552-301-12 


for: 

NAUSEA  VOMITING 
SMOOTH  MUSCLE  SPASM 

Have  your  secretary  or  nurse  fill  in  the  coupon  below  and 
send  it  to  us  and  we  will  rush  you  samples — NOW — in  the 
season  you  need  them  the  most. 


Contents;  Each  blue  insert  contains:  Homatropine  Methylbromide  10 
mg.,  Pyrilamine  Maleate  8mg.,  Pentobarbital  (Warning:  May  be  habit 
forming.]  15mg.  Indications:  Nausea  and  vomiting.  Smooth  muscle 
Spasm.  Usual  Dose:  Rectally  or  vaginally,  one  or  two  inserts  every 
three  to  four  hours.  Individualize  dosage.  CAUTION:  Federal  Law  pro- 
hibits dispensing  without  prescription. 


Composition;  Matropinal  and  Matropinal  Forte 
dosage  forms  are  composed  of  homatropine 
methylbromide,  an  antihistamine  and  a bar- 
biturate. See  formulae. 

Effects:  Homatropine  methylbromide  is  an 
anticholinergic  agent  and  about  four  times 
as  potent  as  atropine  in  depressing  gang- 
lionic transmission.  It  possesses  little  or  no 
action  on  the  central  nervous  system.  Pos- 
tural hypotension  has  not  been  reported. 
Single  oral  doses  of  68mg.  to  273mg.  of 
homatropine  methylbromide  in  adults  pro- 
duced only  mild  toxic  effects.  Doses  recom- 
mended seldom  cause  visual  disturbances  or 
drying  of  oral  secretions  requiring  withdrawal 
of  medication.  Homatropine  methylbromide 
controls  smooth  muscle  spasm.  It  is  particu- 
larly indicated  in  peptic  and  duodenal  ulcers, 
pylorospasm,  gasteroenteritis,  irritable  colon, 
functional  gastrointestinal  disorders,  and 
genito-urinary  spasm.  Antihistamines  effec- 
tively antagonize  the  bulk  of  smooth  muscle 
stimulating  actions  of  histamine,  including 
the  responses  of  various  segments  of  the 
gastrointestinal  tract,  the  uterus,  the  larger 
vessels  of  the  vascular  tree  and  the  bronchial 
muscle,  and  have  shown  value  in  nausea 
and  motion  sickness.  Barbiturate  dosage  in 


Matropinal  and  Matropinal  Forte  products 
range  from  gentle  sedation  to  hypnotic  effect. 
All  of  the  above  components  are  effective 
over  a wide  range  of  dosage. 

Matropinal  Tablets,  Elixir,  and  Inserts  have  a 
broad  therapeutic  range  based  on  the  desired 
dosage  of  the  combined  components. 

Precautions:  Use  cautiously  in  patients  with 
liver  disease,  mental  disturbances  or  signif- 
icant degree  of  hypoxia.  Use  only  on  direct 
physician  supervision  in  narrow  angle  glau- 
coma and  prostatic  hypertrophy. 

Warnings;  Matropinal  and  Matropinal  Forte 
dosage  forms  may  be  habit  forming. 

Side  effects:  Side  effects  stem  from  each 
component  in  each  dosage  form.  Side  effects 
of  sedation,  blurred  vision,  dryness  of  the 
mouth  and  hypersensitivity  reactions  may 
occur.  Observe  usual  caution  in  operating 
machinery  so  as  to  avoid  injury  due  to 
possible  impairment  of  alertness  and  co- 
ordination. 

Contraindications:  Patients  sensitive  to  anti- 
histamines, barbiturates.  Porphyria  or  history 
of  porphyria.  Severe  hepatitis. 


For  More  Information  — See  Your  1973  PDR 


Name 


Carnatic  Laboratories,  Inc. 

P.  O.  BOX  22581 
HOUSTON,  TEXAS  77027 

Please  rush  me  samples  of: 

□ MATROPINAL  INSERTS 

□ MATROPINAL  FORTE  INSERTS 


Address 

City 

State 

Zip 

Specialty 

BNDD# 
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An  Offer  You  Can't  Hefuse 


The  American  Doctor 
is  under  attack. 

What  are  we  going 
to  do  about  it? 


You’re  concerned  about  the  attacks.  The  AMA  is  just  as 
concerned.  But  what  are  we  doing  about  them?  Some  things 
we  can’t  do.  Some  things  we  can  do.  And  are  doing. 

We  can’t  control  the  media.  Its  freedom  is  a constitutional 
guarantee.  In  one  respect,  newsmen  are  very  much  like 
doctors.  They  resent  intrusions  in  their  area  of  responsibility. 

But  the  AMA  is  working  hard  to  influence  the  media  to 
follow  a policy  of  greater  fairness  and  objectivity  in  its  reporting. 
Overcoming  reporters’  basic  assumptions  is  a long  term 
educational  job.  And  the  AMA  is  devoting  more  money  and 
more  manpower  to  it. 

With  some  tangible  results.  The  media  is  growing  more 
aware  that  there  is  a doctor’s  side  to  every  story,  that  solutions 
to  national  health  problems  are  not  easy.  And  we  have 
succeeded  in  getting  more  doctors  on  public  programs  to 
express  the  profession’s  point  of  view. 

Things  won’t  change  overnight.  But  the  AMA  is  working 
on  it.  Hard.  And  we  need  your  support.  Find  out  more  about 
what  the  AMA  is  doing  for  you  and  the  public.  Send  for  the 
pamphlet,  "The  AMA  and  the  American  Doctor:  Sharing  a 
Common  Goal.’’  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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Dia3nosis: 
Problem  Drinking 
R:  La  Hacienda 


The  staff  of  La  Hacienda,  in  Hunt, 
Texas,  has  a very  practical  defini- 
tion of  the  problem  drinker.  To 
them,  a person  is  having  difficulties 
when  he  (or  she)  discovers  that 
alcohol  interferes  with  his  (or  her) 
private  or  professional  life.  For 
such  people,  La  Hacienda  offers  a 
much-needed  private  treatment 
facility  for  alcoholism. 

La  Hacienda: 

Broad  Spectrum  Treatment 

Until  La  Hacienda,  those  willing 
and  able  to  pay  for  private  treat- 
ment of  drinking  problems  have 
had  few  places  to  go. 

La  Hacienda  offers  a broad-spec- 
trum program  designed  to  change 
the  life  style  of  the  problem  drink- 
er. Only  by  re-structuring  his  life  is 
any  long-term  recovery  possible. 

La  Hacienda: 


ing  this  period,  they  will  re-learn  a 
more  healthful  life  style,  through 
habit,  attitude  and  goal  training. 
Technic]ues  for  this  period  of  re- 
flection include  individual,  group 
and  family  psychiatric  and  psycho- 
logical therapy,  as  well  as  complete 
medical  services. 

The  program  is  administered  by 


an  experienced  full-time  medical 
and  psychological  staff. 

La  Hacienda: 

PlaceTo  Relax  And  Re-Learn 


ming  pool,  golf  course,  tennis  and 
riding  facilities  plus  outdoor  sports 
on  the  Guadalupe  River. 

Facilities  for  husband  and  wife  are 
available  and  each  patient  is  housed 
in  a motel-style  room. 

Comfortable  dining  facilities  and 
exceptional  cuisine  are  featured. 
Social  and  religious  activities  are 
regularly  scheduled. 

Thus,  the  patient  has  an  opportu- 
nity to  relax  within  a pleasant  en- 
vironment while  seeking  a solution 
to  his  problem. 

La  Hacienda:  A Shared  Concern 

Consultations  between  the  resident 
physician  and  the  referral  source 
are  an  integral  part  of  the  program. 
Clients  are  returned  to  their  com- 
munity with  appropriate  follow-up 
information  and  recommendations. 


Residential  Treatment  Pro3ram 

Patients  check  into  La  Hacienda  for 
an  individually  determined  length 
of  time,  normally  four  weeks.  Dur- 


I^H^CI€NIX 

Hunt,Texas  78024 


While  involved  in  therapy,  the 
patient  can  enjoy  the  complete 
recreational  facilities  of  the  treat- 
ment center.  These  include  swim- 


La Hacienda:  What  To  Do 

Please  use  the  coupon  below  to 
obtain  more  information  on  the 
detailed  program. 


La  Hacienda  Hunt,  Texas  78024 

Telephone  512-238-4222 

Please  send  me  more  information  on  the  facilities,  pro- 
grams of  treatment,  and  cost  at  La  Hacienda.  I under- 
stand there  is  no  obligation. 

Name_ 


Address_ 
City 


. State_ 


-Zip_ 
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Purposes  and  functions 
of  a Department  of 
Community  Medicine 


In  its  new  Department  of  Community  Medicine, 
Baylor  College  of  Medicine  is  orienting  medical 
students  to  the  current  issues  of  community  health 
and  delivery  of  comprehensive  care.  This  article 
traces  the  organization  and  development  of  this 
Department  and  tells  how  specific  teaching,  re- 
search, and  service  goals  were  determined.  The 
model  curriculum  in  comprehensive  care  is  pre- 
sented, as  are  the  results  of  an  attempt  to  imple- 
ment some  aspects  of  the  model  program.  Posi- 
tive and  negative  experiences  are  discussed.  The 
Department  is  establishing  postgraduate  training 
in  family  medicine  which  will  be  carried  out  by  a 
Division  of  Family  Medicine  within  the  Department. 

DURING  THE  PAST  decade  the  capability  of 
current  health  care  delivery  systems  to  meet 
the  demands  of  a population  whose  expecta- 
tions are  increasing  rapidly  has  been  seriously 
questioned.  No  one  questions  the  high  quality 
of  health  care  delivered  by  the  physicians.  The 
issue  is  how  to  make  such  high-quality  care 
readily  accessible.  Problems  of  accessibility  of 
services  are  particularly  apparent  in  low-income 
groups;  however,  fragmentation  of  care  and  in- 
creasing costs  create  difficulty  for  everyone.  In- 
ternational comparisons  of  health  indices  show 
the  US  to  be  in  a relatively  low  position  on  the 
scale  in  contrast  with  its  national  economic 
power.  Striking  variations  are  apparent  among 
communities  in  the  US  with  minority  and  pov- 
erty groups  showing  significantly  lower  levels  of 
health  than  non-poor  groups.  A number  of 
studies^-^  point  out  the  need  for  programs  to 
train  personnel  to  provide  comprehensive  health 
care  services  to  individuals,  families,  and  com- 
munities. 

The  current  wave  of  proposed  health  care 
legislation  reflects  an  increasing  concern  with 
the  health  system  and  the  possibility  of  restruc- 
turing portions  of  it.  Kissick,®  in  his  analysis  of 


health  legislation,  describes  the  transition  at 
the  federal  level  toward  comprehensive  health 
care  systems  beginning  in  the  1960s.  At  that 
time  funds  became  available  to  implement  com- 
prehensive health  planning;  consumer  partici- 
pation in  developing  health  programs;  applying 
technology  to  improve  health  services;  and  es- 
tablishing accessible,  community-oriented  facili- 
ties. A great  deal  of  attention  has  been  given 
also  to  the  development  of  new  manpower  to 
meet  growing  health  care  demands.  In  the 
allied  health  fields,  training  programs  for  phy- 
sicians’ assistants  and  clinical  nurse  practi- 
tioners have  been  established. 

Medical  schools  have  tried  to  meet  rising 
demands  for  health  care  by  increasing  physi- 
cian output  and  restructuring  curricula  to  ex- 
pose students  to  new  roles  that  society  expects 
the  medical  profession  to  fill.  Changing  de- 
mands have  caused  medical  schools  to  organize 
new  departments  whose  teaching,  research, 
and  service  missions  are  oriented  toward  com- 
prehensive care.  These  departments  (they  have 
various  titles)  have  emerged  rapidly  since  1960 
when  a Department  of  Community  Medicine 
was  established  at  the  University  of  Kentucky.® 
Their  methodological  approaches  vary,  but  con- 
cern with  improving  community  health  is  com- 
mon to  all.  Some  schools  direct  their  energies 
toward  the  community  as  a unit,  while  others 
emphasize  personal  care  services  within  a com- 
munity setting. 

Dr.  Stewart,'^  former  Surgeon  General,  de- 
scribed community  medicine  as  the  discipline 
which  is  “concerned  with  all  the  organized  ser- 
vices required  to  prevent  illness,  to  heal,  to 
restore  and  to  sustain  the  individual  in  the  best 
state  of  health  of  which  he  is  capable  with  the 
aid  of  modern  medicine.’’ 

The  heritage  of  community  medicine  from 
public  health  and  preventive  medicine  is  pro- 


54 


TEXAS  MEDICINE 


CARLOS  VALLBONA,  MD 
NORMA  COBB,  MEd 
PHIL  DAVIS,  MD 
CARLOS  D.  SPECK,  MD 
HARDY  D.  LOE,  MD 


found,  but  community  medicine  extends  the 
boundaries  of  medicine  to  meet  the  new 
demands  of  society  for  medicine.  The  Baylor 
concept  of  community  medicine  envisions  im- 
proving community  health  by  providing  compre- 
hensive care  to  individuals,  with  consideration 
of  the  multiple  factors  affecting  each  individual 
and  his  family’s  health  status. 

A comprehensive  approach  to  medicine  was 
emphasized  in  Great  Britain  and  Europe  in  the 
1930s,®  and  the  term  “social  medicine’’  was 
used  to  designate  the  emerging  discipline.  In 
the  US,  “social  medicine’’  is  little  used,  proba- 
bly because  of  fear  that  “social’’  would  be 
equated  with  “socialized’’  medicine.  The  term 
“community  medicine’’  has  been  used  increas- 
ingly in  Great  Britain  for  the  past  few  years. 

Questions  arise  as  to  the  viability  of  the  con- 
cept of  community  medicine,  and  many  argue 
that  medical  school  involvement  in  the  provi- 
sion of  health  services  or  in  research  in  health 
care  delivery  is  not  appropriate.  A recent  study® 
emphasizes  some  sobering  points  about  the 
consequences  of  excessive  participation  by 
medical  schools  in  community  health  care  de- 
livery processes. 

In  Baylor’s  Department  of  Community  Medi- 
cine, the  belief  is  that  the  teaching  of  commu- 
nity medicine  requires  a community-oriented 
base  for  the  Department’s  functions,  and  this 
base  cannot  be  provided  solely  in  a medical 
center  facility  for  ambulatory  patients.  The 
Department  is  involved  in  developing  a network 
of  neighborhood  health  centers  under  the  aus- 
pices of  the  Harris  County  Hospital  District. 
The  Department  chairman,  as  chief  of  the  Com- 
munity Medicine  Service  of  the  District,  directs 
these  efforts. 

Baylor’s  Department  of  Community  Medicine: 

The  first  impulse  for  the  establishment  of  the 
Department  came  from  Baylor’s  own  medical 


students.  A student  curriculum  committee  sub- 
mitted a report  to  Baylor  president  Michael 
DeBakey  in  1969.  The  report,  among  other 
things,  indicated  that  “one  of  the  greatest  defi- 
cits in  the  present  curriculum  is  the  lack  of 
emphasis  on  the  patient  within  his  social  set- 
ting. Especially  neglected  are  the  environmental 
aspects  of  medicine  and  the  problems  of  health 
care  delivery.’’^®  DeBakey  appointed  a student- 
faculty  ad  hoc  (joint)  committee  on  curriculum 
which  made  the  following  recommendations: 

“The  Committee  recommends  that  the  teach- 
ing of  Community  Medicine  (with  its  compon- 
ents of  comprehensive  care  and  preventive 
medicine)  be  part  of  the  core  curriculum  and 
favors  strongly  the  establishment  of  elective 
courses  for  those  students  interested  in  pursu- 
ing a career  in  this  new  field  . . . The  committee 
realizes  that  in  order  to  ensure  an  effective 
training  program  it  will  be  necessary  to  estab- 
lish good  models  in  comprehensive  care  in 
selected  areas  of  the  community.  Caution  must 
be  exerted  to  avoid  over-committing  the  school 
in  the  provision  of  the  services  because  this  will 
dilute  the  endeavors  of  the  department  in  the 
delivery  of  care,  in  teaching,  and  in  research.’’ 

Subsequently,  the  Baylor  Academic  Council 
and  the  Executive  Committee  discussed  (1)  the 
demand  for  a greater  expression  of  social  con- 
science by  medicine  to  meet  current  health 
problems,  (2)  the  deep  interest  of  Baylor  stu- 
dents in  health  care  needs  of  the  community, 
and  (3)  the  need  for  a department  to  coordi- 
nate efforts  to  meet  these  needs. 

A preliminary  proposal  describing  the  func- 
tions and  organization  of  a Department  of  Com- 
munity Medicine  was  submitted  and  unani- 
mously approved.  All  clinical  departments  and 
the  medical  student  classes  were  contacted  for 
representatives  for  a planning  and  organization 
committee.  Professional  societies  and  commu- 
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nity  health  agencies  were  invited  to  participate 
also.  Task  forces  of  the  committee  studied  and 
proposed  recommendations  for  specific  areas 
of  concern. 

Objectives:  As  a result  of  the  work  of  the  plan- 
ning committee,  the  following  long-term  goals 
were  agreed  upon  for  the  new  department: 

Teaching:  (1)  To  insure  that  all  medical  stu- 
dents attain  an  optimal  understanding  and 
appreciation  of  the  concepts  of  comprehensive 
care;  (2)  to  attract  as  many  students  as  possi- 
ble to  a career  in  comprehensive  health  care; 
and  (3)  to  foster  faculty  and  student  contri- 
butions to  a health  system  that  is  sensitive  to 
the  changing  health  needs  of  the  community 
and  to  society’s  perception  of  the  physician’s 
role. 

Research:  (1)  To  investigate  how  new  tech- 
nology can  be  applied  to  improve  efficiency 
of  health  care;  (2)  to  develop  organizational 
patterns  of  comprehensive  care;  and  (3)  to 
develop  new  methods  of  evaluation  of  the  effec- 
tiveness and  efficiency  of  health  systems. 

Service:  (1)  The  provision  of  standardized 
(yet  individualized)  comprehensive  care  to  a 
segment  or  segments  of  the  population  of 
Houston  and  Harris  County. 

Comprehensive  Care  Curriculum:  At  the  time 
the  Department  was  established,  Baylor  was 
under  contract  with  the  Community  Health 
Services  of  the  Public  Health  Service  to  design 
a blueprint  for  teaching  comprehensive  care, 
and  this  responsibility  was  given  to  the  Depart- 
ment. Baylor  was  the  seventh  medical  school 

to  participate  in  this  project. 

Curriculum  development  for  the  Department 
of  Community  Medicine  began  in  the  fall  of 
1969  and  extended  into  the  following  year. 
Areas  of  difficulty  were  anticipated  and  encoun- 
tered, but  the  cooperation  and  strong  participa- 
tion of  a planning  group  from  Baylor  and  other 


organizations  provided  a counterweight  to  these 
difficulties. 

The  Curriculum  Planning  Committee,  organ- 
ized by  the  Department,  included  members 
from  all  the  clinical  departments  of  Baylor, 
private  practitioners  from  the  Houston  area, 
Baylor  alumni  who  practiced  family  medicine, 
medical  students,  and  representatives  from 
professional  organizations  such  as  the  Harris 
County  Medical  Society,  Houston  Medical 
Forum,  City  of  Houston  Health  Department, 
Southwest  Center  for  Urban  Research,  Institute 
of  Religion,  and  the  University  of  Texas  School 
of  Public  Health.  The  representativeness  of  the 
planning  committee  shows  the  widespread  in- 
terest in  comprehensive  care  and  in  the  devel- 
opment of  Baylor’s  Department  of  Community 
Medicine. 

Areas  of  expertise  of  the  members  of  the 
committee  included:  the  major  clinical  spe- 
cialties of  medicine,  public  health,  psychol- 
ogy, sociology,  medical  ethics,  education,  sys- 
tems analysis,  computer  science,  operations 
research,  and  urban  planning. 

Four  task  forces  were  appointed  from  the 
Curriculum  Planning  Committee  to  work  on 
specific  areas  of  concern:  philosophy  of  com- 
prehensive care,  core  curriculum  and  electives, 
clinical  models  of  comprehensive  care,  and 
curriculum  evaluation. 

Concept  of  Comprehensive  Care:  A first  step  in 
formulating  the  design  was  the  development  of  a 
precise  concept  of  comprehensive  care.  Spe- 
cialists’ experience  proved  valuable  but  was  a 
barrier  to  defining  the  extent  of  comprehensive 
care.  Since  no  local  clinic  offered  comprehen- 
sive care  (except  rehabilitation),  understanding 
of  the  issues  involved  was  jeopardized.  Reach- 
ing agreement  as  to  the  concepts  of  such  care 
was  difficult  and  time-consuming,  but  was  well 
worth  the  effort. 

'‘Comprehensive  care  is  defined  as  the  pro- 
vision of  organized  health  services  to  an  indi- 
vidual and  his  family  in  order  that  their  health 
be  optimally  maintained.  The  ultimate  goal  of 
comprehensive  care  is  not  merely  prevention 
and  cure  of  disease  but  endowing  the  individual 
in  his  environment  with  those  physiological, 
psychological,  and  social  attributes  that  will 
permit  him  to  endure  life’s  stresses  and  to 
achieve  a fulfilling  life.”^^ 

Comprehensive  care  encompasses  a spec- 
trum of  activities  whose  basic  elements  are: 
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(1)  health  education  (extending  from  nutrition- 
al habits  to  family  planning);  (2)  preventive  care 
(health  screening,  immunizations,  genetic  and 
nutrition  counseling,  family  planning);  (3)  epi- 
sodic care  of  acute  illness  and  injury;  (4)  antici- 
patory and  functional  management  of  chronic 
illness;  (5)  rehabilitation  services  for  those  who 
are  physically  or  mentally  disabled;  (6)  life  ad- 
justment services  (vocational  counseling,  medi- 
cal social  services);  and  (7)  environmental 
health.  Mental  health  and  dental  care  are 
included. 

The  goal  of  achieving  community  health  is 
reflected  in  the  teaching,  research,  and  service 
activities  of  the  Department  and  is  defined  by 
extending  the  World  Health  Organization's  defi- 
nition of  health,  “.  . . a complete  state  of  phy- 
sical, mental,  and  social  well-being,  and  not 
merely  the  absence  of  disease  or  infirmity  . . 
to  the  community  at  large. 

As  the  definitions  of  comprehensive  care  and 
community  health  evolved,  each  member  kept 
his  department  or  organization  informed  and 
more  faculty  members  became  interested  in 
comprehensive  care. 

Ideal  Curriculum:  The  curriculum  proposed  by 
the  Committee  included  a first-year  “Introduc- 
tion to  Comprehensive  Care’’  course,  a later 
clinical  practicum  in  comprehensive  care  deliv- 
ery, and  elective  courses. 

The  Committee  indicated  that  all  students’ 
curriculum  should  (1)  emphasize  the  physi- 
cian’s attitudes  and  his  role  in  the  complex 
planning  for  community  health,  (2)  provide 
adequate  knowledge  and  techniques  for  deci- 
sion making,  and  (3)  provide  for  acquisition  of 
skills  needed  to  deliver  comprehensive  care 
according  to  management  programs  that  are 
effective  and  efficient. 

Two  hours  a week  (for  the  first  four  quarters 
of  medical  school)  were  proposed  for  “Introduc- 
tion to  Comprehensive  Care.”  Presentations 
and  seminars  would  include  (1)  the  role  of  pri- 
mary physicians  and  other  specialists;  (2)  the 
decision  making  process  involved  in  patient 
care  and  in  community  health;  (3)  the  role  of 
the  allied  health  professionals  working  as  a 
team  with  the  physician;  (4)  the  structure  and 
functions  of  hospitals  and  other  health  care 
facilities:  (5)  the  dynamics,  economics,  politics, 
and  structure  of  the  present  health  care  sys- 
tem; and  (6)  the  impact  of  comprehensive  care 
concepts  on  the  health  system. 


Following  an  overview  of  the  health  system, 
a series  of  health  problems  would  be  presented 
in  a section  describing  the  life  span  of  man 
from  a medical  point  of  view.  This  section 
would  include  representative  health  problems  of 
the  different  age  groups  with  presentations  by 
various  specialists.  Emphasis  would  be  on  the 
social,  psychological,  and  environmental  influ- 
ences of  individuals  and  their  families  in  health 
and  disease.  The  relevance  and  need  for  com- 
prehensive care  concepts  would  be  shown 
throughout  the  course. 

A required  clinical  clerkship  in  comprehen- 
sive care  was  proposed  for  third-year  students 
in  an  ambulatory  care  facility  that  would  pro- 
vide primary  care  to  families.  A combination  of 
clinical  experience  and  seminars  was  proposed 
to  include  all  elements  of  comprehensive  care. 
The  proposed  weekly  schedule  is  presented  in 
Fig  1.  The  student  would  be  encouraged  to  fol- 
low up  a selected  number  of  families  for  a year 
following  the  clerkship. 

Electives  should  be  offered  throughout  the 
predoctorate  program  to  allow  the  students  to 
observe  and  participate  in  community  health 
activities.  The  electives  would  include  precep- 
torships  in  general  family  practice,  well  child 
clinics,  mental  health  programs,  health  educa- 
tion programs,  venereal  disease  clinics,  nutri- 
tion clinics,  community  health  planning,  medi- 
cal ethics  seminars,  etc. 

An  effective  teaching  environment  requires 
(1)  proper  faculty  attitude  toward  comprehen- 
sive care,  (2)  consumer  advisory  participation 
in  planning  and  operation  of  the  comprehen- 
sive care  system,  (3)  multidisciplinary  expertise 
of  the  faculty,  (4)  family  orientation  of  the  med- 
ical care  program,  and  (5)  easy  interaction  of 
students  with  teachers,  patients  and  their  fami- 
lies, and  health  team  members.  The  clinical 
clerkships  in  comprehensive  care  would  be 
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Day  1 Comprehensive  Health  Clinic 

Comprehensive  Health  Clinic 

Health  Education  Va  day 

Teenagers  at  Jefferson  Davis  Maternity,  Health  and  Hy- 
p.  » giene — local  schools,  teaching  in  maternal  and  infant 

clinics,  work  and  teaching  of  retarded  children  (Harris 

County  School  for  Retarded) 

Chronic  Disease — Rehabilitation  Vz  day 

Shrine  Hospital 

Texas  Institute  for  Rehabilitation  and  Research 

Ben  Taub  General  Hospital  6th  floor  physical  medicine 
Ben  Taub  General  Hospital  diabetic  clinic 

Preventive  Medicine  Va  day 

Industrial  medicine 
p,  _ Multiphasic  screening 

uay  i Mental  health  clinic 

City  and  county  health  departments 

Canvassing  of  lower  class,  working  class,  and  upper  mid- 
dle class  block 

Allied  Health  Seminar  Vz  day 

What  are  allied  health  science  workers? 

What  do  they  do? 

What  can  they  do? 

Student  assigned  to  different  workers  on  a rotating 
basis  to  follow  allied  health  worker  or  observe  his 
capabilities 

Student  Seminar  2 hours 

"Environment  and  Health,"  a student-developed  seminar 

P,  . on  environmental/ecological  problems  as  they  affect 

^ health. 

Comprehensive  Diagnostic  Technics 

Out-patient  radiology,  laboratory  testing,  multiphasic 
screening,  TB  screening,  pulmonary  function  screening 

2 hours 

Nutrition  and  Health  1 hour 

Seminar  2 hours 

"Comprehensive  Health  Care,"  What  is  it?  How  is  it  de- 
livered? What  are  the  problems?  What  prevents  its  de- 
livery? 

Family  (General)  Practice  Va  day 

Day  5 Arranged  through  cooperation  of  local  Academy  of  Fam- 

ily Physicians,  students  will  be  in  a typical,  busy  GP's 
office  one  morning  per  week. 

Home  Care  Visits  and  Vz  day 

Patient  Follow-up 

Visiting  nurses 

Social  worker 

Nursing  home  care 

1.  Proposed  5V2-week  clinical  course  in  comprehensive  health  care  {March  1970). 
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served  in  a model  family  practice  unit  in  a 
community  hospital  or  in  neighborhood  health 
centers.  Elective  experiences  would  be  provided 
in  settings  where  special  models  of  comprehen- 
sive care  are  provided  by  other  departments 
(eg,  neighborhood  health  clinics,  rehabilitation 
centers,  specific  chronic  disease  clinics,  ma- 
ternal and  infant  care  programs).  Additional 
electives  should  be  offered  to  students  for 
tracks  in  family  medicine  or  in  community 
health. 

The  faculty  and  supporting  staff  for  teaching 
comprehensive  care  would  include  physicians 
who  have  experience  in  family  medicine,  physi- 
cians with  other  specialty  training,  public  health 
professionals,  specialists  in  systems  analysis, 
computer  science,  operations  research  and  eco- 
nomics, behavioral  scientists,  representatives 
from  the  allied  health  professions,  representa- 
tives from  education  and  information  science, 
and  community  representatives. 

Curriculum  Implementation:  At  the  time  the 
ideal  curriculum  in  comprehensive  care  and 
community  medicine  was  being  developed,  Bay- 
lor was  in  the  process  of  restructuring  its  cur- 
riculum to  develop  a three-year  program  con- 
sisting of  12  quarters  (four  basic  science  quar- 
ters, five  required  clinical  rotations,  and  three 
elective  quarters). 

Modifications  in  the  ideal  comprehensive 
care  curriculum  were  required  to  accommodate 
it  to  the  new  Baylor  curriculum  (adopted  in 
July  1970).  It  was  decided  that  the  Department 
of  Community  Medicine  would  be  in  charge  of 
a few  sessions  describing  health  care  systems 
during  the  third  quarter  of  the  Baylor  curricu- 
lum, and  that  our  proposed  life  span  section 
of  the  “Introduction  to  Comprehensive  Care” 
would  be  incorporated  into  a first-year,  mul- 
tidisciplinary course,  “Human  Development.” 
The  Department  would  offer  clinical  experience 
in  an  11-week  quarter  that  would  be  a com- 
bined rotation  with  the  Departments  of  Neu- 
rology, Psychiatry,  Rehabilitation,  and  Derma- 
tology. 

In  the  Community  Medicine  section  of  the 
combined  rotation,  students  receive  clinical 
experience  in  primary  and  specialty  clinics 
(admitting,  cardiac,  diabetes,  gastroenterology, 
hematology,  and  rheumatology)  at  Ben  Taub 
General  Hospital,  the  ENT  Clinic  at  the  Houston 
Veteran’s  Administration  Hospital,  and  at  the 
Casa  de  Amigos  Neighborhood  Health  Clinic  of 


the  Harris  County  Hospital  District.  Time  is  pro- 
vided for  students  to  participate  in  the  health 
education  program  of  the  Houston  Independent 
School  District,  to  investigate  community  health 
resources,  and  to  attend  comprehensive  patient 
management,  medical  ethics,  and  ambulatory 
care  seminars. 

One  of  the  Harris  County  Hospital  District’s 
neighborhood  clinics  (Casa  de  Amigos)  has 
accepted  fully  the  participation  of  Baylor  stu- 
dents, and  community  residents  have  welcomed 
research  efforts  (eg  the  development  of  a com- 
puterized patient  management  system)  in  the 
community  clinic.  This  comprehensive  care 
model  provides  clinical  teaching  by  qualified 
faculty,  opportunities  for  students  to  work  in 
community  health  and  in  health  service  re- 
search, and  a facility  where  the  service  function 
of  the  Department  is  fulfilled. 

The  problem-oriented  approach  to  patient 
management  and  to  medical  record  keeping  is 
stressed  in  the  rotation.  The  cases  worked  up 
and  presented  by  students  represent  a variety 
of  reasons  for  contacts  with  the  health  system. 
A management  plan  for  each  of  the  problem 
areas  (physiological,  psychological,  and  social) 
is  prepared  and  discussed.  The  student  is  asked 
to  identify  community  health  resources  and  the 
roles  of  health  team  members  as  they  may  be 
called  upon  to  participate  in  the  comprehensive 
care  of  his  patient. 

Impact  of  Curriculum:  The  present  curriculum 
in  comprehensive  care  at  Baylor  has  not  had 
the  anticipated  impact,  and  a number  of  prob- 
lems and  difficult  circumstances  have  been 
encountered. 

We  offered  a series  of  lectures  on  health  sys- 
tems during  the  third  quarter  of  a first-year 
clinical  sciences  course,  but  they  were  poorly 
received  and  have  been  discontinued.  Dissatis- 
faction with  the  series  may  be  a reflection  of 
the  format  of  the  sessions,  which  were  present- 
ed by  outside  speakers,  or  of  the  students’ 
earnest  desire  to  acquire  specific  knowledge 
and  not  be  bothered  with  rather  abstract  con- 
cepts and  futuristic  plans  no  matter  how  rele- 
vant. 

As  to  the  combined  rotation  that  involves 
five  departments,  serious  problems  of  logistics 
have  hampered  its  effectiveness.  The  schedule 
is  harassing  for  the  students,  and  they  request- 
ed that  blocks  of  time  be  assigned  to  the 
Departments  of  Psychiatry  (SVz  weeks),  Neurol- 
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ogy  (2%  weeks),  and  Community  Medicine  and 
Rehabilitation  (2%  weeks).  The  change  will 
allow  the  Department  to  schedule  students  for 
intensive  clinical  experience  in  neighborhood 
clinics'-'  and  other  outpatient  clinics  of  the  Hos- 
pital District.  Field  trips  to  community  health 
resources  and  medical  ethics  seminars  will  be 
continued. 

Critiques  from  students  and  school  district 
personnel  show  a high  degree  of  satisfaction 
with  student  participation  in  the  health  educa- 
tion program  during  the  clinical  rotation,  and 
we  may  be  able  to  expand  medical  student 
involvement. 

The  development  of  a network  of  neighbor- 
hood clinics  for  the  Harris  County  Hospital  Dis- 
trict has  provided  a model  for  the  teaching, 
research,  and  service  endeavors  of  the  Depart- 
ment. Student  response  to  clinical  teaching  in 
one  of  the  clinics,  Casa  de  Amigos,  has  been 
enthusiastic  in  spite  of  the  overcrowded  facility 
and  the  language  and  cultural  barriers  encoun- 
tered by  some  of  the  students. 

A series  of  weekly  noon  seminars  presented 
by  the  Department  during  the  past  four  quar- 
ters provides  a forum  for  the  presentation  and 
discussion  of  issues  facing  medicine.  Topics 
have  included  the  interface  of  medicine  with  the 
judicial  system,  family  practice,  analysis  of 
European  health  systems,  and  cultural  perspec- 
tives as  they  relate  to  health.  The  seminars, 
offered  on  an  elective  basis,  have  stimulated 
the  interest  of  freshmen  (the  primary  target), 
but  relatively  few  students  from  other  classes 
attend  because  of  competing  activities.  Stu- 
dents and  faculty  from  Texas  Woman’s  Univer- 
sity and  from  the  University  of  Texas  School  of 

*ln  September  1972,  students  were  being  assigned 
to  three  additional  neighborhood  health  clinics  of  the 
Harris  County  Hospital  District:  Acres  Home,  Baytown, 
and  Sunnyside  clinics. 


Public  Health  have  attended  these  seminars. 
Credit  Elective  Courses:  We  have  been  pleased 
with  the  favorable  response  of  a good  number 
of  students  to  our  elective  courses  which  are 
offered  for  academic  credit.  These  electives 
provide  opportunity  for  in-depth  study  of  health 
systems,  participation  in  health  care  delivery, 
and  community  health  problem  solving  (Fig  2). 

One  of  the  electives,  a preceptorship  in  gen- 
eral/family practice,  has  been  taken  by  stu- 
dents from  all  levels.  It  offers  the  opportunity 
for  students  to  observe  and  participate  in  the 
specialty  of  family  practice  as  each  student 
works  with  an  assigned  preceptor  in  his  private 
practice.  The  goals  for  the  students  include 
development  of  clinical  skills  and  understand- 
ing of  (1)  the  kinds  of  problems  handled  by  a 
family  physician,  and  how  he  deals  with  them; 
(2)  the  scope  of  knowledge  about  an  individual 
patient,  the  patient’s  family,  and  the  milieu  of 
the  patient  that  the  physician  uses  in  dealing 
with  his  patients:  (3)  the  roie  and  functions  of 
the  allied  health  professionals  employed  by  the 
preceptor;  (4)  the  implementation  of  individual 
treatment  plans,  the  cooperation  obtained  by 
the  physician  in  carrying  out  a plan  in  acute 
illness  and  preventive  care,  and  the  methods 
of  patient  follow-up;  (5)  development  and  main- 
tenance of  the  doctor-patient  relationship;  (6) 
the  range  of  community  health  resources  used 
by  the  physician  in  carrying  out  the  treatment 
plans  for  some  families;  (7)  the  impact  of  the 
physician  on  the  community  (directly  and  in- 
directly through  his  patients),  and  (8)  the  or- 
ganization and  economics  of  a private  family 
medicine  practice.  Senior  students  believe  the 
preceptorship  is  of  great  value  in  rounding  out 
their  clinical  experience  before  graduation,  and 
feedback  from  students  at  earlier  stages  indi- 
cates that  high  value  is  placed  on  this  elective. 

A course  in  medical  Spanish  has  been  in  in- 
creasing demand  as  an  expression  of  students’ 
genuine  interest  in  learning  essential  expres- 
sions needed  to  help  the  Spanish-speaking  pa- 
tient overcome  language  barriers  and  relieve 
apprehensions  when  receiving  health  care. 

Arrangements  have  been  made  on  an  indi- 
vidual basis  for  students  to  take  international 
community  medicine  clerkships.  Electives  in 
Great  Britain,  Denmark,  Yugoslavia,  and  Nica- 
ragua have  proved  most  useful  to  students 
interested  in  making  objective  appraisals  of 
other  health  systems,  in  analyzing  problems 


60 


TEXAS  MEDICINE 


facing  these  systems,  and  in  finding  out  what 
techniques  have  been  successful  in  solving 
some  of  these  problems. 

Postgraduate  Program:  The  impact  of  a Depart- 
ment of  Community  Medicine  must  extend  be- 
yond the  period  of  undergraduate  education. 
Therefore,  we  intend  to  establish  a residency 
program  that  will  be  attractive  to  medical 
school  graduates  and  will  allow  them  to  acquire 
the  skills  necessary  to  excel  in  the  delivery  of 
comprehensive  care  in  a community. 

In  the  early  stage  of  planning  of  our  Depart- 
ment, we  considered  three  types  of  residency 
programs:  (1)  preventive  medicine,  (2)  social 
medicine,  and  (3)  family  practice. 

We  thought  that  the  establishment  of  these 
three  residency  programs  simultaneously  would 
not  lead  to  excellency  in  any  one  of  them. 
Because  of  this,  from  the  very  beginning,  the 
Department  of  Community  Medicine  considered 
the  residency  in  family  practice  (with  its  em- 
phasis on  comprehensive  care  to  families)  more 
in  agreement  with  the  purposes  and  functions 
of  the  Department  of  Community  Medicine. 

In  July  1970  a meeting  was  held  with  the 
Executive  Committee  of  the  Harris  County 
Academy  of  General  Practice  (now  the  Harris 
County  Academy  of  Family  Physicians)  to  dis- 
cuss our  intention  to  establish  a postgraduate 
program  in  family  medicine.  Subsequently,  a 
committee  of  three  Houston  practitioners  was 
appointed  to  discuss  with  chairmen  of  the  clini- 
cal departments  of  Baylor  possible  means  of 
implementing  the  residency  program.  Simul- 
taneously, contacts  were  made  with  the  Ameri- 
can Academy  of  General  Practice  (now  the 
American  Academy  of  Family  Physicians)  to 
enlist  their  assistance  in  our  planning. 

Plans  have  been  made  to  establish  a model 
family  practice  unit  at  St.  Luke's  Hospital  in  the 
Texas  Medical  Center,  and  a Division  of  Family 
Medicine  has  been  officially  organized  within 
the  Department  of  Community  Medicine.  The 
Division  will  assume  full  responsibility  for  the 
undergraduate  and  postgraduate  training  of  the 
future  family  physician.  Final  plans  for  the  resi- 
dency program  are  being  made  and  will  be  sub- 
mitted shortly  to  the  accreditation  committee. 
In  a subsequent  publication,  details  of  this 
program  will  be  presented. 
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Private  medicine  and  public  health  have  a joint 
obligation  to  tame  the  apparent  headlong  thrust 
to  establish  completely  new  systems  for  health 
care  delivery.  Progressive  or  not,  change  will 
come  about;  it  should  be  guided  toward  better- 
ing the  health  of  our  citizens. 

FOR  SEVERAL  YEARS,  the  theme  song  from 
Washington  has  been  federal-state  partnership 
for  health,  for  environmental  control,  or  for  any 
new  or  emerging  program  dominated  and  con- 
trolled by  the  federal  bureaucracy.  The  partner- 
ship label  for  the  most  part  appears  to  be  a 
misnomer  and  subterfuge.  We  witness  each  day 
more  and  more  exercise  of  the  threat  of  federal 
preemption  of  state  and  local  laws  and  rights. 

We  are  in  the  midst  of  vast  changes  from  the 
traditional  pattern  of  delivery  of  health  and 
medical  services.  To  quote  from  Future  Shock 
by  Alvin  Toffler;  “We  are  simultaneously  experi- 
encing a youth  revolution,  a sexual  revolution, 
a racial  revolution,  a colonial  revolution,  an 
economic  revolution  and  the  most  rapid  deep- 
going  technological  revolution  in  history.  We 
are  living  through  the  general  crisis  of  indus- 
trialism. In  a word  we  are  in  the  midst  of  the 
super-industrial  revolution.”  Of  course,  the 
practice  of  medicine  and  public  health  has  not 
escaped  this  thrust  for  rapid  change.  The  so 
called  “good  old  days”  have  long  ago  become 
extinct. 

Change  in  itself  is  not  necessarily  progress; 
however,  progress  does  bring  about  change. 
Private  medicine  and  public  health  have  a joint 
obligation  to  tame  this  apparent  headlong 
thrust  on  the  part  of  well-intentioned  activist 
leaders  to  establish  a completely  new  system 
for  delivery  of  health  care  independent  of  the 
state  and  local  so-called  establishments.  I do 
not  mean  to  imply  that  the  process  for  change 
should  be  stopped  or  even  slowed,  but  it  should 


be  diverted  to  changing  the  system  for  the  bet- 
terment of  the  health  and  welfare  of  the  people 
we  serve. 

The  Department  of  HEW  attempts  to  meet 
alleged  health  crises  by  continually  reorganiz- 
ing its  health  structure.  I am  reminded  of  a 
quotation  attributed  to  a Greek  philosopher  in 
210  BC:  “We  trained  hard,  but  it  seemed  that 
every  time  we  were  beginning  to  form  up  into 
teams,  we  would  be  reorganized.  I was  to  learn 
later  in  life  that  we  tend  to  meet  any  new  situa- 
tion by  reorganizing  and  a wonderful  method 
it  can  be  for  creating  the  illusion  of  progress 
while  producing  confusion,  inefficiency  and  de- 
moralization.” HEW  has  been  successful  in 
reorganizing  the  Public  Health  Service  out  of 
business. 

The  proliferation  and  fragmentation  of  health 
services  at  the  federal  level  is  discouraging. 
This  process  is  also  occurring  in  many  of  the 
states.  There  is  also  a trend  to  place  health 
and  medical  care  programs  under  the  adminis- 
tration of  nonmedical  personnel.  These  specific 
procedures  demonstrate  without  question  the 
need  for  a National  Department  of  Health 
with  a cabinet  secretary.  The  administration  of 
health  programs  should  be  removed  from  the 
HEW  bureaucratic  jungle.  During  my  report  to 
the  House  of  Delegates  of  the  Colorado  Medical 
Society  in  September  1971,  I recommended 
support  of  a proposal  for  a national  department 
of  health.  This  recommendation  was  approved, 
and  the  AMA  and  the  other  state  medical  socie- 
ties were  notified  of  this  action  and  were  asked 
for  their  support.  More  than  50  years  ago  the 
AMA  sponsored  and  supported  a movement  for 
the  creation  of  a national  department  of  health 
— ^today  all  medical  societies,  all  health  depart- 
ments and  the  AMA  should  be  actively  promot- 
ing this  type  of  department. 

For  more  than  100  years,  health  depart- 
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merits  and  organized  medicine  have  been  part- 
ners in  promoting  and  developing  health  ser- 
vices for  the  prevention  and  control  of  disease. 
This  joint  effort  for  years  was  devoted  almost 
entirely  to  communicable  disease  control  and 
environmental  sanitation.  The  concept  and 
scope  of  public  health  has  continually  broad- 
ened since  the  passage  of  the  Social  Security 
Act  in  1936.  Practically  each  session  of  Con- 
gress since  then  has  enacted  new  health  legis- 
lation aimed  at  old,  new  or  emerging  health 
problems.  Thus,  it  has  been  more  difficult  for 
health  departments  to  keep  practicing  physi- 
cians fully  informed  of  public  health  develop- 
ments, including  health  priorities  and  goals  at 
a given  time.  Then,  too,  physicians  have  sensed 
that  much  proposed  legislation  is  a direct 
threat  to  private  practice.  It  is  disconcerting  to 
observe  that  some  private  practitioners  seem  to 
feel  that  health  departments  are  a party  to  this 
threat — consequently,  the  partnership  arrange- 
ment at  times  may  need  some  mending. 

Everyone  is  concerned  about  the  delivery  of 
health  care — there  seems  to  be  general  accept- 
ance that  health  is  the  inherent  right  of  every- 
one. Not  many  realize  the  impiications  of  this 
policy.  Hardly  a day  passes  without  an  article 
in  a newspaper  or  magazine  discussing  the  ris- 
ing costs  of  medical  care,  the  distribution  pat- 
terns of  physicians  in  rural  and  urban  areas, 
the  rising  premium  rates  for  health  insurance, 
the  pros  and  cons  of  national  health  insurance 
and  other  related  problems.  Because  the  gov- 
ernment has  been  increasingly  involved  in  spon- 
soring health  care  programs,  such  as  Medicare 
and  Medicaid,  the  public  is  more  vitally  inter- 
ested in  the  management  of  the  health  care 
dollar,  since  the  taxpayer  must  foot  the  bill. 

Private  and  public  health  physicians  are  in- 
terested in  seeing  that  good  health  care  is 
delivered  in  an  efficient  and  economical  man- 


ner. Medicine  was  organized  for  and  dedicated 
to  the  purpose  of  studying  the  scientific,  eco- 
nomic, social  and  political  aspects  of  health 
care. 

The  political  aspects  at  times  are  the  most 
difficult  to  analyze  and  solve — witness  the  rash 
of  health  insurance  and  health  care  bills  pend- 
ing before  Congress. 

Health  Maintenance  Organizations:  The  present 
health  care  package  being  promoted  to  solve 
the  ills  of  the  nation  is  Health  Maintenance 
Organization.  The  concepts,  premises  and  as- 
sumptions on  which  the  HMO  strategy  is  based 
are  sound  and  generally  accepted.  No  one  chal- 
lenges the  statement  that  “good  health  care 
should  be  readily  available  to  all”;  that  there 
needs  to  be  an  improvement  in  the  system  for 
delivery  of  health  care;  that  something  needs 
to  be  done  about  the  spiraling  costs  of  health 
care;  or  that  preventive  and  diagnostic  services 
need  to  be  built  into  the  system. 

There  is  a tendency,  however,  to  gild  the 
HMO  lily.  There  are  certain  inherent  weaknesses 
that  can  be  associated  with  this  type  of  prepaid 
group  practice.  If  properly  organized  and  ad- 
ministered, the  quality  of  care  should  be  im- 
proved, but  there  is  no  assurance  that  quantity 
of  care  will  be  extended.  Will  this  type  of  health 
care  reach  the  ghetto  and  rural  poor?  There 
is  also  no  assurance  that  HMO  will  relieve 
the  shortage  or  maldistribution  of  professional 
manpower. 

Physicians  should  realize  that  consumers 
will  have  a strong  voice  in  the  management  of 
HMOs  and  HMOs  also  must  compete  on  the 
open  market  with  other  prepaid  plans.  By  per- 
mitting a combination  of  paid  providers  and  a 
fee  for  service,  the  system  will  tend  to  be  self- 
defeating.  Although  there  may  be  attempts  to 
oversell  the  plan,  there  also  may  be  little  incen- 
tive to  join.  Some  will  object  to  loss  of  free 
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choice  of  physicians.  Then,  too,  not  all  physi- 
cians are  adaptable  to  group  practice.  Unless 
they  are  dedicated  to  the  system,  the  physician 
drop-out  rate  will  be  high,  or  inefficiency  will 
result. 

A pessimist  is  sometimes  defined  as  one  who 
has  the  most  facts.  Although  we  have  facts 
with  respect  to  apparent  weaknesses  in  the 
HMO  system,  we  shouldn't  be  too  pessimistic 
with  respect  to  the  future  of  this  type  of  health 
delivery  organization.  In  all  probability,  HMOs 
will  be  serving  a segment  of  the  population 
within  two  years  and  can  provide  a good  work- 
ing model.  A health  professionals,  we  should 
strive  to  see  that  the  system  includes  preven- 
tive, diagnostic,  and  home  health  services.  We 
are  ready  to  extend  full  cooperation  to  the  plan- 
ners and  organizers  of  HMOs. 

In  Colorado,  four  applications  for  HMOs 
have  been  approved.  One  is  sponsored  by  a 
health  and  hospital  department,  one  by  a hospi- 
tal in  a rural  area  and  two  by  medical  societies. 
Foundations  for  Medical  Care:  Another  innova- 
tion directed  toward  lowering  the  cost  of  medi- 
cal care  and  improving  the  health  care  delivery 
system  are  the  foundations  for  medical  care 
sponsored  by  medical  societies.  One  example  is 
the  Colorado  Foundation  for  Medical  Care  spon- 
sored and  organized  by  the  Colorado  Medical 
Society  and  financed  by  HEW  to  (1)  support 
peer  review  of  effectiveness  of  health  care;  (2) 
support  peer  review  of  cost  of  health  care;  and 
(3)  provide  services  to  both  public  and  private 
insurance  beneficiaries  and  develop  a statewide 
and  local  organizational  network  of  provider 
groups  to  administer  the  system. 

This  Foundation  is  operational  on  a statewide 
basis  and  recently  has  completed  the  organiza- 
tion of  five  regional  foundation  councils.  One 
of  its  projects  is  to  develop  a comprehensive 
health  insurance  plan  for  the  migrants  who 


work  in  northeast  Colorado,  a productive  sugar 
beet  and  vegetable  crop  area.  The  policy  would 
be  for  four  months  and  paid  for  equally  by  the 
migrant,  the  employer  and  the  recruiting  firm. 
An  effort  would  be  made  to  sell  the  policy  to 
the  migrant  before  he  leaves  Texas;  health  de- 
partments would  assist  in  evaluating  the  effec- 
tiveness of  this  program. 

The  Executive  Director  of  the  Colorado  Foun- 
dation wrote:  “The  ultimate  effect  that  (these 
medical)  foundations  can  exact  in  containing 
medical  costs  and  improving  health  delivery 
systems  will  be  limited.  Medical  cost  contain- 
ment of  foundations  is  based  on  denial  or  re- 
duction of  practitioner  reimbursement  for  over- 
utilization and  over-pricing.  If  foundations  are 
to  be  truly  successful,  they  must  show  an  in- 
terest in  controlling  cost  of  medical  care  by 
increasing  efficiency  of  health  care  delivery 
through  maximizing  facilities  and  manpower. 
Very  few  have  addressed  themselves  to  the 
problems  of  access  to  medical  care  for  any  but 
the  insured  population.  In  short,  foundations 
have  been  concerned  with  the  financing  of  med- 
ical care  on  a fee  for  service  basis  and  I have 
no  argument  with  this  objective;  however,  if 
foundations  neglect  to  address  themselves  to 
the  problems  of  continuity  and  access  of  core, 
preventive  services  or  the  efficient  use  of  medi- 
cal services,  I think  their  existence  in  the  medi- 
cal delivery  system  will  be  short-lived.’’  It  is 
obvious  that  health  departments  have  a respon- 
sibility to  help  the  medical  societies  develop 
the  foundation  programs.  Preventive  and  home 
health  care  services  certainly  should  be  includ- 
ed in  the  foundations’  plans  as  well  as  the 
HMDs’. 

Disease  Prevention:  No  one  can  challenge  the 
joint  responsibility  of  health  departments  and 
medical  societies  to  eradicate  or  control  the 
preventable,  communicable  diseases  includiog 
venereal  disease  and  tuberculosis. 

Currently,  Colorado  is  in  the  midst  of  an  ex- 
pansion and  improvement  of  its  total  resources 
to  meet  the  growing  venereal  disease  problem. 
The  private  medical  community  is  playing  an 
ever-increasing  role  in  this  effort. 

The  Colorado  Academy  of  General  Practice, 
in  conjunction  with  the  University  of  Colorado 
School  of  Medicine,  is  in  the  midst  of  a general 
practice  review.  This  week-long  program,  which 
was  presented  four  times,  included  two  major 
portions  on  current  VD  case  management. 
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In  addition,  the  Colorado  Medical  Society  has 
assisted  in  enabling  the  state  health  depart- 
ment to  add  necessary  aids  to  its  control  pro- 
gram. In  the  fall  of  1971,  the  society’s  subcom- 
mittee on  VD  heartily  endorsed  a proposed  VD 
laboratory  reporting  regulation  which  was  later 
adopted  by  the  State  Board  of  Health. 

Colorado  has  the  necessary  basic  statutory 
provision  requiring  reporting  of  VD  cases,  in- 
cluding a liability  exemption  clause  for  diagnos- 
ing and  treating  of  minors. 

Individual  physicians’  compliance  with  these 
statutes,  coupled  with  their  own  concern  for  to- 
tal control  activities,  has  permitted  the  amass- 
ing of  a commendable  record:  private  physi- 
cians now  report  in  Colorado  approximately  75- 
80%  of  all  reported  syphilis  and  at  least  50% 
of  all  early  syphilis.  Reporting  physicians  rou- 
tinely use  our  VD  epidemiologic  services. 

This  record  does  not  hold  true  for  gonorrhea 
(ie,  only  30%  of  the  reported  gonorrhea  cases 
are  private  cases).  Much  of  the  under-reporting 
is  due  to  an  inadequacy  in  needed  laboratory 
support,  a deficiency  now  being  corrected. 
Hospital  Costs:  The  spiraling  costs  of  hospital 
care  challenge  insurance  companies,  health  de- 
partments, medical  societies  and  hospital  asso- 
ciations. One  of  the  countermeasures  is  for  the 
states  to  require  formal  state  approval  of  a 
need  before  a hospital  or  other  health  facility 
can  be  constructed  or  remodeled.  This  type  of 
legislation  has  been  enacted  in  15  states  and 
is  pending  in  6 others. 

Unwisely,  the  hospital  industry  prefers  a sep- 
arate regulatory  agency  which  tends  to  ignore 
the  current  public  criticism  of  this  proposed 
system  of  control.  However,  the  state  health 
department  probably  has  the  best  potential  for 
doing  a good  job  in  this  area,  despite  its  obvi- 
ous shortcomings. 

Paramedical  Personnel:  During  the  past  decade, 
new  curricula  have  been  developed  to  train 
paramedical  personnel.  Duke  and  Washington 
University  medical  schools  pioneered  in  training 
former  military  corpsmen  to  serve  as  surgical 
assistants.  The  University  of  Colorado  School 
of  Medicine,  under  the  direction  of  Dr.  Henry 
Silver,  has  established  curricula  for  training 
pediatric  nurse  practitioners,  school  nurse  prac- 
titioners, child  health  associates,  and  nonmedi- 
cal administrators.  Health  departments  and  pri- 
vate physicians  are  being  called  on  to  explore 
the  possibility  of  employing  members  of  these 


new  paramedical  professions  to  extend  the 
service  of  physicians. 

Organized  medicine  also  should  be  of  assist- 
ance to  health  departments  in  planning  and 
developing  alcoholism  and  drug  abuse  pro- 
grams; in  extending  family  planning  services; 
in  implementing  the  new  Federal  Development 
Disability  Act  and  in  environmental  control  ser 
vices.  Both  agencies  should  occupy  a leader- 
ship role  in  comprehensive  health  service 
planning. 

Successful  Partnership:  There  are  certain  pre- 
requisites to  successful  and  enduring  partner- 
ship between  organized  medicine  and  health 
departments: 

1.  Public  health  physicians  should  be  active 
members  of  state  and  local  medical  asso- 
ciation. 

2.  There  must  be  open  lines  of  communi- 
cations at  all  times  between  the  health 
officers  and  directors  of  health  depart- 
ments and  the  officers  of  the  medical  as- 
sociations. 

3.  The  objectives,  priorities  and  goals  for 
health  services  must  be  clearly  interpreted 
by  health  departments. 

4.  The  advisory  health  committee  structure 
of  the  medical  associations  should  be 
organized  to  assist  health  departments  in 
the  promotion  and  protection  of  public 
health. 

5.  There  must  be  general  acceptance  that 
there  is  a need  for  a greater  input  by  con- 
sumer groups  in  the  planning  and  devel- 
oping of  health  programs  including  inno- 
vations or  new  systems  for  delivery  of 
health  care. 

6.  There  should  be  total  commitment  by 
both  groups  to  a public  relations  philoso- 
phy. 

No  doubt  private  medicine  and  health  de- 
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partments  have  a common  mission  v\/ith  respect 
to  our  obligations  to  the  public.  As  stated  by 
Dr.  Russell  B.  Roth,  Speaker,  AMA  House  of 
Delegates,  in  an  address  to  the  American  Asso- 
ciation of  Public  Health  Physicians:  “You  have 
an  identity  of  background  and  education  with 
those  physicians  who  labor  in  the  field  of  diag- 
nostic and  therapeutic  medicine  if  this  is  the 
proper  distinction  to  be  made  between  those 
within  and  without  the  designation  of  public 
health  physicians.  Actually,  when  one  considers 
the  matter  of  competence  to  pass  judgment  on 
the  basic  health  issues  facing  our  nation  today 
and  facing  the  providers  of  health  service,  it 
seems  to  me  that  public  health  physicians 
are  peculiarly  endowed,  by  formal  training 
and  practical  experience,  to  make  these  evalu- 
ations.” 

In  our  joint  responsibility  to  provide  the  high- 
est possible  level  of  bealth  services,  it  becomes 
increasingly  obvious  that  we  must  meet  all 
challenges  with  a firm  united  front  resolved  to 
apply  modern  concepts  and  practices  in  the 
promotion  of  health  and  prevention  of  disease. 
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Health 

Departments: 

QuoVadis? 


Public  health  must  he  responsive,  flexible,  and 
willing  to  accept  new  responsibilities  in  a rapidly 
changing  and  expanding  field.  Both  the  challenges 
and  the  opportunities  are  great,  and  it  is  time  for 
state  and  local  health  departments  to  take  stock 
of  themselves,  redirect  their  energies  and  re- 
sources, and  plan  new  courses  that  will  meet  to- 
day’s and  tomorrow’s  needs. 

IN  1950,  THE  AMA,  the  American  Public  Health 
Association,  and  48  other  national  organiza- 
tions sponsored  a local  health  units  bill.  The 
movement  was  spearheaded  by  the  president  of 
the  National  Congress  of  Parent-Teacher  Asso- 
ciations, but  it  failed  because  there  was  a split 
among  several  of  the  professional  organizations 
regarding  a definition  of  public  health.  The  AMA 
strongly  objected  to  including  chronic  disease 
in  the  definition.  The  first  mistake,  of  course, 
was  in  attempting  to  define  and  limit  the  scope 
of  public  health  by  law.  As  president  of  the 
Association  of  State  and  Territorial  Health  Offi- 
cers, I tried  to  bring  the  APHA,  the  AMA  and 
the  Public  Health  Service  together  in  support  of 
the  bill  for  local  health  units,  but  to  no  avail. 

This  regrettable  breach  still  exists  among 
these  agencies.  Unfortunately,  many  practicing 
physicians  still  associate  public  health  with  so- 
called  socialized  medicine,  leading  to  a feeling 
of  distrust. 

Had  local  public  health  service  received  the 
proper  support  20  years  ago  from  Congress  and 
state  and  local  appropriating  bodies,  the  nation 
would  not  now  be  faced  with  the  issue  of  social- 
ized medicine  or  national  health  insurance.  The 
greatest  buffer  against  government  encroach- 
ment in  the  private  practice  of  medicine  is  a 
well  organized  and  well  staffed  local  health 
department  responsive  to  the  public. 

The  day  Medicare  was  enacted  by  Congress, 
Wilbur  Cohen,  who  was  then  secretary  of  the 
DHEW,  predicted  its  passage  and  told  one 
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group  that  the  state  health  officers  and  the 
public  health  profession  were  “in  the  dog 
house’’  in  Congress  because  they  were  “tarred 
with  the  same  brush  as  the  AMA.’’ 

I am  proud  of  my  affiliation  with  organized 
medicine,  but  I think  that  state  and  local  health 
departments  are  worthy  of  stronger  support  by 
the  AMA  and  medical  societies.  Certainly  there 
needs  to  be  more  involvement  by  private  physi- 
cians in  public  health  services. 

Approximately  2,474  of  our  3,102  countries 
are  being  served  by  organized  health  units;  628 
counties,  many  of  them  in  the  great  plains  area, 
are  without  these  services. 

Why  have  we  failed  to  provide  comprehensive 
health  services  for  all  the  people?  There  are 
several  reasons.  The  lack  of  full  support  by 
medical  societies  and  other  professional  organi- 
zations is  one.  Also,  we  have  not  sold  the  public 
or  key  office  holders  on  the  importance  of  pre- 
ventive medicine  and  public  health.  The  dearth 
of  public  health  physicians  is  another  factor, 
and  the  provincial  attitude  of  city  and  county 
officials  sometimes  retards  the  extension  of 
local  fiealth  services. 

In  recent  years  we  have  been  plagued  with  a 
proliferation  and  fragmentation  of  health  agen- 
cies and  services.  Ecologists,  pseudo-environ- 
mentalists, social  activists  and  politicians  have 
all  jumped  on  the  ecology  bandwagon  and 
demanded  changes  and  improvements  in  the 
environment.  On  the  other  hand,  many  sincere 
citizens  and  environmentalists  are  concerned 
about  the  leadership  offered  by  state  and  local 
health  departments.  Many  times  in  the  past, 
the  responsible  agency  for  environmental  con- 
trol has  not  heeded  this  hue  and  cry.  Even  if 
health  departments  were  doing  a creditable 
job,  despite  inadequate  financing  and  support, 
some  special  interest  groups  demand  the  crea- 
tion of  new  departments  and  commissions.  This 
has  resulted  in  disruption  of  services  and,  m 
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some  states,  the  statutory  separation  of  health 
and  environmental  control  which  are  inter-relat- 
ed and  interdependent.  Although  state  health 
officers,  above  all  others,  should  know  that  per- 
sonal health  and  environmental  health  are  in- 
separable, it  is  distressing  that  a few  of  them 
appear  to  be  unconcerned  with  fragmentation 
of  environmental  health  programs. 

There  are  many  other  examples  of  fragmen- 
tation. Mental  health  programs  and  services  for 
the  mentally  retarded  usually  are  not  in  the 
administrative  domain  of  health  departments. 
Each  Congress  enacts  new  health  laws  which, 
as  a rule,  require  gubernatorial  designation  of 
a single  state  agency  to  administer  the  pro- 
gram within  the  respective  states.  In  some 
states  the  health  departments  do  not  have  the 
responsibility  for  implementing  these  laws.  In 
other  states,  the  authority  is  divided  and  frag- 
mented. Some  states  that  scream  the  loudest 
about  states’  rights  tend  to  follow  the  pattern 
of  the  federal  government  in  fragmenting 
health  services. 

Following  the  passage  of  the  Comprehensive 
Health  Services,  Facilities  and  Manpower  Act, 
there  was  a wave  of  optimism  and  enthusiasm 
among  the  members  of  the  public  health  pro- 
fession across  the  nation.  There  was  hopeful 
talk  of  a federal-state-local  partnership  for 
health.  This  has  proved  to  be  a myth.  The  block 
grant  has  turned  out  to  be  an  economy  move. 
There  has  been  more  fragmentation  of  health 
services  and  less  coordination  of  health  ser- 
vices since  the  passage  of  this  act  than  ever 
before.  The  DHEW,  the  federal  agency  respon- 
sible for  development  of  guidelines  and  regula- 
tions for  comprehensive  health  planning,  sets  a 
poor  example.  It  demonstrates  how  comprehen- 
sive planning  should  not  be  done.  There  is 
nothing  resembling  a comprehensive  health 
plan  at  the  federal  level.  The  cliche  that  the 


DHEW  releases  a new  organizational  chart  each 
month  on  self-destructing  paper  has  some 
semblance  of  truth. 

The  nation  and  most  of  the  states  seem  to 
be  on  a reorganization  binge.  Many  reorganizers 
ignore  Shakespeare’s  warning:  “Striving  to  bet- 
ter, oft  we  mar  what’s  well.’’  We  also  have  ex- 
perienced more  and  more  attempts  by  federal 
health  consultants  to  by-pass  state  and  local 
health  departments  in  their  overzealousness  to 
promote  new  federal  programs. 

Health  departments  may  become  vulnerable 
to  direct  federal  consumer  group  health  pro- 
gram development  if  they  do  not  offer  the  nec- 
essary leadership  and  initiative  in  recognizing 
new  opportunities  and  challenges  in  the  system 
for  delivery  of  health  care.  For  example:  When 
it  appears  to  a minority  group,  such  as  migrant 
agricultural  workers,  that  a local  health  depart- 
ment resists  involving  itself  directly  or  fails  to 
coordinate  its  services  with  other  programs 
designed  for  that  group,  this  resistance  is  re- 
ported directly  to  the  funding  agency.  Conse- 
quently, the  funding  agencies  seek  to  direct 
their  monies  to  a more  responsive  agency  and 
thus  are  afforded  an  opportunity  to  by-pass 
organized  local  health  departments.  This  results 
in  temporary  disruptions  and  much  unhappi- 
ness, and  tends  to  increase  costs  and  reduce 
services.  Situations  such  as  this,  if  continued, 
may  threaten  the  very  existence  of  state  and 
local  health  departments. 

Maintaining  a leadership  position  demands 
a modification  of  procedural  processes  lest  we 
revert  to  what  our  critics  now  call  only  tradi- 
tional public  health  services.  Current  needs 
cannot  be  met  with  the  long  recognized  and 
accepted  public  health  approaches. 

Local  health  departments  are  no  longer  just 
regulatory,  administrative,  consulting,  inspect- 
ing, preventive,  statistic-gathering  agencies. 
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Current  demands  require  us  to  involve  our- 
selves more  and  more  with  direct  health  care 
for  the  culturally-deprived  and  underprivileged. 
To  do  this,  we  must  adjust  present  practices  so 
that  we  can  make  the  most  effective  use  of  our 
personnel  and  facilities.  This  will  require  close 
coordination  of  state  and  local  activities.  This 
is  especially  the  case  with  federally  funded, 
state-administered  special  projects. 

How  public  health  professionals  expand  their 
roles  and  services  to  meet  the  ever-increasing 
demand  for  more  governmental  health  care 
programs?  The  effort  should  be  directed  toward 
developing  and/or  extending  local  health  ser- 
vices to  all  citizens.  The  real  opportunity  to 
coordinate  and  consolidate  health  services,  re- 
gardless of  the  administrative  agency  at  the 
federal  or  state  level,  rests  with  the  local  health 
department.  These  departments  must  be  willing 
to  accept  broader  responsibilities  and  to  enter 
the  mainstream  of  the  health  care  delivery 
system. 

Of  course,  we  never  neglect  the  maintenance 
of  basic  services.  A health  survey  recently  com- 
pleted in  Colorado  under  the  supervision  of 
Dr.  Malcolm  Merrill,  director  of  CHAPS — a unit 
of  the  APHA — revealed  that  identified  service 
needs  were  chiefly  the  provision  of  medical 
care.  In  the  more  remote  areas,  where  such 
services  are  not  readily  available,  there  should 
be  concern  about  these  fundamental  medical 
care  services,  and  these  usually  are  mentioned 
in  any  discussion  of  public  health  services.  But 
even  in  the  urban  areas  there  was  little  ex- 
pressed recognition  of  the  need  for  preventive 
or  health  promotion  services  or  understanding 
of  the  health  aspects  of  environmental  protec- 
tive measures.  While  it  is  true  that  the  scope 
of  public  health  programs  has  changed  and  is 
changing,  basic  protective  and  preventive  ser- 
vices still  should  be  a major  concern  of  local 


health  departments  and,  as  a matter  of  fact, 
of  government  at  all  levels.  Recognition  of  this 
fact  and  willingness  to  provide  funds  to  furnish 
such  services  is  essential  if  citizens  are  to  re- 
ceive them.  This  illustrates  the  need  for  educat- 
ing the  public  if  adequate  health  services  are 
to  be  provided  for  all  citizens.  Thus,  health 
departments  are  faced  with  strengthening  old- 
line  basic  health  services  and  accepting  the 
necessary  initiative  and  leadership  to  meet 
newer  challenges  and  opportunities  to  deliver 
health  care. 

Public  health  has  a low  priority  in  the  allot- 
ment of  the  tax  dollar;  thus,  there  is  a serious 
deficiency  in  legislative  appropriation  of  funds 
for  the  provision  of  such  services  at  state  or 
local  levels.  The  situation  results  partly  from 
the  lack  of  public  understanding  and  concern 
for  health  services.  Generally,  the  state,  which 
promulgates  laws  and  regulations,  has  added 
numerous  duties  to  local  units  of  government 
without  corresponding  increases  of  funds. 

Three  years  ago,  the  fiscal  policy  committee 
of  the  Colorado  legislature  was  considering  a 
proposal  that  the  state  fund  the  entire  cost  of 
welfare  and  county  courts.  I proposed  to  the 
committee  that  the  state  also  consider  the 
funding  of  the  entire  cost  of  local  health  ser- 
vices. Interestingly,  I wasn’t  ordered  from  the 
hearing  room,  but  instead  was  asked  to  obtain 
supporting  data  and  justification  for  the  pro- 
posal. This  resulted  in  a contract  with  the  APHA 
to  conduct  phase  I of  a comprehensive  health 
survey  to  be  paid  for  by  funds  made  avail- 
able by  the  state  health  department,  the  Re- 
gional Medical  Program  and  the  Comprehensive 
Health  Planning  Office.  The  primary  purpose 
of  the  study  was  to  develop  recommendations 
and  plans  for  a strengthened  state  and  local 
partnership  in  providing  public  health  services. 

During  the  study,  the  first  alternative  con- 
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sidered  was  establishment  of  state  regions 
financed  entirely  by  state  and  federal  funds, 
but  this  idea  was  quickly  abandoned.  The  sec- 
ond alternative  was  establishment  of  state  dis- 
tricts in  the  sparsely  populated  mountainous 
areas  and  locally  controlled  regions  in  the  re- 
mainder of  the  state.  This  suggestion  also  was 
discarded. 

The  third  alternative  was  to  establish  eight 
regional  health  departments  which  would  main- 
tain a high  degree  of  local  autonomy.  This  pro- 
posal was  adopted.  Subsequently,  the  state 
planning  division  recommended  that  there  be 
12  planning  regions  for  local  services.  We  now 
have  eight  health  regions,  but  there  probably 
will  be  modification  of  this  plan  in  the  future. 

It  is  proposed  that  the  regional  health  de- 
partments be  financed  by  a $3.00  per  capita 
state  appropriation  and  a minimum  of  $1.50 
per  capita  of  local  funds  for  basic  services  plus 
special  federal  project  funds.  This  is  our  blue- 
print for  extending  local  health  services.  Devel- 
oping regional  health  services  will  be  coupled 
with  decentralizing  state  services,  which  the 
governor  has  asked  department  heads  to  con- 
sider. Obviously,  this  would  bring  consultation 
services  of  the  state  closer  to  the  local  health 
department  service  areas. 

The  APHA  study  team  also  recommended: 

1.  That  the  state  health  department  estab- 
lish minimum  standards  for  local  health  admin- 
istration which  must  be  met  as  a prerequisite 
for  state  assistance,  including  standards  for 
qualifications  of  personnel. 

2.  A list  of  programs  and  services  which 
local  health  departments  may  include  (they  are 
not  limited  to  these  specific  items,  however). 

3.  That  clear  delineation  of  state  and  local 
legal  responsibilities  be  developed  in  each  pro- 
gram area  by  the  state  health  department. 

4.  That  all  local  health  departments  receiv- 


ing state  financial  assistance  have  a merit 
system  covering  all  employees. 

5.  That  community  health  services  division 
be  strengthened  and  expanded. 

Not  all  of  these  recommendations  have  been 
fully  implemented. 

In  view  of  the  organized  confusion  existing 
in  the  health  field  at  the  federal  level,  the  in- 
creasing trend  toward  fragmentation  of  services 
at  the  state  level  and,  to  a certain  extent,  the 
lack  of  coordinated  planning  among  state  de- 
partments, the  best  opportunity  for  a well-co- 
ordinated-integrated  health  service  is  at  the 
local  level. 

The  federal  government  is  becoming  increas- 
ingly involved  in  providing  medical  and  health 
care  services  for  more  people.  As  new  programs 
are  developed,  local  agencies  must  be  involved 
to  provide  the  essential  services  or  control 
activities.  Consultants  from  federal  and  state 
agencies  are  promoting  and  developing  com- 
munity centers  to  furnish  the  specialized  ser- 
vices. As  a result,  several  such  centers  may 
exist  in  a single  community  with  frequent  dupli- 
cation of  similar  functional  components  and 
competition  for  professional  staff.  It  is  becom- 
ing increasingly  imperative  that  a single  com- 
prehensive community  center  be  developed.  A 
well-developed,  adequately-staffed  health  de- 
partment is  the  logical  administrative  agency 
for  such  a center.  This  concept  envisions  the 
health  department  as  the  basic  structure  pro- 
viding care  services  utilized  in  all  health  pro- 
grams. It  would  also  be  the  center  for  commu- 
nity health  planning  and  coordination  of  com- 
prehensive health  services.  To  function  in  this 
manner,  the  health  department  must  have  ade- 
quate physical  facilities  from  which  to  operate 
and  must  provide  the  services  required  for  the 
area  it  serves. 

With  all  the  demands  for  increased  govern- 
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mental  services,  it  is  becoming  more  and  more 
difficult  to  obtain  the  funds  necessary  for  a 
well-rounded  health  program.  The  cities  and 
counties  are  looking  to  the  state,  and  the  states 
look  to  the  federal  government  for  funds.  We 
are  living  in  an  era  of  management  consultants, 
systems,  and  budget  analysts.  We  are  told  not 
to  ask  for  additional  funds  without  a built-in 
evaluation  procedure  for  the  program  to  be 
funded.  We  are  besieged  by  the  budget  staffs 
of  the  governor’s  office  and  the  joint  budget 
committee  of  the  legislature  for  full  justification 
of  expenditures  for  existing  programs  and  their 
cost  effectiveness.  We  are  becoming  increasing- 
ly aware  that  the  essential  data  for  these  pur- 
poses are  not  available  in  state  and  local  health 
departments.  For  this  reason,  the  Association 
of  State  and  Territorial  Health  Officers  is  now 
attempting,  with  a grant  by  the  DHEW,  to  devel- 
op a uniform  reporting  system  for  state  and 
local  health  departments.  This  project  should 
be  completed  by  July  1,  1973.  The  additional 
data,  forthcoming  from  application  of  the  sys- 
tem, should  help  health  departments  to  inter- 
pret programs  and  budget  requests  to  appro- 
priating bodies  and  the  general  public. 

Our  technological  society  is  producing  change 
at  a rate  far  faster  than  man  can  accommo- 
date. In  the  process,  it  is  subtracting  as  much 
from  the  sum  of  human  welfare  as  it  is  adding 
— perhaps  even  more.  The  destruction  of  much 
of  our  environment  in  the  name  of  progress  is 
a glaring  example. 

We  live  in  an  era  of  paradoxes.  We  can  put 
men  on  the  moon,  but  we  have  trouble  travel- 
ing across  our  congested,  smog-ridden  cities. 
We  have  the  resources  to  help  feed  the  needy 
of  other  lands,  yet  hunger  exists  in  our  own 
country.  In  the  richest,  most  affluent  nation  on 
earth,  many  of  our  people  are  denied  such  basic 
necessities  as  safe,  sanitary  housing.  We  have 


the  funds  to  develop  all  kinds  of  spectacular 
medical  machines  (even  a portable  artificial 
kidney  the  size  of  a two-cell  flashlight),  but  we 
can’t  or  don’t  provide  adequate  medical  care 
to  all  of  our  people. 

We  are  in  the  midst  of  a revolution  of  rising 
expectations,  and  public  health  professionals 
are  going  to  have  to  call  upon  all  the  creativity 
and  cooperation  that  we  can  muster  to  meet 
those  expectations. 

It  has  been  said  that  people  have  no  per- 
spective for  what  has  been  accomplished  in  the 
past.  Instead,  they  rail  at  whatever  barriers 
seem  to  stand  in  the  way  of  the  expectations 
still  unattained.  We  live  in  the  NOW  generation, 
and  it  behooves  us  to  be  aware  of  that  fact. 

Health  departments  cannot  survive  the  rigid, 
traditional  role  of  the  past.  We  must  address 
ourselves  to  functioning  in  a world  of  new  poli- 
tics— the  politics  of  our  youth,  the  politics  of 
the  minorities,  the  politics  of  the  poor.  It  is 
incumbent  upon  us  to  create  the  climate  of 
attitudes  in  which  we  are  going  to  have  to 
function  in  the  coming  years.  We  must  recog- 
nize the  great  divergence  of  viewpoints  and  the 
motivations  of  the  various  groups  with  whom 
we  work  and  plan  accordingly  in  establishing 
our  policies  and  setting  up  our  communications 
programs.  We  must  steadily  inoculate  the  pub- 
lic and  our  legislators  with  the  facts. 

Public  health  professionals  must  have  a 
clear-cut  concept  of  purpose.  If  we  don’t,  an 
increasingly  skeptical,  articulate  and  knowl- 
edgeable public  is  likely  to  question  whether 
we  stand  for  anything  worthwhile.  We  cannot 
afford  to  stay  aloof  from  the  public  area,  as 
many  of  us,  under  the  guise  of  professionalism, 
have  been  inclined  to  do  in  the  past  without 
the  risk  of  more  and  more  fragmentation  and 
disruption. 

We  must  consider  the  communications  and 
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public  relations  implications  of  every  action 
from  the  very  start,  and  involve  professional 
public  relations  practitioners  in  the  decision- 
making process. 

Change  is  both  certain  and  desirable.  Public 
health  must  accept  change  for  the  opportunity 
it  really  is  so  that  v/e  can  offer  necessary,  en- 
lightened leadership  in  developing  statewide 
health  service  systems  for  the  betterment  of  the 
health  of  all  of  our  people. 
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Effect  on  FBI  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I”'  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  proslatic  hypertrophy,  hyperthyroidism. 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 


Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with:  the  common  cold;  acute  and  chronic  sinusitis, 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever,"  etc.). 


Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma,  coronary  artery  disease;  stenosmg  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards  Inhibition  of  lactation  may  occur 


Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 
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Each  capsule  contains  8 mg.  of  Teldrin'®(brand  of 
chlorpheniramine  maleate);  50  mg  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide.  as  the  iodide. 
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UNCOMMON  RELIEF  FOR  COLD  SYMPTOMS 


If  you^/e 
. seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia.  Now 
on  a sequential  O.C.  for  four  months 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg.-estrogen  O.C. 
(such  as  Demulen*) 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C  (such  as  Enovid-E") 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg.- 
estrogen/moderate-progestogen 
0 C.  for  two  months.  Now  has 
increased  acne 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a lOO-mcg  - 
estrogen  combination  (such  as 
Enovid-E ' or  a sequential). 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  fwo 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  0 C.  with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen  0 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen:  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


Each  white  tablet  contains  ettijlnodiol  diacetate  1 mg./meitraHdirjOJ.'Big. 

_ a moderately 

P^'^Q^s^ogen-dominant  O.C. 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  ingredients. 
Both  OvuleW  and  Demulen  are  available  in  21-  and  28-pill  scheduled. 

I SEARLE  Products  of  S EARLE  & CO. 

I San  Juan,  Puerto  Rico  00936 

1—^  • 1 1-^®  a moderately 

Enovid-E 


Age  25,  tall,  slender,  athletic, 
with  flat  chest  On  a progestogen- 
dominant  50-mcg  -estrogen  O.C. 

Has  recurrent  trichomoniasis 
and  Monilia. 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  O.C, 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E*  or 
Ovulen'  ora  sequential). 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are;  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

-'Note:  In  some  patients  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  “Miss  America"  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg.- 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice:  Switch  to  a center- 
spectrum  O.C  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovuler 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C. 
for  six  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gam. 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovulen ' ) 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen. 

1st  choice:  A 50-mcg. -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen  ' ) 


Each  tablet  contains  norethynodrel  2.5  mg./mestranol  0.1  mg. 


SEARLF  Product  of  Searle  Laboratories  Division 
For  a brief  summary  Lll — I±J  G.D.  SEARLE  & CO. 

of  prescribing  information,  P.O.  Box  5110,  Chicago,  Illinois  60680 

please  see  next  page.  Where  "The  Pill"  Began 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 


Ovulen’ 

Each  white  tablet  contams- 

ethynodiol  diacetate  1 mg/mestranol  0,1  mg. 


Demulen* 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg,/ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulerf -28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland,  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  I960-  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued, 

indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding, 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesofmorbidityinthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain' ’ leading  to  this  conclusion,  and  one"  in  this 
country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates"  in  the 
United  States  found  a relative  risk  of  4 4.  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts, This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produre  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  IS  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageofthe  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactionsobserved  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions;  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions,  neuro-ocular  lesions,  e.g , retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function;  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners.  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll  Gen,  Pract,  72:267-279  (May)  1967, 
2.  Inman,  W,  H.  W.,  and  Vessey,  M.  P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit,  Med.  J.  2:193-199 (April  27)  1968. 3.  Vessey,  M,  P,  and  Doll,  R,  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease,  A Further  Report,  Brit,  Med.  J 2:651-657  (June  14)  1969  4.  Sartwell, 
P.  E , Masi,  A T,  Arthes,  F.  G.,  Greene,  G R.,  and  Smith,  H E.,  Thromboem- 
bolism and  Oral  Contraceptives.  An  Epidemiologic  Case-Control  Study,  Amer. 
J.  Epidem,  90365-380 (Nov.)  1969, 
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Enovid-E' 

norethynodrel  2.5  mg  /mestranol  0 1 mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH) 
Indication  - Enovid-E  Is  indicated  for  oral  contraception 
The  Special  Note.  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  Division 
G.D.SEARLE&CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  “The  Pill”  Began 
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QUESTIONS/ANSWERS 


Editor’s  note:  During  the  TMA  Septem- 
ber Meeting  on  Practice  Management, 
two  question  and  answer  sessions  were 
held.  As  time  did  not  permit  a response 
to  all  questions  at  the  meeting,  Texas 
Medicine  is  endeavoring  to  answer 
some  of  these  queries  in  its  pages. 
This  column  comes  from  J.  J.  Wrabetz, 
assistant  vice-president  for  CHAMPUS. 

Q Why  does  CHAMPUS  use  AMA  CPT 
coding  rather  than  Blue  Cross/Blue 
Shield  terminology?  Why  is  there  more 
than  one  system? 

A The  AMA  CPT  represents  a recent 
development  in  coding  technique  utiliz- 
ing five  digits,  thus  giving  a broader 
range  for  more  specific  detail  of  ser- 
vices rendered.  To  my  knowledge,  there 
is  not  a significant  difference  in  termi- 
nology between  the  AMA  CPT  and  the 
Blue  Cross/Blue  Shield  coding  sys- 
tems. A procedure  described  under  one 
system  should  be  translatable  into  the 
other. 

Q May  a person  eligible  for  CHAMPUS 
coverage  choose  any  civilian  physician 
without  certification  by  a local  military 
service  military  authorization? 

A Retired  beneficiaries  and  widows, 
and  the  dependents  of  servicemen  who 
died  on  active  duty  or  in  retirement 
status  do  not  need  an  authorization  to 
seek  civilian  medical  care.  The  only 
group  of  dependents  requiring  this  cer- 
tification are  those  dependents  of  ac- 
tive-duty service  members  who  reside 
with  the  service  member  in  the  area  of 
his  duty  station.  This  rule  has  been 
modified  somewhat  this  past  year  to 
eliminate  the  requirement  for  the  au- 
thorization form  even  for  these  depend- 
ents if  they  reside  more  than  30  miles 
from  the  service  member’s  station. 

Q Who  authorizes  dental  rehabilitation 
defined  as  necessary  extensive  dental 
extractions  and  fillings  for  a young 
child? 

A This  question  must  be  answered 
with  the  general  statement  that  all 
matters  concerning  dental  care  are 
ruled  on  by  the  Director  of  Dental  Af- 


fairs, CHAMPUS  Headquarters,  Denver, 
Colo.  Dental  care  under  the  program  is 
extremely  limited.  Where  handicapping 
conditions  exist,  the  program  can  be 
extended  in  this  area  for  dependents 
of  active  duty  service  members. 

Q I do  not  accept  CHAMPUS  assign- 
ments. What  portion  of  CHAMPUS 
claims  submitted  to  you  are  of  this 
kind? 

A In  a recent  survey  conducted  here, 
it  appeared  that  better  than  75%  of 
the  claims  received  in  this  office  were 
on  assignment. 

Q Why  can’t  CHAMPUS  use  the  stan- 
dardized claim  form?  Why  is  it  neces- 
sary for  the  patient  to  sign  the  CHAMP- 
US claim  form;  and  why  isn’t  an 
assignment  form  as  such  acceptable? 

A The  CHAMPUS  claim  form  was  de- 
signed by  the  Department  of  Defense. 
The  signature  of  the  patient  or  family 
member  is  necessary  to  certify  that 
identifying  information  in  the  first  13 
items  is  correct  and  finally,  the  physi- 
cian’s signature  is  needed  on  assign- 
ment in  completing  the  physician’s  cer- 
tification of  the  claim  form. 

A forum  for  your  questions  on  medicolegal, 
socioeconomic,  medical,  and  miscellaneous 
matters.  You  are  invited  to  submit  questions 
which  will  be  presented  to  appropriate  con- 
sultant-experts for  comment.  Publication  will 
be  determined  by  established  journal  policy. 
Letters  should  be  signed,  but  names  will  be 
withheld  upon  request.  Address  questions  to 
TEXAS  MEDICINE,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 
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Regional  Medical  Program 
of  Texas 
Kidney  Program 

G.  EKNOYAN,  MD 


There  is  a gap  between  the  existing  facilities  and 
the  urgent  need  to  control  kidney  disease  in  Tex- 
as. This  article  summarizes  one  preliminary  step 
toward  bridging  that  gap — a plan,  utilizing  exist- 
ing community  resources,  to  develop  a compre- 
hensive program  to  fight  renal  disease. 

HISTORICAL  BACKGROUND:  The  first  success- 
ful kidney  transplant  between  identical  twins 
was  performed  in  1955.  The  application  of  kid- 
ney transplantation  to  other  than  identical 
twins,  however,  did  not  become  feasible  until 
the  early  1960s  after  chronic  hemodialysis  be- 
came an  accepted  form  of  therapy  for  patients 
with  end-stage  kidney  disease.  Since  that  time, 
major  advances  have  been  made  not  only  in 
dialysis  and  transplantation  but  in  our  under- 
standing and  management  of  renal  disease  in 
general.  Unfortunately,  patients  with  kidney 
disease  have  failed  to  gain  access  to  and  bene- 
fits from  these  accomplishments  simply  be- 
cause these  recently  developed  tools  and  con- 
cepts have  not  been  uniformly  applied  through- 
out the  health  delivery  system. 

Some  of  these  delivery  gaps — the  delay 
between  discovery  and  widespread  use — are 
experienced  in  all  aspects  of  the  health  delivery 
system.  Others  are  peculiar  to  renal  disease 
and  have  resulted  in  the  lack  of  delivery  of  a 
uniformly  high  level  of  quality  care  to  all  pa- 
tients with  renal  disease,  particularly  those  with 
end-stage  kidney  disease  whose  otherwise  fatal 
outcome  is  preventable.  Recognition  of  this  gap 
in  Texas  led  to  the  appointment  of  a Renal 
Planning  Committee*  in  August  of  1971  by  the 
Regional  Medical  Advisory  Group  of  the  Region- 
al Medical  Program  of  Texas.  From  the  outset 
a major  premise  of  the  Renal  Planning  Commit- 
tee was  that  the  development  of  a truly  com- 
prehensive program  in  renal  disease  for  Texas 
must  be  based  on  the  integration  of  existing 


community  resources  into  a cooperative  pro- 
gram. These  resources  may  be  broadly  classi- 
fied into  primary,  secondary  and  tertiary  cen- 
ters. 

Primary  centers  refer  to  the  practicing  phy- 
sicians’ offices,  public  health  clinics,  screening 
programs  and  other  facilities  where  a recurring 
or  chronic  problem  is  first  detected.  Secondary- 
centers  refer  to  multispecialty  clinics,  hospitals, 
and  community  medical  centers  where  special- 
ized diagnostic  and  therapeutic  skills  (kidney 
biopsy,  arteriography,  peritoneal  dialysis,  etc) 
are  provided.  Tertiary  centers,  usually  located 
in  a university  health  science  center,  provide 
specialized  resources  such  as  hemodialysis, 
renal  transplantation  and  training  facilities  for 
medical  and  ancillary  personnel  in  addition  to 
diagnostic  and  therapeutic  services. 

The  first  effort  of  the  Renal  Planning  Commit- 
tee was  to  conduct  an  in-depth  inventory  of 
the  resources  available  in  Texas.  A series  of  site 
visits  to  existing  and  potential  facilities  was 
conducted  by  the  members  of  the  Committee 
between  the  end  of  August  and  the  first  part  of 
October  1971.  In  November,  six  target-oriented 
subcommitteest,  consisting  of  more  than  50 
health  leaders  in  the  field  of  renal  disease,  were 
appointed.  By  February  of  1972  each  subcom- 

*IVIembers  of  the  Renal  Planning  Committee  in- 
cluded Marvin  Forland,  MD,  The  University  of  Texas 
Medical  School  at  San  Antonio;  Jack  Moncrief,  MD, 
practicing  physician,  Austin;  A.  R.  Remmers,  Jr,  MD, 
The  University  of  Texas  Medical  Branch  at  Galveston; 
Paul  C.  Peters,  MD,  The  University  of  Texas  South- 
western Medical  School  at  Dallas;  Stan  Burnham,  EdD, 
Regional  Medical  Program  of  Texas,  Austin;  and  G. 
Eknoyan,  MD,  Baylor  College  of  Medicine,  Houston, 
chairman. 

^Dialysis  and  Transplantation  Subcommittee;  Organ 
Preservation  and  Sharing  Subcommittee;  Immunology 
and  Tissue  Typing  Subcommittee;  Prevention  and  De- 
tection Subcommittee;  Medical  and  Public  Education 
Subcommittee;  and  Legislation  and  Finance  Subcom- 
mittee. 
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mittee  had  submitted  a detailed  report  to  the 
Renal  Planning  Committee.  From  the  collected 
material,  a report  entitled,  “A  Comprehensive 
Regional  Program  for  Kidney  Disease”  was  pre- 
pared by  the  Renal  Planning  Committee  defin- 
ing the  regional  needs  and  available  resources, 
and  proposing  a plan  for  bridging  the  gap 
between  existing  and  needed  facilities.  The 
Committee's  report  was  approved  by  the  Re- 
gional Medical  Program  of  Texas  Regional  Advi- 
sory Group  in  June  1972  and  has  been  distrib- 
uted to  physicians  and  other  health  profession- 
als in  the  state.  Additional  copies  are  available 
from  the  Regional  Medical  Program  of  Texas, 
4200  North  Lamar,  Suite  200,  Austin,  Texas 
78756.  This  article  is  essentially  a summary  of 
the  problem  defined  and  the  plan  proposed  by 
the  Committee. 

Problems  and  Goals:  Kidney  disease  is  progres- 
sive in  nature  and  for  practical  purposes  may 
be  divided  into  three  stages  based  on  the  level 
of  renal  function. 

Stage  1:  This  is  the  stage  at  which  the  pa- 
tient first  may  be  identified.  Renal  function  is 
normal  or  renal  reserve  only  slightly  diminished 
without  overt  biochemical  abnormalities.  If 
renal  disease  is  detected  at  this  early  stage,  its 
further  progress  may  be  prevented  or  delayed. 


One  specific  goal  for  the  individual  patient, 
as  well  as  for  the  total  population,  is  to  prevent 
progressive  kidney  disease.  The  need  then,  is 
for  early  detection,  made  possible  by  both  pro- 
fessional and  public  education. 

Conditions  such  as  hypertension,  chronic 
pyelonephritis,  morphological  abnormalities  of 
the  kidney  and  its  collecting  system,  and  others 
may  be  detected  through  screening,  resulting 
in  the  possible  alteration  of  the  natural  pro- 
gression of  the  disease.  Two  major  problems  in 
this  area  are  that  (1)  certain  renal  diseases  are 
difficult  to  detect  through  screening  techniques, 
and  (2)  for  others  it  is  almost  impossible  to 
alter  significantly  the  course  of  the  disease. 

Education,  both  lay  and  professional,  is  es- 
sential for  the  success  of  the  program.  Specific 
information  about  signs  and  symptoms  of  renal 
disease  require  dissemination  to  make  the  pub- 
lic aware  of  the  need  to  seek  medical  advice 
when  one  or  more  of  these  indications  first 
becomes  apparent.  Utilization  of  the  mass 
media,  through  both  accepted  and  innovative 
health  information  methods,  is  needed. 

Professional  personnel  need  to  be  made 
more  acutely  aware  of  (1)  the  serious  nephro- 
toxicity of  many  commonly  used  drugs,  (2)  the 
pharmacological  hazards  of  most  drugs  admin- 


1.  Flow  of  patients  with  end-stage  kidney  disease  through  the 
dialysis  and  transplantation  program. 
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2.  Estimated  yearly  numerical  distribution 
by  modality  of  treatment  of  patients  with  end-stage 
kidney  disease  in  Texas. 
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istereci  to  patients  with  reduced  renal  function, 
and  (3)  the  preventability  or  amelioration  of 
renal  disease  that  occurs  secondary  to  inherited 
disorders  or  other  systemic  conditions. 

Stage  2:  The  patient  at  this  stage  has  devel- 
oped early  renal  failure,  and  diminution  in  renal 
function  has  led  to  definite  biochemical  abnor- 
malities. At  this  point,  it  may  still  be  possible 
to  arrest  or  reverse  renal  function  to  permit  the 
management  of  the  patient  with  dietary  sup- 
port, drugs,  or  other  forms  of  conservative  ther- 
apy. 

Frequently,  these  patients  can  benefit  great- 
ly by  dietary  management  in  the  form  of  a 
low  protein,  high  essential  amino  acid  diet. 
Although  this  has  been  made  available  to  a 
small  group  of  patients  in  secondary  and  terti- 
ary centers,  its  application  has  not  been  suffi- 
ciently widespread  to  reach  the  much  larger 
population  of  patients  in  stage  2,  who  are  seen 
in  primary  centers  and  who  would  potentially 
benefit  from  this  form  of  therapy.  The  value  of 
dietary  clinics  in  other  diseases  such  as  dia- 
betes mellitus  has  been  demonstrated.  Similar 
community-oriented  dietary  clinics  for  referral 
of  patients  with  kidney  disease  from  primary, 
secondary  or  tertiary  centers  must  be  devel- 
oped. 

Additionally,  hypertension  and  pyelonephritis 
are  common  complications  and  frequent  causes 
of  stage  2 disease.  Their  proper  evaluation  and 
management  need  to  be  emphasized  through 
symposia,  exhibits,  panel  discussions,  or  other 
methods. 

During  this  stage,  when  a patient’s  recurring 
or  chronic  problem  is  detected,  he  usually  is 
referred  to  a secondary  or  tertiary  center. 
Secondary  centers  will  exist  in  multispecialty 
clinics,  hospitals,  and  community  medical  cen- 
ters where  sophisticated  specialized  diagnostic 
skills  would  be  provided.  The  need  to  develop 


a linkage  system  between  the  primary  and  sec- 
ondary or  tertiary  centers  is  evident.  When  a 
patient  reaches  stage  2 and  enters  this  referral 
pattern,  his  case  could  be  reported  on  a special 
form  to  a centrally  operated  coordinating  sys- 
tem. In  addition  to  allowing  better  documenta- 
tion of  the  incidence  and  course  of  kidney 
disease  in  Texas,  this  would  allow  entering  the 
patient  in  a long-range  “life  plan”  should  he 
progress  to  stage  3 (Fig  1). 

Stage  3:  This  is  the  stage  at  which  renal 
function  has  deteriorated  to  a life-threatening 
point  and  is  commonly  referred  to  as  terminal 
or  end-stage  kidney  disease.  The  only  two 
means  available  of  maintaining  the  life  of  these 
patients  are  hemodialysis  and/or  transplanta- 
tion. Of  the  approximately  246  patients  per 
million  population  per  year  who  die  of  kidney 
disease  in  Texas,  it  is  estimated  that  38-50  per 
million  are  suitable  candidates  for  hemodialysis 
or  transplantation.  Thus,  in  Texas,  approximate- 
ly 418-550  patients  per  year  reach  a point 
where  their  own  kidneys  can  no  longer  sustain 
life,  and  these  patients  are  suitable  candidates 
for  maintenance  dialysis  or  transplantation. 

Flemodialysis  is  of  central  importance  in 
maintaining  patients  with  end-stage  kidney  dis- 
ease, but  it  is  successful  renal  transplantation 
which  offers  the  more  sustained  and  complete 
therapeutic  results.  Although  kidney  transplan- 
tation from  living  closely  related  donors  is  at 
present  associated  with  better  results,  it  is  esti- 
mated that  only  20-30%  of  these  patients 
could  receive  a transplant  from  a related  donor. 
The  remaining  70-80%  will  require  transplanta- 
tion from  cadaveric  sources  or  treatment  with 
long-term  maintenance  dialysis.  The  numerical 
distribution  of  this  aspect  of  the  problem  is 
illustrated  in  Fig  2.  The  delivery  gap  is  apparent 
when  these  figures  are  compared  to  those  on 
Fig  3.  As  a solution  to  the  existing  problem,  the 
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following  plan  was  proposed  by  the  Renal  Plan- 
ning Committee. 

The  Plan:  During  the  past  year,  47  renal  trans- 
plants were  performed  in  Texas,  leaving  a need- 
ed increase  of  153  to  bridge  the  annual  delivery 
gap.  Therefore,  an  adequate  statewide  trans- 
plant program  with  the  regional  supporting 
capabilities  of  organ  harvesting  and  sharing, 
tissue  typing,  and  hemodialysis  facilities  must 
be  developed.  Tertiary  centers  providing  these 
specialized  resources  should  be  dispersed  in 
such  a way  that  all  sections  will  have  adequate 
coverage  but  without  duplication.  This  is  ap- 
proximately one  center  per  4 million  residents. 
The  national  experience  indicates  that  for  each 
center  to  operate  efficiently  and  utilize  its  re- 
sources fully,  it  should  perform  50  transplants 
per  year.  The  first  objective  is  to  develop  the 
four  existing  tertiary  centers  in  Texas  (Baylor 
College  of  Medicine  in  Houston,  UT  Southwest- 
ern Medical  School  at  Dallas,  UT  Medical 
School  at  San  Antonio,  and  UT  Medical  Branch 
at  Galveston)  to  ultimately  achieve  the  goal  of 
50  transplants  per  year  per  center;  this  would 
provide  the  needed  200  transplants  per  year 
for  Texas. 

Tissue  typing  facilities,  possibly  the  most 
important  factor  in  predicting  transplant  suc- 
cess, must  be  increased  and  made  available  for 
the  200  transplant  candidates.  Available  facili- 
ties in  the  region  consist  of  the  tissue  typing 
laboratories  in  the  four  existing  tertiary  centers 
in  the  state.  The  need  is  for  the  development 
of  a communications  network  with  a central 
reference  laboratory  and  facilities  for  cross- 
matching. Thus,  any  patient  being  considered 
for  transplantation  will  be  typed  and  the  appro- 
priate information  (HLA  typing,  crossmatches, 
ABO  typing,  patient’s  location,  etc)  transmitted 
to  a central  computer  where  it  will  be  entered 
into  the  transplant  pool  data  storage  system 


for  rapid  retrieval  when  the  proper  donor  be- 
comes available  (Fig  4). 

Since  70-80%  of  transplantation  candidates 
must  be  transplanted  with  cadaveric  kidneys, 
200-250  kidneys  must  be  harvested  annually 
as  20-25%  of  organs  are  found  to  be  unsuit- 
able for  use.  An  active  cadaveric  kidney  pro- 
gram supported  by  organ  perfusion  equipment 
must  be  developed  and  will  operate  as  shown  in 
Fig  4.  When  a potential  cadaver  organ  becomes 
available,  the  “recovery  team”  under  the  super- 
vision of  the  regional  “transplant  coordinating 
physician”  will  be  alerted  and  immediately 
become  responsible  for  the  organ  procurement. 
It  will  be  the  function  of  this  team  to  procure 
and  convey  the  donor  cells  to  the  typing  labor- 
atory which  works  in  conjunction  with  this 
team.  Results  of  HLA  typing,  crossmatches,  and 
ABO  typing  will  then  be  transmitted  to  the  cen- 
tral computer.  The  computer  will  carry  the  rank- 
ing of  prospective  recipients  from  the  inventory 
of  recipients  in  the  transplant  pool,  select  the 
best  recipient  and  transmit  the  information  to 
the  recovery  team  as  well  as  to  the  transplant 
coordinating  physician  in  the  region  of  the  best 
recipient.  The  recipient  will  be  recalled  to  the 
center,  the  organ  transported  to  the  center 
and  the  transplantation  performed.  Utilization 
of  existing  organ  perfusion  and  preservation 
equipment  allows  the  immediate  activation  of 
this  aspect  of  the  program  if  the  communica- 
tion network  and  health  manpower  is  provided 
by  the  proposed  plan. 

When  the  logistics  of  the  system  are  refined 
and  it  is  operating  smoothly  it  will  be  inte- 
grated with  programs  of  surrounding  states. 
This  will  permit  the  development  of  a larger 
transplant  recipient  pool  and  improve  the  level 
of  donor-recipient  histocompatibility.  Limited 
experience  in  this  area  already  exists  between 
the  Texas,  Oklahoma,  and  Arkansas  Regions 
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which  are  part  of  the  Southwest  Organ  Sharing 
Group. 

In  order  for  all  this  to  become  possible,  dialy- 
sis capabilities  (home-training,  in-center,  lim- 
ited care  and  satellite)  must  be  increased  to  ac- 
commodate the  anticipated  500  patients  per 
year.  Since  this  will  require  the  training  and  ac- 
quisition of  new  personnel  (nurses,  technicians, 
physicians),  increase  in  the  availability  of  health 
manpower  is  the  fundamental  first  step  in  this 
direction.  This  will  allow  the  development  of 
satellite  centers  throughout  the  state  so  that 
no  patient  need  travel  more  than  100  miles  to 
have  access  to  one. 

Necessary  to  the  development  of  a sound 
base  for  this  project  is  both  medical  and  public 
education.  In  addition  to  training  the  technical 
health  personnel  necessary  to  solving  the  prob- 
lem, continuing  education  must  be  extended 
to  physicians  (both  to  individuals  and  groups) 
and  to  the  various  allied  health  personnel 
(technicians,  dietitians,  social  workers,  etc). 


1966 

1967 

1968 

1969 

1970 

Dialysis 

0 

0 

21 

56 

84 

Transplantation 

6 

13 

17 

19 

40 

Total 

6 

13 

38 

75 

124 

Estimated  Yearly  Need* 
45/ million 

425 

435 

450 

470 

485 

Annual  "Delivery  Gap" 

Noncumulative  Figures 

419 

422 

412 

395 

361 

*This  is  an  estimate  of  the  "best  suited"  or  "ideal"  candidates. 
This  figure  varies  from  38  to  75/ million  population.  The  figure 
utilized  in  this  report  is  45/million.  The  actual  yearly  mortality 
related  to  kidney  disease  in  Texas  (1968)  is  246/million. 

3.  Deliveiy  of  care  to  patients  with  end-stage 
kidney  disease  in  Texas  and  the  “delivery  gap.” 


4.  Logistics  of  cadaveric  transplantation  program  role 
of  transplant  coordinating  physician  and  center  computer. 


POTENTIAL 

CADAVERIC 

DONOR 


TRANSPLANT 
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The  public  must  be  educated  to  participate  in 
a broad  cadaver  kidney  donor  program,  to  de- 
velop an  awareness  of  renal  disease  to  facili- 
tate early  detection,  and  to  accept  therapy 
programs. 

Development  of  an  effective  detection  pro- 
gram is  desirable  in  hopes  of  reducing  the  inci- 
dence of  progressive  kidney  disease.  Budgetary 
restraints  will  hinder  the  development  of  a 
statewide  screening  program  aimed  at  kidney 
disease  alone.  Instead,  encouragement  of  and 
participation  in  a comprehensive  multisystem 
health  screening  program  is  the  goal.  When 
implemented,  the  results  of  such  a program 
must  be  computerized  for  follow-up  purposes 
and  for  the  acquisition  of  data  concerning  the 
prevalence  of  renal  disease  in  various  regions 
of  the  state. 

Legislation  is  necessary  to  improve  organ 
procurement  and  to  provide  continued  support 
for  the  proposed  comprehensive  renal  program. 
Adequate  financial  support  is  needed  and  re- 
quires a coordinated  funding  effort  whereby 
renal  care  can  be  extended  to  all  Texans. 

Continued  regional  planning  is  needed  to 
provide  overall  coordination,  planning  and  di- 
rection of  the  state’s  resources — both  public 
and  private — ^for  the  prevention,  diagnosis  and 
treatment  of  renal  disease.  Some  aspects  of 
the  plan  for  a comprehensive  renal  program 
lend  themselves  to  immediate  implementation, 
whereas  other  segments  require  continued 
planning  and  gradual  activation  for  achieve- 
ment of  the  overall  goals.  A committee  or  coun- 
cil is  needed  which  will  have  the  responsibilities 
of  (1)  serving  as  a clearing  house  for  informa- 
tion and  educational  material  on  projects;  (2) 
operation  of  a communications  network  be- 
tween all  dialysis,  transplantation  and  tissue 
typing  centers  in  the  region  (also  to  be  associ- 
ated with  a data  storage  and  retrieval  system); 


(3)  continued  planning  and  development  in 
order  to  avoid  overlaps  or  gaps  in  renal  ser- 
vices; (4)  development  and  maintenance  of 
“life  plans’’  for  renal  patients  through  the  com- 
munications network;  (5)  continued  evaluation 
of  results  and  performance;  (6)  maintaining  a 
kidney  registry;  and  (7)  organizing  the  parallel 
interdigitation  of  the  clinical  research  efforts  of 
the  region. 

The  Future:  The  development  of  a program  of 
this  nature  will  require  statewide  support  and 
the  belief  in  the  possible  benefits  that  may 
derive  from  a truly  regional  program.  This  belief 
and  faith  has  been  demonstrated  throughout 
the  planning  stages  of  the  report  by  all  those 
who  participated  in  its  preparation.  Indeed,  it 
has  become  apparent  that  the  preparation  of 
the  Report  of  the  Renal  Planning  Committee  has 
started  a process  that  could  lead  to  the  even- 
tual creation  of  a broad  based  regional  program 
to  improve  the  care  of  all  patients  with  renal 
disease  in  the  state. 

Dr.  Eknoyan,  Department  of  Internal  Medicine,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston 
77025. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  P.  POYTHRESS  & company,  INC.,  RICHMOND,  VIRGINIA  23217 


. . . KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms; 

□ belladonna  alkaloids — for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  biirbitiirates  or  bel- 
ladonna alkaloids,  glaucoma,  adviuiced  ren;il  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  biu'biturates  may  be  habit- 
fonning. 

Side  effects:  Blurred  vision,  dry  moutli,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  tliree  or  four  times  daily. 
Dfjsage  can  be  adjusted  depending  on  diagnosis  and  ses  erity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  ckiily.  Tablets  may  be  chewed  or  swallowed 
with  liciuids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simetliicone. 


Chuckwalla  (Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

Wlien  attempts  are  made  to  probe  him 
from  liis  niche,  he  gulps  air 
until  liis  abdomen  is  distended  up  to 
sixty  per  cent  over  its  nomi;il  size... 
thus  wedging  Iiiniself  tightly 
in  place  and  preventing  capture. 


The  tympanic  ventilating  tube: 
its  role  in 

eustachian  tube  dysfunction 

ERNEST  C.  BUTLER,  MD;  PAUL  BURNS,  MD 


The  tympanic  ventilating  tube  is  becoming  a 
widely  accepted  means  of  preventing  chronic  and 
recurrent  middle  ear  disease  resulting  from  eusta- 
chian tube  dysfunction. 

THE  TYMPANIC  VENTILATION  tube  is  a recent 
innovation  in  otology.  The  ventilation  tube  \was 
described  by  Armstrong  in  1954.  It  was  accept- 
ed slowly  at  first,  but  since  then  has  gained 
widespread  usage  by  otologists.  It  is  a practical 
method  to  restore  middle  ear  ventilation  while 
causes  of  eustachian  tube  dysfunction  are  be- 
ing recognized  and  treated. 

Cause:  Causes  of  eustachian  tube  dysfunction 
should  be  sought  in  an  attempt,  if  possible,  to 
correct  it  on  every  patient  prior  to  insertion  of 
the  tube.  Medical  and  surgical  treatment  for 
eustachian  tube  dysfunction  is  both  indirect 
and  frustrating,  but  can  be  quite  rewarding  in 
the  majority  of  cases.  Congenital  causes  may 
include  a cleft  palate,  submucous  cleft  palate 
and  a congenitally  small  eustachian  tube.  In- 
flammatory causes  include  sinusitis  and  naso- 
pharyngitis. Mechanical  causes  include  enlarged 
adenoids  and  damage  to  the  tube  opening  from 
previous  surgery.  Metabolic  factors  include  hy- 
pogammaglobulinemia and  allergy.  Neoplastic 
causes  include  carcinoma  of  the  nasopharynx 
in  adults  and  juvenile  angiofibroma  in  pube- 
scent males,  particularly  if  the  problem  is  uni- 
lateral. 

Diagnosis:  The  use  of  the  electro-acoustic  im- 
pedance bridge  has  enabled  the  otologist  to 
reveal  eustachian  tube  dysfunction  at  an  early 
stage  even  when  examination  under  the  micro- 
scope is  noncontributory.  It  may  be  performed 
accurately  in  preschool  children  and  in  infants 
under  sedation.  The  early  finding  in  eustachian 
tube  dysfunction  is  a negative  middle  ear  pres- 
sure. The  later  finding  is  a middle  ear  effusion. 


This  can  be  demonstrated  objectively  by  tym- 
panometry. In  normal  eustachian  tube  function 
the  pressure  in  the  middle  ear  is  equal  to  the 
atmospheric  pressure,  and  a type  A curve  is 
obtained.  In  negative  middle  ear  pressure,  a 
type  C curve  is  obtained  and  the  negative  pres- 
sure of  —100  to  —200  mm  H2O  is  demon- 
strated on  the  graph.  In  middle  ear  effusions  a 
type  B curve  is  obtained.  The  tympanic  mem- 
brane does  not  move  with  pressure  changes  in 
the  canal.  Also,  an  increased  acoustic  imped- 
ance is  noted  and  the  stapedial  reflexes  cannot 
be  obtained.  Standard  audiometry  shows  a con- 
ductive hearing  loss  of  20-25  decibels. 

Goals:  The  otologists’  goal  is  to  prevent  perma- 
nent middle  ear  changes  that  result  from  eusta- 
chian tube  dysfunction.  These  include  the  for- 
mation of  adhesions  in  the  middle  ear,  the  for- 
mation of  cholesteatoma,  erosion  of  the  ossicu- 
lar chain,  or  a perforation  of  the  tympanic 
membrane.  Restoration  of  hearing  and  preven- 
tion of  recurrent  infection  are  noted  promptly. 
Treatment:  The  indications  for  ventilation  tube 
insertion  include  recurrent  serous  otitis  media, 
a persistent  episode  of  serous  otitis  media, 
recurrent  acute  otitis  media  superimposed  on 
chronic  serous  effusions  and  early  retraction 
pockets  of  the  tympanic  membrane.  These  in- 
dications should  be  liberalized  if  the  patient 
has  an  underlying  reason  for  poor  eustachian 
tube  function  or  cannot  be  followed  carefully. 

Insertion  of  the  tube  usually  is  performed 
while  the  patient  is  under  general  anesthesia. 
However,  if  the  patient  is  cooperative  or  there 
is  a contraindication  to  general  anesthesia, 
local  anesthesia  or  restraint  may  be  utilized. 
It  is  important  that  all  secretions  be  aspirated 
from  the  middle  ear. 

The  usual  failure  of  the  ventilation  tube  is 
early  extrusion.  Trying  to  solve  this  problem  has 
resulted  in  the  creation  of  several  designs  and 
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sizes  of  the  tube.  If  long-term  ventilation  is  de- 
sired, the  tube  is  usually  inserted  in  the  anterior 
superior  quadrant  of  the  tympanic  membrane. 
A wide-flanged  tube  is  used  and  the  lip  of  the 
tube  rests  under  the  handle  of  the  malleus.  If 
short-term  ventilation  is  desired,  the  posterior 
inferior  quadrant  is  used  and  many  varieties  of 
tubes  are  available. 

The  most  common  postoperative  problem 
is  infection.  This  usually  results  from  getting 
water  in  the  ear  but  may  result  from  an  acute 
upper  respiratory  infection  or  sinusitis.  These 
usually  respond  promptly  to  topical  and  sys- 
temic antibiotics  without  removing  the  tube. 
Permanent  perforation  of  the  tympanic  mem- 
brane is  very  uncommon. 

There  is  no  clear-cut  indication  for  removal 
of  the  ventilation  tube.  We  prefer  to  let  the  tube 
extrude  spontaneously,  which  is  usually  pain- 
less and  results  in  immediate  healing  of  the 
tympanic  membrane. 

In  summary,  the  ventilation  tube  is  a safe 
and  practical  method  to  restore  ventilation  to 
the  middle  ear.  If  eustachian  tube  dysfunction 
is  discovered  and  treated  early,  the  patient  will 
have  normal  hearing  and  permanent  middle  ear 
changes  can  be  prevented.  While  the  tube  is  in 
place,  the  etiology  of  the  eustachian  tube  dys- 
function may  be  treated  or  be  allowed  to  re- 
solve spontaneously. 
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Pediatric  grand  rounds: 
smoke  inhalation  and 
respiratory  burns 


The  management  of  respiratory  tract  injury  from 
smoke  or  direct  burn  requires  expertise  in  pul- 
monary physiology  and  infectious  disease.  A case 
of  respiratory  tract  burn  is  presented  which  dem- 
onstrates all  of  the  problems  associated  with  ther- 
mal injury  to  the  respiratory  tract.  A rational 
approach  to  the  problem  is  presented  with  a re- 
view of  literature. 

PROTOCOL:  A 3-year-old  black  boy  in  severe 
respiratory  distress  arrived  via  ambulance  at 
Ben  Taub  General  Hospital  on  Jan  5,  1971. 
The  patient  and  his  three  siblings,  ages  11 
months,  22  months  and  5 years,  were  rescued 
from  a fire  in  their  small  apartment.  They  were 
taken  immediately  to  a local  emergency  room 
where  the  11-month-old  girl  was  dead  on  arrival 
and  the  other  three  children  were  unrespon- 
sive. The  patient  and  his  5-year-old  sibling  had 
endotracheal  intubation  and  were  transferred 
immediately  to  Ben  Taub.  On  admission  here, 
the  patient  was  responsive  only  to  deep  pain, 
respiration  rate  58/minute;  pulse  rate,  120/ 
minute.  There  was  profuse  watery  nasal  dis- 
charge mixed  with  soot,  and  sooty  mucoid  se- 
cretions were  suctioned  from  the  endotracheal 
tube.  There  was  no  respiratory  stridor  or  skin 
burns,  and  the  patient's  color  was  good. 

The  admission  laboratory  values  were:  he- 
matocrit 32%;  white  blood  cells  11,300;  and 
blood  urea  nitrogen,  electrolytes,  and  carboxy- 
hemoglobin  level,  normal.  Initial  tracheal  as- 
pirate culture  revealed  normal  flora.  Chest  x- 
ray  on  admission,  four  hours  after  the  fire,  re- 
vealed early  bilateral  bronchopneumonia.  At 
that  time  the  patient’s  pH  was  7.417;  PCO2, 
25.6;  PO2,  67;  and  O2  saturation,  93.2%  (the 
patient  was  breathing  50%  oxygen). 

The  patient’s  initial  therapy  consisted  of  fre- 
quent endotracheal  suctioning  (sooty,  profuse 


mucoid  secretions  mixed  with  bronchial  casts 
were  removed);  high  humidity  oxygen  by  T-tube 
via  heated  Puritan  nebulizer;  aqueous  penicillin 
G,  200,000  units  intravenously  every  four 
hours;  fluids  administered  intravenously;  and 
Decadron,  8 mg  -intravenously  every  six  hours. 
During  the  first  eight  to  ten  hours,  the  patient 
had  an  increasing  respiratory  rate  associated 
with  mild  expiratory  wheezing  with  diffuse  bi- 
lateral rhonchi  and  fine  rales.  His  color  re- 
mained good,  but  his  sensorium  remained  de- 
pressed. There  were  profuse  secretions  suc- 
tioned from  the  trachea.  Direct  laryngoscopy 
ten  hours  after  the  fire  revealed  moderately 
severe  edema  and  erythema  of  the  epiglottis 
and  vocal  cords.  The  posterior  pharynx  ap- 
peared normal.  The  patient  had  elective  trache- 
ostomy (18  hours  following  admission)  with  in- 
sertion of  a 4-0  uncuffed  tracheostomy  tube 
without  difficulty.  A specimen  of  trachea  sub- 
mitted for  pathologic  study  showed  multiple 
areas  of  focal  mucosal  necrosis.  A roentgeno- 
gram of  the  chest  24  hours  later  showed  no 
change  in  the  infiltrate,  but  there  was  some 
streaky  atelectasis  of  the  right  middle  lobe. 

During  the  next  three  to  four  days  the  pa- 
tient became  increasingly  responsive  so  that  he 
could  take  oral  fluids  well,  and  concomitantly, 
his  respiratory  difficulties  improved  greatly.  On 
Jan  11,  1971,  the  Decadron  was  discontinued. 
His  condition  remained  stable  until  six  days 
after  admission  when  fever,  some  mild  dysp- 
nea, increasing  cough  and  respiratory  rate  de- 
veloped, and  on  physical  examination  bilateral 
wheezes  and  rales  were  heard.  Tracheal  as- 
pirate at  that  time  (24  hours  after  penicillin 
had  been  discontinued)  grew  H influenzae.  The 
patient’s  chest  roentgenogram  on  Jan  12, 
1971,  showed  an  increase  in  the  bronchopneu- 
monia, and  he  was  treated  with  Ampioillin,  400 
mg  intramuscularly  every  six  hours,  with  grad- 
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ual  clinical  and  radiographic  resolution  of  his 
pneumonia.  The  tracheostomy  was  repaired  15 
days  after  admission  without  difficulty  and  the 
patient  was  discharged  16  days  after  admis- 
sion, asymptomatic.  Follow-up  examination  in 
the  pediatric  clinic  four  days  after  discharge 
showed  a normal  child  with  a healed  tracheos- 
tomy scar  and  a normal  roentgenogram  of  the 
chest.  The  18-month-old  sibling  recovered  with- 
out pneumonia  or  tracheostomy  and  the  5-year- 
old  sibling  required  tracheostomy,  but  his  re- 
covery was  otherwise  uneventful. 

Dr.  Carol  Baker  (Postdoctoral  Fellow,  Infectious 
Disease  Section,  Baylor):  This  case  illustrates 
many  of  the  respiratory  problems  resulting  from 
exposure  to  smoke  and  heat.  In  1942  a disas- 
trous fire  at  the  Cocoanut  Grove  in  Boston 
killed  491  persons.  Of  the  114  casualties  taken 
to  Massachusetts  General  Hospital,  75  were 
dead  on  arrival  and  of  the  39  who  survived  long 
enough  to  be  treated,  only  3 were  without  res- 
piratory problems — these  3 people  had  cov- 
ered their  mouths  with  wet  cloths.  Only  a small 
proportion  of  the  victims  had  extensive  skin 
burns,  and  most  of  the  deaths  were  attributed 
to  anoxemia. 

Damage  to  the  respiratory  tract  with  or  with- 
out superimposed  infection  is  reported  by  most 
burn  units  as  the  leading  cause  of  death  in  pa- 
tients with  burns.  The  etiology  of  death  from 
the  respiratory  tract  varies  greatly;  it  may  be 
due  to  upper  airway  obstruction  from  laryngeal 
edema,  pulmonary  edema,  or  the  insidious  de- 
velopment of  pulmonary  sepsis  several  days  or 
weeks  following  the  burn. 

The  quantitative  contribution  of  the  various 
etiologic  factors  causing  respiratory  distress  in 
patients  with  burns  is  unknown,  but  the  poten- 
tial hazards  of  each  should  be  considered  when 
managing  patients  rescued  from  fires.  These 
factors  are:  (1)  smoke,  including  inhaled  sparks 
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1.  Lethal  effect  of  smoke  on  the  respiratory  tract; 
mortality  (%)  ten  days  after  burn.  Model: 
Sprague-Dawley  rats,  55  in  each  group, 
five  rats  removed  from  the  oven  every  minute.^ 


Minutes 

Group  1,  70°C 

Group  2,  85°C 

Group  3, 100°C 

8 

0 

0 

40% 

9 

0 

0 

100% 

10 

0 

20% 

100% 

11 

0 

80% 

100% 

12 

0 

100% 

100% 

15 

100% 

100% 

100% 

2.  Effect  of  temperature  on  the  respiratory  tract; 
mortality  (%)  ten  days  after  burn.  Model: 
Sprague-Dawley  rats,  3 groups  of  55  each, 
constant  humidity  10%. t 
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3.  Effect  of  humidity  on  the  respiratory  tract; 
mortality  (%)  ten  days  after  burn.  Model: 
Sprague-Dawley  rats,  3 groups  of  55  each, 
constant  temperature  95°C.t 
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1.  Flame  burns  involving  the  face 

2.  Singed  nasal  vibrissae 

3.  Burn  sustained  in  a closed  space 

4.  Criteria  for  diagnosis  of  respiratory  burn. 


of  partially  burned  material  and  irritating  gas- 
es; (2)  flame,  including  the  inhalation  of  flam- 
ing gases  and  heat;  (3)  the  presence  or  ab- 
sence of  facial  burns;  and  (4)  location  of  the 
fire  in  an  enclosed  space. 

The  chemical  and  physical  nature  of  fumes 
and  smoke  vary  from  fire  to  fire.  In  addition, 
the  time  of  exposure  and  degree  of  protection 
of  the  victim  varies.  Respiratory  tract  damage 
may  be  present  in  patients  without  facial  or 
body  burns  who  are  rescued  from  smoke  fires, 
as  was  the  case  in  our  patient.  These  patients 
usually  have  been  exposed  to  the  irritating 
fumes  containing  sulfurous  and  nitrogenous 
materials  and  are  noted  to  have  reddened 
pharynges.  Stone, ^ in  1967,  studied  the  effects 
of  smoke  on  the  respiratory  tract  in  four  groups 
of  rats  exposed  to  smoke  from  smoldering  cot- 
ton in  enclosed  ovens.  These  results  are  sum- 
marized in  Fig  1. 

In  1945  Moritz  et  aP  published  experimental 
work  in  dogs  in  which  they  showed  that  when 
hot  air  was  blown  into  the  larynx  at  270°C  the 
temperature  of  the  air  fell  to  50° C in  the 
trachea.  Hot  air  and  flame  could  burn  the  lar- 
ynx but  did  not  produce  lower  respiratory  tract 
damage.  However,  inhaled  steam  produced  se- 
vere pulmonary  injury.  Similar  results  were  ob- 
tained by  Stone  et  al^  when  they  studied  rats 
in  groups  of  55,  varying  temperature  and  hu- 
midity. They  insufflated  steam  at  10  mm  Hg 
pressure  through  chilled  plastic  endotracheal 
tubes.  The  results  are  summarized  in  Figs  2 
and  3. 

From  this  data,  Stone^  concluded  that  tem- 
perature increased  the  severity  of  the  pulmo- 
nary burn  and  the  increased  humidity  augment- 
ed the  environmental  temperature  and  there- 
fore increased  pulmonary  damage.  Water  is  a 
better  conductor  of  heat  than  air  and  a given 


volume  of  steam  has  more  energy  than  an 
equal  volume  of  dry  air. 

The  presence  of  the  facial  burn  should  be  a 
helpful  guide  to  the  clinician  to  suspect  res- 
piratory tract  damage.  Death  has  a predilection 
for  patients  with  second-  and  third-degree 
burns  of  the  face,  whereas  first-degree  burns  of 
the  respiratory  area  and  severe  burns  of  the 
periphery  do  not  carry  the  same  grave  progno- 
sis. The  final  etiologic  factor  in  the  develop- 
ment of  pulmonary  damage  in  burn  patients  is 
confinement.  Confinement  of  both  patient  and 
fire  in  an  encolsed  space  considerably  increases 
the  respiratory  hazard.  Eighty  percent  of  the 
932  burn  patients  studied  by  Phillips  et  aP’^  at 
Massachusetts  General  Hospital  who  sustained 
burns  while  in  enclosed  spaces  had  respiratory 
problems.  Thus,  the  physician  encountering  a 
patient  without  pulmonary  signs  or  symptoms 
initially  should  prepare  for  respiratory  prob- 
lems in  patients  known  to  have  been  exposed  to 
smoke  or  irritating  fumes  as  well  as  flames  in 
enclosed  spaces  even  in  the  absence  of  facial 
burns,  and  should  always  expect  them  in  pa- 
tients with  second  or  third-degree  burns  of  the 
upper  chest  or  face. 

The  clinical  criteria  for  the  diagnosis  of  pul- 
monary burns  as  set  forth  by  Stone®  in  1967, 
serves  as  a good  guide  to  planning  the  man- 
agement of  such  patients  (Fig  4). 

Stone®  believed  that  two  of  the  three  criteria 
must  be  fulfilled  in  order  to  make  the  diagno- 
sis, and  by  this  criteria  collected  81  patients 
during  a four-year  period  at  Grady  Memorial 
Hospital.  Approximately  50%  of  these  patients 
had  dysphagia,  cough,  dyspnea,  cyanosis,  soot- 
flecked  sputum,  rales,  rhonchi  or  wheezes  in 
the  first  24  hours  after  admission.  Radiographs 
of  the  chest  were  seldom  of  any  diagnostic  ben- 
efit on  admission  since  radiologic  evidence  of 
any  pulmonary  damage  rarely  became  apparent 
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for  at  least  24-36  hours  after  the  burn.  The 
mortality  rate  in  patients  with  all  three  criteria 
was  71.2%  and  in  those  with  two  of  the  three 
criteria  was  44.8%.  Harrison  et  al®  in  1967, 
thought  that  the  presence  of  singed  nasal  hairs 
was  not  helpful  in  separating  patients  with  po- 
tential oxygenation  problems  from  others. 

In  assessing  a patient’s  degree  of  pulmonary 
damage  one  usually  has  only  the  patient’s  phys- 
ical findings  and  history  of  the  probable  etio- 
logic  factors  that  he  was  exposed  to  in  the  fire. 
The  more  severely  injured  patients  show  res- 
piratory distress,  stridor,  copious  mucoid  secre- 
tions and  upper  airway  edema  in  the  two  to  six 
hours  after  being  burned.  There  are  three  clin- 
ical stages  according  to  Stone^  in  the  progres- 
sion of  the  pulmonary  burn:  (1)  ventilatory  in- 
sufficiency (0-24  hours),  (2)  pulmonary  edema 
(8-36  hours),  and  (3)  bacterial  pneumonia 
(after  72  hours). 

Harrison’s®  classification  varies  slightly:  (1) 
edema  (0-24  hours),  (2)  tissue  slough  and  sep- 
sis (3-14  days),  and  (3)  pneumonia  phase  (14- 
28  days).  The  phase  of  pulmonary  insufficiency 
is  based  on  severe  bronchospasm  and  exten- 
sive alveolar  damage  with  disruption  of  the  al- 


veolar-capillary membrane.  In  this  stage,  pa- 
tients who  are  asymptomatic  and  without  phys- 
ical findings  when  first  examined,  may  begin  to 
complain  of  sore  throat,  display  irrational  be- 
havior, become  confused  or  disoriented,  and 
rapidly  progress  to  increasing  respiratory  rate, 
laryngospasm,  bronchospasm,  or  rales.  The 
presence  of  rales  on  admission  is  a poor  prog- 
nostic sign.  During  this  stage  1,  Garzon  et  aT 
showed  that  pulmonary  resistance  is  increased, 
indicating  severe  narrowing  and  obstruction  of 
the  tracheobronchial  tree  from  spasm  of  small- 
er bronchi,  edema  of  walls,  blocking  with  car- 
bon particles,  epithelium,  fibrin,  leucocytes  and 
mucus.  In  addition  to  increased  resistance, 
the  compliance  is  decreased  probably  second- 
ary to  atelectasis  distal  to  bronchiolar  plugs. 
During  this  stage,  hypoxemia  is  the  rule  and 
this  is  added  to  by  diminution  in  the  hemo- 
globin available  for  oxygen  transport  (anemia 
secondary  to  hemolysis — body  burns)  and  car- 
bon monoxyhemoglobinemia,  and  increased  tis- 
sue demands  (increased  BMR).  Furthermore, 
the  presence  of  carbon  monoxide  intoxication 
in  the  early  stages  may  alter  the  patient’s  sen- 
sorium  as  well  as  mask  the  degree  of  cyanosis 
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present.  In  a study  by  Epstein®  at  the  Surgical 
Research  Unit,  Brooke  Army  Medical  Center,  in 
1963,  28  patients  (all  young  adults)  and  10  un- 
burned controls  had  arterial  blood  gas  values 
determined  at  intervals.  The  mean  p02  values 
for  the  burned  group  v\/as  22  mm  Hg  less  than 
the  controls,  while  the  pCOo  was  essentially 
unchanged.  In  9 of  17  patients  with  decreased 
PO2,  the  O2  saturation  was  greater  than  94%, 
and  this  usually  was  associated  with  a high 
blood  pH  (greater  than  7.48).  Eleven  of  17 
patients  had  abnormal  chest  radiographs,  8 of 
17  had  rales,  and  4 of  17  had  wheezes.  Their 
conclusion  was  that  arterial  oxygen  tension, 
which  is  a more  sensitive  index  of  oxygena- 
tion impairment  than  is  hemoglobin  saturation, 
was  an  important  guide  to  the  management  of 
the  respiratory  problems  from  burns.  The  rea- 
son that  oxygen  saturation  was  frequently  nor- 
mal in  patients  with  reduced  PO2  levels  is 
because  the  O2  dissociation  curve  contains  a 
flat  portion  at  about  85%  saturation  where  a 
small  change  in  the  oxygen  saturation  may  be 
associated  with  large  changes  in  the  oxygen 
tension.  The  cause  of  hypoxemia  in  burn  pa- 
tients seems  to  be  uneven  distribution  of  al- 
veolar gas  and  blood,  and  impairment  in  dif- 
fusion. 

The  second  clinical  stage,  according  to 
Stone®  occurs  8 to  36  hours  after  the  burn 
(pulmonary  edema),  and  seldom  occurs  before 
fluid  resuscitation  reexpands  the  extracellular 
fluid  compartment.  A fulminating  type  of  pul- 
monary edema  occurs  in  two  situations:  (1) 
when  intrabronchial  and  intra-alveolar  pressure 
have  been  significantly  reduced  through  elimi- 
nation of  the  intermittent  glottic  obstruction  to 
expiration  (ie,  a few  hours  following  tracheos- 
tomy) and  (2)  overhydration  in  patients  with 
preexisting  cardiac  disease. 

The  final  stage  is  that  of  bacterial  pneu- 


monia usually  caused  by  staphylococci  and 
gram-negative  enteric  organisms.  Broncho- 
pneumonia can  develop  gradually  or  rapidly  in 
areas  of  lung  where  ciliary  action  is  decreased 
or  absent  and  mucous  is  not  clean.  Frequently 
this  is  distal  to  obstruction  by  sloughed  mu- 
cosa. However,  autopsy  has  shown  the  condi- 
tion to  be  more  than  simple  bronchopneumo- 
nia. Multiple  abscesses  are  seen  in  the  pul- 
monary parenchyma,  which  do  not  communi- 
cate with  the  bronchial  tree;  as  a result,  bac- 
teremia and/or  septicemia  are  more  likely  to 
occur.  In  the  first  few  days,  the  majority  of 
the  patients  have  staphylococcal  infection;  how- 
ever, antibiotic  therapy  rapidly  changes  the 
flora  and  the  gram-negative  organisms  usu- 
ally predominate  within  three  or  four  days  after 
the  burn. 

I will  briefly  present  an  outline  of  therapy 
for  patients  with  respiratory  problems  associ- 
ated with  burns.  Treatment  should  be  directed 
at  the  pathologic  problems  peculiar  to  the  clin- 
ical stage  present.  The  immediate  cause  of 
respiratory  distress  is  laryngeal  edema  and  ac- 
cumulation of  mucus.  Suctioning  will  allow 
clearance  of  secretions  and  indirect  laryn- 
goscopy allows  evaluation  as  to  the  extent  of 
involvement  of  the  posterior  pharynx  and  vo- 
cal cords.  High  oxygen,  high  humidity,  close 
monitoring  with  blood  gas  determinations  and 
high-dose  steroids  given  intravenously  are  ef- 
fective during  this  early  stage,  but  tracheos- 
tomy may  be  necessary.  If  the  patient  passes 
through  the  first  few  hours  without  signs  of 
upper  airway  obstruction  and  then  develops 
respiratory  symptoms  plus  rales,  wheezes  and 
hypoxemia,  bronchospasm  usually  is  the  ma- 
jor barrier  to  oxygen  exchange.  Bronchodilators 
usually  are  ineffective  but  may  be  tried.  Usual- 
ly, intravenous  steroids  are  necessary.  Stone^ 
has  demonstrated  in  animal  studies  a signifi- 
cant decrease  in  mortality  following  pulmonary 
burns  when  high  oxygen  concentrations  and 
high  humidity  are  used.  In  addition,  he  proved 
that  steroid  therapy  is  ineffective  in  increasing 
the  survival  rate,  but  believes  from  results  of 
clinical  studies  that  early  short-term  therapy 
may  be  useful.  Stone®  specifically  warns 
against  maintenance  steroid  therapy  because 
he  has  shown  it  to  be  ineffective  in  improving 
oxygenation  on  a long-term  basis,  and  it  may 
seriously  compromise  patients  once  parenchy- 
mal infection  occurs.  During  stage  1,  positive- 
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pressure  ventilation  usually  is  not  necessary 
and  may  be  contraindicated  because  this  equip- 
ment -is  heavily  contaminated  with  antibiotic- 
resistant  pathogens.  Tracheostomy  during  the 
state  of  bronchospasm  usually  does  not  relieve 
hypoxia,  but  may  be  necessary  to  allow  suc- 
tioning of  profuse  secretions  effectively.  Tra- 
cheostomy during  late  stage  1 may  precipitate 
stage  2. 

Prophylactic  antibiotic  therapy  during  stage 
1 is  thought  by  most  investigators  to  be  in- 
effective in  preventing  bacterial  infection,  and 
many  studies  actually  show  increased  mortal- 
ity rates.  Baseline  tracheal  aspirate  for  culture 
should  be  obtained  and  antibiotics  withheld 
until  specific  pathogens  are  isolated. 

The  mainstay  of  therapy  during  stage  1 is 
high  humidity — high  oxygen  combined  with 
good  pulmonary  toilet. 

Stage  2,  pulmonary  edema,  is,  fortunately, 
uncommon  and  is  difficult  to  treat.  Fluid  re- 
striction, diuretics  and  digitalis  usually  are 
helpful  only  in  patients  with  underlying  cardiac 
disease.  In  those  patients  with  pulmonary 
edema  on  the  basis  of  severe  pulmonary  burn, 
the  early  effective  therapy  is  strictly  aseptic 
positive-pressure  ventilation  through  an  endo- 
tracheal tube. 

Stone®  thought  that  stage  3 occurred  in 
100%  of  patients  with  pulmonary  burns  who 
survived  the  first  two  stages.  In  general,  pneu- 
monia developing  early  following  burns  was  the 
most  fulminant.  Massive  doses  of  specific  anti- 
biotics are  an  absolute  necessity.  Stone®  and 
Harrison®  independently  demonstrated  poor 
correlation  of  sputum  cultures  at  this  stage  with 
the  pathogen  responsible  for  lung  parenchymal 
invasion;  however,  as  sepsis  usually  developed 
concomitant  with  pneumonia,  blood  cultures 
provided  a reliable  means  of  determining  the 
organism.  The  pathogens  noted  were  the 
Staphylococcus  early,  followed  by  increasingly 
antibiotic-resistant  gram-negative  enteric  or- 
ganisms late. 

In  conclusion,  I quote  part  of  an  editorial 
from  the  British  Medical  Journal,  July,  1967®: 
“First  aid  for  scalds  has  been  in  the  public  eye 
. . . particularly  in  the  controversial  matter  of 
immediate  cooling  of  the  scalded  skin.  But 
there  is  no  controversy  about  the  value  of  first- 
aid  precaution  against  smoke  and  toxic  fumes. 
The  three  survivors  of  the  Cocoanut  Grove  dis- 
aster who  sustained  no  damage  to  the  respira- 


tory tract  had  covered  their  mouths  with  wet 
clothes.  Is  this  not  a measure  which  television 
playwrights  could  teach  by  portrayal  without 
comment?” 

Dr.  Gunyon  Harrison  (Director,  Pulmonary  Dis- 
ease Center,  Texas  Institute  for  Rehabilitation 
and  Research):  In  the  past  three  years  we  have 
handled  one  adult  and  four  children  with  tra- 
cheobronchial injuries  associated  with  smoke, 
heat  and/or  flames.  These  varied  in  intensity 
of  the  burn,  but  all  had  symptomatology  indic- 
ative of  tracheobronchial  irritation  with  ade- 
quate removal  of  accumulated  secretions  which 
give  rise  to  intramural  obstruction.  If  wheezes 
are  detected  on  chest  examination,  this  may 
not  be  secondary  to  bronchiospasm  but  may  be 
due  to  intramural  obstruction.  (The  infant  who 
has  cystic  fibrosis  is  very  often  treated  for  sev- 
eral weeks  for  asthma  because  wheezing  is  as- 
sociated with  bronchiospasm;  the  fibrocystic's 
wheezing  is  not  asthma  but  intramural  obstruc- 
tion causing  a decrease  in  the  luminal  size  of 
the  bronchi,  resulting  in  increased  airway  resist- 
ance.) This  produces  further  irritation  to  the 
tracheobronchial  mucosa  increasing  the  pro- 
duction of  mucus  which  in  the  presence  of  a 
smaller  airway  gives  rise  to  wheezing.  In  order 
to  control  secretions,  intubation  is  indicated  as 
a means  of  achieving  direct  access  to  the  lower 
respiratory  tract  for  the  purpose  of  aspirating 
excess  mucus.  Whether  a nasal  endotracheal 
tube  is  used  or  one  does  a tracheostomy  de- 
pends upon  experience  of  the  medical  and 
ancillary  personnel.  If  more  than  two  or  three 
days  of  tracheal  care  is  anticipated,  then  one 
should  tracheotomize  rather  than  intubate.  Ex- 
perience will  determine  the  appropriate  route 
for  tracheal  care. 

if  an  aspirate  of  the  tracheobronchial  tree 
reveals  dried  blood,  soot  or  necrotic  debris,  this 
should  alert  one  to  realize  that  the  mucociliary 
escalator  has  been  insulted.  This  patient  needs 
to  be  started  on  a comprehensive  respiratory 
care  program  with  meticulous  attention  to  de- 
tails. A comprehensive  respiratory  care  program 
means  that  one  uses  a sterile  suction  tip  and 
sterile  procedure  each  time  an  aspirate  of  the 
tracheobronchial  tree  is  undertaken  (which  will 
be  every  two  to  four  hours)  sucking  out  both 
main  stem  bronchi  and  giving  intensive  inhala- 
tion therapy  using  a face  mask  with  a good  Puri- 
tan heated  nebulizer.  In  other  words,  you  want 
to  reproduce  what  the  upper  airway  was  intend- 
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ed  to  do,  that  is,  warm  and  humidify.  In  addi- 
tion, for  the  purpose  of  extreme  cleanliness,  the 
nebulizer  should  be  changed  at  least  two  or 
three  times  a day  for  the  first  week.  This  in- 
sures reduction  of  contaminating  the  tracheo- 
bronchial tree  with  organisms  that  multiply  in 
water,  such  as  Senatia  and  Pseudomonas.  In 
respiratory  care  and  management  of  patients 
with  cardiac  transplants  we  found  we  could 
control  tracheobronchial  infection  very  well  by 
meticulously  caring  for  the  tracheobronchial 
tree. 

After  providing  an  airway  and  a cleaning  regi- 
men, the  decision  for  artificial  ventilatory  as- 
sistance is  necessary.  There  are  several  things 
to  do:  (1)  Perform  arterial  puncture  and  analyze 
arterial  bloods  every  eight  hours  for  pH,  PCO2, 
the  PO2  and  O2  saturation;  (2)  use  a stetho- 
scope to  see  what  is  going  on  in  the  tracheo- 
bronchial tree;  (3)  having  put  in  a tracheostomy 
bypass,  one  can  do  a dead-space/tidal-volume 
ratio.  The  normal  dead-space/tidal-volume  ratio 
in  this  individual  with  an  endotracheal  or  tra- 
cheostomy tube  is  not  0.3  but  probably  about 
0.2.  So,  as  long  as  the  ratio  is  0.1  to  0.25,  there 
is  adequate  alveolar  ventilation.  (4)  The  last 
criteria  for  assisted  ventilation  is  to  do  a simple 
diffusion-perfusion  test  by  performing  an  arteri- 
al puncture,  at  which  time  the  patient  is  breath- 
ing room  air,  and  measure  pH,  PCO2  and  O2 
saturation  and  repeat  the  arterial  blood  studies 
with  the  patient  breathing  100%  oxygen.  There 
are  many  different  nomograms  by  which  one 
can  compute  the  amount  of  physiological  pul- 
monary shunt,  and  if  the  shunt  is  over  20% 
there  is  a significant  degree  of  respiratory  alveo- 
lar deficit.  If  a pulmonary  laboratory  is  availa- 
ble, a total  study  of  pulmonary  function  can  be 
undertaken. 

If  assisted  ventilation  is  needed,  a volume- 
cycle  ventilator  should  be  used.  If  sufficient 


deficit  with  both  resistance  and  compliance  to 
give  respiratory  insufficiency  secondary  to  un- 
even air  distribution  is  present,  one  cannot  tell 
how  effective  the  breath-by-breath  alveolar  ven- 
tilation is  with  a pressure-cycle  ventilator;  thus, 
a volume-cycle  ventilator  is  indicated.  Meticu- 
lous pulmonary  care  is  given  while  the  patient 
is  on  a ventilator  that  has  a cascade  humidifier 
or  an  ultrasonic  nebulizer  or  a heated  main- 
stream nebulizer.  These  nebulizing  units  should 
be  replaced  every  eight  hours  with  a sterile  unit 
and  sterile  aerosol  solution. 

If  the  patient  has  bronchial  edema,  I believe 
that  the  administration  of  steroids  is  indicated. 
To  use  steroids  to  shrink  tissue  or  to  eliminate 
edema,  one  needs  to  give  large  doses  during  a 
short  time,  since  this  problem  will  probably  run 
its  course  in  48  to  72  hours.  There  is  little  in 
the  literature  to  indicate  that  short-term  inten- 
sive steroid  administration  is  dangerous.  If 
steroids  are  used,  prophylactic  antibiotics  are 
indicated.  This  is  not  only  prophylactic,  but  also 
therapeutic  in  an  individual  who  has  a severe 
burn  with  mucociliary  escalator  damage,  infec- 
tions are  common.  Antibiotics  are  prescribed  by 
culture  results. 

Lastly,  if  the  individual  develops  severe  bron- 
chospasm,  an  intermittent  positive-pressure 
breathing  program  is  indicated.  Isoproterenol 
inhalation  and  aminophylline  given  intravenous- 
ly may  be  helpful.  Chest  x-rays  should  be  ob- 
tained every  day  in  order  to  detect  early  bron- 
chial pneumonia  or  atelectasis.  About  the  fifth 
or  sixth  day,  with  the  respiratory  status  stable 
or  improved,  the  patient  can  be  weaned  from 
the  mechanical  ventilation  equipment.  Meticu- 
lous tracheobronchial  care  must  be  carried  out 
as  long  as  an  endotracheal  or  tracheostomy 
tube  is  in  place.  Steroids  may  be  abruptly  dis- 
continued on  the  fourth  or  fifth  day. 

There  is  no  reason  to  lose  a patient  with 
smoke  intoxication  or  with  a respiratory  tract 
burn  unless  his  alveolar  system  has  been  de- 
stroyed. This  is  a pathological  condition  that 
we  cannot  manage  because  we  do  not  have  a 
membrane  oxygenator  that  is  efficient  for  long 
periods  of  time.  One  can  easily  manage  pH  and 
PCO2  with  bicarbonate  and  proper  ventilation, 
but  in  many  instances  it  is  impossible  to  cope 
with  arterial  oxygen  deficit  since  we  do  not 
have  a membrane  oxygenator.  In  most  instanc- 
es, this  is  why  we  lose  patients  who  are  handled 
with  good  respiratory  therapy  programs. 
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Dr.  Arnold  Cohn  (Associate  Professor,  Depart- 
ment of  Otolaryngology,  Baylor):  The  degree  of 
controversy  in  treatment  of  respiratory  tract 
burns  is  exemplified  even  in  the  approach  to 
management  of  the  recognized  severe  respira- 
tory tract  burn.  An  aggressive  approach  ap- 
pears to  be  the  more  effective.  In  the  recog- 
nized significant  respiratory  tract  injury,  the 
follo\wing  guide  to  management  is  offered.  In- 
itial arterial  blood  gases  are  taken  as  a baseline 
for  treatment,  to  be  followed  four  times  a day 
or  more  frequently,  as  the  patient’s  clinical  con- 
dition determines.  A baseline  chest  x-ray  is 
taken  and  repeated  daily.  The  patient  is  placed 
in  a high-humidity  environment,  with  supple- 
mental oxygen  given.  The  mechanism  for  deliv- 
ery of  this  oxygen  is  a subject  of  debate.  Fluid 
replacement  with  Ringer’s  lactate,  plasma,  and 
blood  is  given  as  determined  by  central  venous 
pressure,  blood  volume,  hourly  hematocrit 
value,  hourly  urine  output,  and  general  burn 
formulas.  Antihistamines  such  as  Benadryl  or 
Pyribenzamine  are  administered.  Bronchodila- 
tors,  such  as  aminophylline,  are  given  until 
wheezing  stops,  also  allowing  a reduction  in 
any  pulmonary  hypertension  by  stimulating  pul- 
monary vasodilatation.  Steroids  such  as  pred- 
nisolone or  Medrol  are  given  in  high  doses  ini- 
tially. The  value  of  steroids  has  been  demon- 
strated in  its  properties  to  block  histamine,  re- 
duce the  inflammatory  response,  prevent  bron- 
chospasm,  maintain  surfactant,  and  prevent 
steroid  depletion.  Certainly  the  complicating 
Cushing  ulcer  (and  also  the  Curling  ulcer)  must 
be  closely  watched  for  and  antacids  adminis- 
tered and  included  in  the  regimen.  Antibiotics 
such  as  penicillin  and/or  ampicillin  are  admin- 
istered and  changed  in  accordance  with  culture 
and  sensitivity  reports.  Sedatives,  such  as  Vali- 
um or  Librium,  or  analgesics  in  modest  doses 
are  given,  but  in  doses  which  would  not  induce 
respiratory  depression. 

Gastric  decompression  is  maintained  by  Le- 
vine tube,  which  also  serves  as  the  route  of 
administration  of  antacids.  Immediate  tracheos- 
tomy is  advised,  and  here  is  where  the  greatest 
controversy  exists,  for  it  is  argued  that  trache- 
ostomy provides  an  avenue  for  sepsis  and  can 
induce  premature  pulmonary  edema  by  lower- 
ing intrabronchial  pressure.  However,  the  imme- 
diate availability  of  positive-pressure  apparatus 
should  preclude  the  latter  objection.  When  tra- 
cheostomy is  performed,  it  should  ideally  be 


done  over  a bronchoscope  or  endotracheal  tube; 
a culture  of  the  trachea  should  be  taken  at  the 
time  of  operation,  and  meticulous  sterile  tra- 
cheal suction  and  tracheostomy  care  should  be 
given. 

Controlled  respiration,  overcoming  the  pa- 
tient’s own  drive,  is  advised  because  of  the  fre- 
quent observation  of  ineffective  spontaneous 
respirations  in  the  patient.  This  is  initiated 
while  the  patient  is  in  good  condition  and  be- 
fore he  deteriorates.  Furthermore,  it  tends  to 
counter  pulmonary  edema.  Controlled  respira- 
tions are  adjusted  to  maintain  a 95%  O2  sat- 
uration as  determined  by  blood  gas  analysis. 
An  expiratory  resistance  of  2.4  cm  H2O  is 
created  so  as  to  aid  in  maintenance  of  pulmo- 
nary compliance  and  facilitate  a more  even  dis- 
tribution of  gases.  Bronchoscopy  for  crusts, 
necrotic  mucosal  sloughs  or  atelectasis  is  per- 
formed as  needed.  Digitalis  and  diuretics  are 
utilized  only  in  those  patients  with  previous 
cardiac  disease.  Finally,  vigorous  attention  must 
be  given  to  nursing  care  to  insure  that  proper 
technique  is  maintained. 

As  great  an  enigma  exists  for  the  less  severe- 
ly ill  patient.  If  no  signs  or  symptoms  exist  at 
all,  as  may  be  the  case  in  patients  brought  in 
for  medical-legal  reasons  by  an  innkeeper,  or 
in  the  routine  post-conflagration  check-up  of 
firemen,  these  patients  may  be  observed  for 
changes  for  a few  hours  in  the  emergency  room 
or,  if  they  are  reliable,  they  may  even  be  sent 
home  with  appropriate  instructions  that  prompt 
return  is  mandatory  with  even  the  mildest 
change  in  well  being.  Firemen,  however,  usually 
present  with  a history  of  chronic  smoke-stained 
sputum  production. 

The  patient  presenting  with  mild  productive 
cough,  minimal  decrease  in  breath  sounds,  or 
the  presence  of  occasional  rales  or  a wheeze 
and  the  slightest  degree  of  dyspnea  should  be 
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hospitalized  and  the  medical  regimen  initiated; 
with  any  deterioration,  surgical  intervention 
with  tracheostomy  and  respirator-controlled 
ventilation  is  added. 

Despite  the  increasing  recognition  of  the  sig- 
nificance of  respiratory  tract  injury  in  persons 
exposed  to  flame  and  smoke,  review  of  records 
of  patients  with  and  without  severe  burns  con- 
tinues to  demonstrate  the  exclusion  of  relevant 
evaluation  of  respiratory  tract  function.  Only 
with  a prospective  protocol  and  serial  docu- 
mentation of  pertinent  historical,  physical  and 
laboratory  parameters  can  conflicting  modes  of 
therapy  be  properly  adjudicated.  To  this  end, 
the  collective  talents  of  internists,  pediatri- 
cians, general  surgeons,  otolaryngologists, 
anesthesiologists  and  basic  scientists  must  be 
joined  If  further  progress  is  to  be  made  in  this 
difficult  situation. 
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A PICTORIAL  REVIEW 


Radiological  manifestations 
of  marginal  ulcer 


THOMAS  M.  ROOSTH,  MD;  MELVYN  H.  SCHREIBER,  MD 


1.  The  patient  had  a partial  gastrectomy 

and  gastrojejunostomy.  The  marginal  ulcer  crater 

(arrows)  is  seen  in  two  views  in  a typical 

location  opposite  the  anastomosis  on  the  jejunal  side. 


From  the  Department  of  Radiology, 

The  University  of  Texas  Medical  Branch, 
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2.  A large  marginal  ulcer  {asterisk)  is  associated 
with  a dilated  and  partially  obstructed  afferent 
loop  in  this  patient  who  had  a partial  gastrectomy 
and  gastrojejunostomy. 


3.  This  patient  with  unrecognized 
Zollinger-Ellison  syndrome  had  a 
partial  gastrectomy,  gastrojejunostomy  and 
vagotomy.  A marginal  ulcer  (asterisk) 
developed  at  the  line  of  the  anastomosis. 
Note  the  thickened  edematous  folds  in 
the  afferent  and  efferent  loops  (arrows). 
Subsequently,  a total  gastrectomy 
was  performed. 
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4a.  This  large  marginal  ulcer  (asterisk) 
developed  after  partial  gastrectomy  and 
gastrojejunostomy,  b.  The  ulcer  (asterisk) 
decreased  in  size  with  medical 
therapy,  c.  Barium  enema  examination 
performed  after  the  patient  developed 
fecal  vomiting  shows  filling  of  the 
gastric  remnant  and  reflux  of  barium 
into  the  esophagus.  Vagotomy , 
resection  of  a gastrojejunocolic  fistula, 
and  revision  of  the  anastomosis  were 
performed. 
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. . . complication  of  surgical  treatment  for  pep- 
tic ulcer  disease.  Peptic  ulceration  occurs  near 


the  site  of  a gastroenteric  anastomosis,  typical- 
ly on  the  intestinal  side. 

1.  Incidence: 

A.  Increases  with  length  of  follow-up 

B.  Influenced  by  surgical  procedure: 

1. 

Antral  exclusion  (no  longer  per- 
formed) 30-50% 

2. 

Gastroenterostomy  alone  (no 
longer  performed)  30-34% 

3. 

Partial  gastrectomy  with 
gastroduodenostomy  5-13% 

4. 

Partial  gastrectomy  with 
gastrojejunostomy  2-6% 

5. 

Gastroenterostomy  and  vagotomy 
5-10% 

6. 

Pyloroplasty  and  vagotomy 
(problem  of  recurrent  ulcer) 
5-13% 

7. 

Antrectomy  or  hemigastrectomy 
and  vagotomy  1-2% 

II.  Predisposing  conditions: 


A.  Acid,  pepsin  and  susceptible  mucosa 

B.  Incomplete  vagotomy 

C.  Inadequate  resection  of  acid-secreting 
mucosa 

D.  Elevated  levels  of  serum  gastrin: 

1.  Isolated  antral  mucosa 

2.  Unrecognized  Zollinger-Ellison 
syndrome 

III.  Symptoms  and  complications: 

A.  Bleeding  (may  be  massive  or 
insidious) 

B.  Pain — as  ordinary  ulcers  (may  be 
more  severe  and  vary  more  in 
location) 

C.  Nausea  and  vomiting  (often 
secondary  to  obstruction) 

D.  Acute  abdominal  distress  (due  to 
perforation  and  peritonitis) 

E.  Diarrhea  and  fecal  vomitus  (due  to 
development  of  gastrojejunocolic 
fistula) 

IV.  Diagnosis: 

A.  Roentgenograms  (50%  positive, 

80%  suggestive) 

1.  Upper  gastrointestinal  series 
(recumbent  and  with  small 
amount  of  barium): 

a.  Ulcer  niche — in  first  few 
centimeters  of  anastomotic 


small  bowel  (may  secondar- 
ily involve  anastomosis) — 
differentiate  from  post- 
operative deformity  and 
pseudodiverticulum 

b.  Associated  spasm — incisura 
or  radiating  folds 

c.  Localized  small  bowel  edema 

d.  Obstruction  of  stoma, 
afferent  or  efferent  loop 

e.  Gastrojejunocolic  fistula 
(rarely  seen  on  barium  meal) 

2.  Barium  enema — procedure  of 
choice  for  demonstration  of 
gastrojejunocolic  fistula 

B.  Endoscopy: 

1.  Standard  gastroscopy — limited 
value  (gastritis,  superficial  ulcer- 
ation and  occasional  enteric 
ulcer  near  stoma) 

2.  Fiberoptic  gastroscopy — more 
consistent  small  bowel  entry 
(should  increase  nonoperative 
diagnosis) 

C.  Operation 

V.  Therapy: 

A.  Nonoperative  (not  usually  successful) 

B.  Operative: 

1.  Complete  vagotomy 

2.  Resection  of  isolated  antrum 
if  present 

3.  Antrectomy  or  additional  partial 
gastrectomy,  if  complete  vagot- 
omy has  been  performed 

4.  Excision  of  ulcer  and  revision  of 
anastomosis — often  necessi- 
tated by  associated  complica- 
tions (hemorrhage,  obstruction, 
perforation  and  fistula 
formation) 

5.  Total  gastrectomy  for  Zollinger- 
Ellison  syndrome 
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"It  is  not  undignified  to  laugh  and  sing 
and  dance,  even  with  the  abandon  of 
a child,  and  it  is  not  unmanly  to  do  a 
kindly  deed,  no  matter  who  we  are." 

Editor  Holman  Taylor  wrote  those 
words  in  the  December,  1922,  issue  of 
the  Texas  State  Journal  of  Medicine 
(now  Texas  Medicine),  and  they  are  as 
true  today  as  they  were  50  years  ago, 
especially  as  the  Christmas  season 
approaches. 

■ Almost  all  of  that  December  issue, 
in  fact,  was  devoted  to  the  Christmas 
theme,  but  in  a medical,  rather  than 
religious  manner.  In  1922,  tuberculosis 
was  still  a killer  disease,  taking  the 
lives  of  100  of  every  100,000  of  its  vic- 
tims. The  national  Tuberculosis  Associ- 
ation, formed  in  1904,  issued  $125,000 
worth  of  Christmas  seals  in  1922  to 
help  carry  on  the  fight  against  the  dis- 
ease. In  his  lead  editorial,  editor  Taylor 
urged  physicians  to  purchase  the  seals, 
and  gave  the  history  of  the  Christmas 
Seal  movement. 

"The  story  of  the  Tuberculosis  Christ- 
mas Seal  has  been  many  times  told. 
Probably  it  had  its  inception  during  the 
war  between  the  states,  when  a "char- 
ity stamp,”  was  adopted  in  New  En- 
gland. Many  years  later  the  Red  Cross 
utilized  the  idea  in  raising  money  for 
Red  Cross  work  in  Europe.  Still  later,  in 
1904,  a Danish  postmaster  secured  the 
consent  of  his  Sovereign  to  the  use  of 
such  a stamp  in  raising  money  for  the 
establishment  of  a hospital  for  chil- 
dren. In  1908  the  idea  was  again  re- 
turned to  America,  the  American  Red 
Cross  adopting  it.  The  National  Tuber- 
culosis Association  took  over  the  anti- 
tuberculosis educational  work  a few 
years  later,  and,  since  1919  has  been 
the  exclusive  agency  in  the  United 
States  for  the  raising  of  funds  by  the 
use  of  such  a stamp,  which  has  been 
designated  a ‘seal’  to  distinguish  it 
from  the  regular  postage  stamp.” 

Today,  the  National  Tuberculosis 
and  Respiratory  Disease  Association 
still  sends  Christmas  Seals.  Although 
the  death  rate  from  all  forms  of  tuber- 
culosis declined  to  2.7  per  100,000  in 
1970,  the  association  now  has  joined 
the  fight  against  other  forms  of  respi- 
ratory disease.  Emphysema  now  kills 
11%  of  every  100,000  people  stricken, 
and  asthma  and  other  pulmonary  dis- 
eases are  also  major  targets  of  the 
association. 

As  the  editor  said  in  1922,  "No 
letter,  and  certainly  no  Christmas  pack- 
age should  enter  the  mails  or  the  ex- 
press offices  without  one  or  more  of 
these  seals  . . . We  feel  that  our  read- 


ers may  safely,  and  that  they  should 
by  all  means  support  this  movement.” 

■ Public  health  was  one  of  the  major 
concerns  of  the  State  Medical  Associa- 
tion of  Texas  in  1922,  and  doctors  were 
fighting  for  what  today’s  physician 
would  consider  the  most  rudimentary 
of  reforms.  One  of  these  issues  con- 
cerned the  employment  of  a state 
health  officer. 

Noting  that  the  most  recent  officer 
had  just  resigned,  editor  Taylor  said, 
"This  makes  five  State  Health  Officers 
we  have  had  in  six  years,  and  in  our 
humble  opinion  unless  the  Legislature 
takes  more  thought  of  the  situation 
and  provides  better  for  this  important 
position,  there  will  likely  be  as  many 
more  in  as  many  more  years.  This,  of 
course,  makes  an  exceedingly  unprofit- 
able situation.  With  the  salary  as  it 
is  at  present,  and  with  the  tenure  of 
office  dependent  on  political  exigen- 
cies, who  would  want  the  place,  and 
who  would  consent  to  take  it?  The  po- 
sition appeals  to  two  classes  of  physi- 
cians, first,  those  who  have  made  a 
failure  in  the  practice  of  medicine  and 
who  know  little  about  either  curative  or 
preventive  medicine  and,  second,  those 
who  have  accumulated  a competency 
and  desire  to  reside  for  a time  in  Aus- 
tin, either  for  the  purpose  of  sending 
their  children  to  school  or  for  the  in- 
creased social  advantages,  and  who 
have  extremely  superficial  knowledge  of 
public  health  matters.  Neither  class, 
we  take  it,  will  furnish  the  type  of 
health  officer  we  should  have.” 

■ In  addition  to  the  situation  involv- 
ing the  state  health  officer,  the  Texas 
State  Board  of  Medical  Examiners,  with 
the  support  of  the  Association,  was 
planning  to  ask  the  Legislature,  which 
was  to  convene  in  January,  to  toughen 
the  recently-passed  Medical  Practice 
Act. 

Even  though  the  passage  of  any  leg- 
islation at  all  had  been  a triumph  for 
the  Association,  the  act  did  not  provide 
for  conviction  of  those  who  violated  it. 
Moreover,  forces  were  still  fighting  to 
get  the  entire  act  repealed. 

Editor  Taylor  warned,  “We  may  rest 
assured  that  those  who  have  designs 
on  the  Medical  Practice  Act  and  the 
medical  profession,  have  already  been 
at  work  with  the  usual  line  of  specious 
argument  and  personal  plea.” 


104 


TEXAS  MEDICINE 


SEAVIEW 

HOSPITAL 

1316  Third  Street 

Corpus  Christi,  Texas  — 512-883-0931 

Seaview  Hospital  is  a fully  carpeted  Hos- 
pital with  colorful  private  and  semi-pri- 
vate rooms  dedicated  to  the  diagnosis, 
care  and  treatment  of  the  psychiatric 
patient  in  an  open  environment. 

DIAGNOSTIC  FACILITIES 

Complete  Laboratory  • Radiology 
Electroencephalography  • Electrocardiography 
Psychological  Testing 

THERAPEUTIC  FACILITIES 

Electro  Convulsive  Therapy  • Indoklon  Therapy 
Electro  Sleep  Therapy  • Psychotherapy 
Recreational  Therapy 

MEMBERSHIPS 

Private  Clinics  and  Hospital  Association  of  Texas 
• Texas  Hospital  Association  • American  Hos- 
pital Association  • Federation  of  American  Hos- 
pitals • National  Association  of  Private  Psychi- 
atric Hospitals  approved  for  Medicare  patients. 

PSYCHIATRISTS 

Charles  E.  Bludworth,  M.D. 

Cecil  A.  Childers,  M.D, 

William  B.  Cline,  Jr.,  M.D. 

James  H.  Gardner,  M.D. 

Willis  G.  Goodenow,  M.D. 

Shannon  Gwin,  M.D. 

Maria  Izquierdo,  M.D. 

James  M.  May,  M.D. 

James  M.  Meaney,  M.D. 

James  C.  Walker,  M.D. 

Administrator  Harry  H.  Miller,  FACHA 
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Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

lioiaciilin' 

(ampicillin  trihydrate) 

•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  tor  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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COURT  HOLDS  ‘GOOD  WILL’  NOT  A COMMUNITY  ASSET 


In  a most  important  opinion,  the  Texas 
Supreme  Court,  on  Nov.  8,  1972,  held 
that  the  “value”  of  good  will  of  a phy- 
sician’s practice  could  not  be  consid- 
ered a community  asset  in  the  division 
of  community  property  between  a phy- 
cian  and  his  wife.  Section  3.63  of  the 
Texas  Family  Code  requires  that  the 
court  order  a division  of  the  estate  of 
the  parties  in  a divorce  case  in  a man- 
ner that  the  court  deems  “just  and 
right.” 

The  court  stated  the  controlling  in- 
quiry in  the  question  of  good  will  as  a 
community  asset  is  "whether  in  this 
divorce  proceeding,  the  accrued  good 
will  of  the  medical  practice  of  the  hus- 
band, . . . based  as  it  is  on  his  personal 
skill,  experience  and  reputation,  as  well 
as  on  his  continuing  in  the  practice, 
constitutes  property  that  is  subject  to 
division  as  part  of  the  estate  of  the 
parties.” 

While  the  trial  court  and  a divided 
court  of  civil  appeals  held  that  good 
will  was  subject  to  division,  the  Su- 
preme Court  held  that  it  was  not. 

The  facts  of  the  case  show  that  the 
physician  and  his  wife  were  married  in 
1945,  and  that  he  had  maintained  a 
practice  in  his  present  location  since 
1956.  The  divorce  judgment  was  grant- 
ed in  August,  1971. 

In  its  decree  of  divorce,  the  trial 
court  found  that  the  value  of  the  wife’s 
community  interest  in  the  medical 
practice,  “including  good  will  accrued 
thereto,”  was  $40,000.  Under  the  de- 
cree, the  sum  was  to  be  paid  in  install- 
ments of  $400  per  month  for  24 
months,  and  $300  per  month  there- 
after until  the  total  sum  had  been  paid 
or  until  the  husband  ceased  to  prac- 
tice medicine. 

The  court  had  arrived  at  the  deter- 
mination of  one-half  of  the  value  of 
the  good  will  of  the  practice  by  multi- 
plying one  full  year’s  billings  by  one 
and  a half,  and  then  awarding  the 
wife  one-half  of  the  resulting  good  will 
valuation  as  her  community  interest. 
This  was  based  upon  the  conclusion 
that  the  good  will  of  a physician’s  med- 
ical practice  constituted  property  which 
was  subject  to  division  by  the  court. 

The  trial  court’s  partition  in  the 
decree  was  not  based  upon  “a  per- 
missible agreement  between  the  par- 
ties for  support  payments  to  the  wife 
after  divorce;  nor  was  it  in  terms  of  a 


court-imposed  personal  obligation  of 
the  husband  for  support  of  the  wife 
after  divorce  that  would  constitute 
permanent  alimony  not  sanctioned  by 
the  statutes  and  public  policy  of 
Texas.” 

The  Supreme  Court  recognized  and 
cited  Texas  cases  upholding  prece- 
dents in  this  state  that  a professional 
man  can  acquire  and  voluntarily  sell 
good  will,  in  that  the  “good  will  of  a 
professional  man  may  be  as  much  an 
asset  and  a thing  to  be  sold  as  that 
of  a merchant.” 

The  wife  had  argued  that  the  hus- 
band’s medical  practice  with  its  good 
will  was  “owned  by  the  marital  part- 
ners; and  as  such,  it  was  property  in 
existence  at  the  time  of  the  divorce 
that  was  subject  to  valuation  and  par- 
tition in  a manner  within  the  discretion 
of  the  trial  court.” 

The  Supreme  Court’s  opinion  stated 
that  no  case  in  point  had  been  found 
and  recognized  that  the  solution  to  the 
problem  was  not  easy.  The  opinion  did 
cite  a legal  text  which  stated: 

According  to  other  decisions,  how- 
ever, good  will  may  exist  in  a pro- 
fessional as  well  as  a commercial 
business,  and  may  be  sold  together 
with  the  estate,  and,  irrespective  of 
whether  there  is  technically  a good 
will  adherent  to  a business  or  pro- 
fession dependent  on  personal  quali- 
ties of  the  owner,  contracts  dispos- 
ing thereof  coupled  with  an  agree- 
ment that  the  seller  would  not  com- 
pete, if  otherwise  valid,  are  en- 
forced. In  any  case,  an  involuntary 
sale  cannot  be  made  of  a good  will 
based  on  professional  reputation. 
Citing  other  authorities,  the  opinion 
stated  with  approval: 

It  is  generally  held  that  good  will 
has  no  existence  as  property  in  and 
of  itself,  as  a separate  and  distinct 
entity,  but  only  as  an  incident  of  a 
continuing  business  having  locality 
or  name  . . . The  rule  has  been 
otherwise  stated  that  as  good  will 
must  adhere  to  some  principal  prop- 
erty or  right,  the  extinction  of  such 
right  operated  to  extinguish  the 
good  will  dependent  on  it. 

The  Court  also  noted  that  other 
opinions  have  held  that  good  will  can- 
not be  levied  upon  in  satisfaction  of 
debts  and,  in  other  states,  that  there 
can  be  no  “forced  sale  or  transfer  of 


good  will  based  upon  professional  repu- 
tation and  standing  against  one  not 
assenting.” 

Summarizing,  the  court  stated: 

In  any  event,  it  cannot  be  said  that 
the  accrued  good  will  in  the  medical 
practice  of  [a  physician]  was  an 
earned  or  vested  property  right  at 
the  time  of  the  divorce  or  that  it 
qualifies  as  property  subject  to  divi- 
sion by  decree  of  the  court.  It  did 
not  possess  value  or  constitute  an 
asset  separate  and  apart  from  his 
person,  or  from  his  individual  ability 
to  practice  his  profession.  It  would 
be  extinguished  in  event  of  his 
death,  or  retirement,  or  disablement, 
as  well  as  in  event  of  the  sale  of  his 
practice  or  the  loss  of  his  patients, 
whatever  the  cause  . . . The  good 
will  of  the  husband’s  medical  prac- 
tice here,  on  the  other  hand,  may 
not  be  characterized  as  an  earned 
or  vested  right  or  one  which  fixes 
any  benefit  in  any  sum  at  any 
future  time.  That  it  would  have  value 
in  the  future  is  no  more  than  an 
expectancy  wholly  dependent  upon 
the  continuation  of  existing  circum- 
stances. Accordingly,  we  hold  that 
the  good  will  of  petitioner’s  medical 
practice  that  may  have  accrued  at 
the  time  of  the  divorce  was  not 
property  in  the  estate  of  the  parties; 
and  that  for  this  reason  the  award 
under  attack  was  not  within  the 
authority  and  discretion  vested  in 
the  trial  court  by  Section  3.63  of  the 
Texas  Family  Code.” 

The  court  made  it  clear,  however, 
that  it  was  not,  in  this  opinion,  con- 
cerned with  good  will  as  an  asset  “in- 
cident to  the  sale  of  a professional 
practice,  or  that  may  exist  in  a pro- 
fessional partnership  or  corporation 
apart  from  the  person  of  an  individual 
member,  or  that  may  be  an  element 
of  damage  by  reason  of  tortious  con- 
duct.” 

Thus,  for  the  first  time,  the  Texas 
Supreme  Court  has  clearly  stated  that 
under  the  circumstances  described,  a 
court  may  not  consider  good  will  to  be 
a community  asset  to  be  partitioned  in 
a divorce  decree.  The  court  does  not 
specifically  recognize  that  good  will, 
under  other  circumstances,  may  cer- 
tainly be  an  asset  and  sold  or  trans- 
ferred for  valuable  consideration. 

PHILIP  R.  OVERTON,  LLB 
SAM  V.  STONE,  JR.,  LLB 
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Your  help  is  needed  to  inform 
Texans  about  the  seriousness 
of  venereal  disease. 


get  the  facts  / seek  early  treatment 


The  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
in  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VD  brought  a drop  in  reported  cases 
after  World  War  II.  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VD  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  also  ranked  very  high 
In  the  incidence  of  gonorrhea. 

WHO’S  GETTING  IT?  Over  half  of  all  new  VD  in* 
fections  are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  all  the  venereally  infected  young  aduits 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  "free  love.”  VO 
Is  nof  contracted  from  towels,  dishes,  or  public 
toilets.  It  is  spread  through  intimate  contact,  prl* 
marily  sexual  intercourse,  with  someone  who  has  the 
disease. 


Venereal  disease  contin- 
ues to  strengthen  its  posi- 
tion as  the  number  one 
communicable  disease  in 
the  nation  simply  because 
people  are  not  aware  of  the 
seriousness  of  the  VD  prob- 
lem within  their  own  com- 
munities or  of  the  danger- 
ous consequences  of  the 
disease. 

Texas  had  the  highest 
syphilis  rate  in  the  nation 
last  year  and  also  ranked 
very  high  in  the  incidence 
of  gonorrhea. 

As  part  of  an  educational 
program  on  VD,  the  Texas 
Medical  Association  has 
produced  an  informative 
pamphlet  for  free  distribu- 
tion to  the  public.  You  can 
help  by  ordering  this 
pamphlet  and  distributing 
it  in  your  community. 

Particular  attention  needs 
to  be  directed  toward 
young  people.  The  majority 
of  venereal  disease  cases 
in  Texas  are  among  the  15 
to  24  year  old  age  group 
and  our  state  now  is  re- 
porting 10  percent  of  all 
the  venereally  infected 
young  adults  in  the  nation. 

Your  assistance  is  need- 
ed to  help  control  the  se- 
rious spread  of  VD  in 
Texas. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

- FREE  - 
FROM  TMA 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


CUP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION  | 

TEXAS  MEDICAL  ASSOCIATION  I 

1801  NORTH  LAMAR  BLVD.  | 

AUSTIN,  TEXAS  78701  | 

Please  send  me copies  of  the  pamphlet, 

"VD  Is  Sex  Pollution.” 

Name I 

Address I 

City State Zip 

1 


Prescribe 

the  discoverer’s  brand 

Pyopen* 

(disodium  carbenicillin) 

*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 

HEQ 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol.  Tennessee  37620 
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On  the  top  of  a mountain  range  that 
has  never  been  explored,  there  is  a 
boulder  of  solid  granite  that  is  1,000 
miles  square.  Once  a year,  a hum- 
mingbird flies  to  that  boulder  and 
sharpens  its  tiny  beak,  scratching  off 
a few  grains  of  dust. 

When  the  hummingbird  has  reduced 
the  thousand-mile  boulder  to  dust, 
that  will  be  one  day  of  eternity. 

This  story  illustrates  how  you  can 
become  a better  speaker.  By  reducing 
great  concepts  to  simple  imagery  that 
your  audience  can  understand  and  ap- 
preciate, you  can  get  your  message 
across  much  more  effectively. 

The  AMA  Speaker’s  Program,  con- 
ducted by  speech  professors  from  uni- 
versities such  as  Northwestern  and 
Western  Reserve,  as  well  as  the  AMA’s 
own  speech  specialist,  is  full  of  such 
tips  on  how  to  become  a more  effec- 
tive speaker.  The  faculty  members,  in 
cooperation  with  state  and  county 
medical  societies,  offer  the  one  and  a 
half-day  course  to  physicians  who  are 
involved  in  work  which  may  require 
them  to  speak  in  public. 

Fifty-four  Texas  physicians  who  serve 
in  official  capacities  with  the  Texas 
Medical  Association,  and  two  officers 
of  the  Woman’s  Auxiliary  to  the  Asso- 


Dr.  John  Smith  practices  speech 
before  seminar  participants. 


AMA  Speakers  Program 


elation,  participated  in  an  AMA  Speak- 
er’s Seminar  held  last  August  in  Aus- 
tin. They  came  away  with  enthusiastic 
endorsements  of  their  new  learning 
experiences. 

Mortimer  T.  Enright,  director  of  the 
program,  says  the  AMA  Speakers  and 
Leadership  Training  Seminar  has  three 
purposes:  to  help  physicians  learn  to 
write  good  speeches;  to  help  them 
learn  to  deliver  speeches  well;  and  to 
help  them  learn  how  to  handle  ques- 
tion-and-answer  sessions. 

In  general,  along  with  instruction 
periods,  a seminar  includes  the  read- 
ing of  a one-minute  speech  by  each 
participant,  and  the  preparation  and 
presentation  of  an  original  three-minute 
talk.  Both  are  videotaped,  played  back, 
and  thoroughly  discussed  by  the  speak- 
er, the  other  participants,  and  the  in- 
structors. 

The  effect  of  seeing  oneself  on  the 
videotape  playback  was  described  by 
one  participant  as  “videotape  shock.” 
In  an  article  in  Medical  Economics, 
Dr.  John  W.  Markson  of  Milwaukee  tells 
what  he  felt  when  he  saw  himself  on 
the  monitor:  “It  was  a stranger  up 
there — an  austere,  monotonous,  toned 
individual  declaiming  cold  words  and 
revealing  none  of  the  profound  emo- 


tion I had  felt.  The  man  on  the  screen 
seemed  aloof  and  formal.  I had  expect- 
ed more  of  me  and  what  I thought 
to  be  my  warm  personality.” 

Not  only  does  the  speaker’s  pro- 
gram help  physicians  see  themselves 
as  others  see  them;  it  helps  them  cor- 
rect that  image  by  becoming  more  in- 
teresting, more  relaxed,  and  more 
direct.  The  seminar  handbook  is  filled 
with  tips. 

For  example.  When  promulgating 
your  esoteric  cogitations  or  articulat- 
ing your  superficial  sentimentalities, 
avoid  platitudinous  ponderosities.  In 
other  words,  when  you’re  giving  a talk, 
don't  use  big  words.  Instead,  try  to 
impress  the  audience  with  your  ability 
to  state  issues  simply  and  in  a man- 
ner that  is  easy  to  understand. 

Seminar  participants  also  learn 
about  speech  structure.  Long  sentenc- 
es, even  though  they  are  clear  enough 
to  be  understood  by  the  audience,  and 
particularly  when  they  are  filled  with 
subordinate  clauses  and  phrases, 
many  of  which  could  be  eliminated  or 
put  into  sentences  by  themselves,  are, 
in  most  cases,  unless  the  speaker  is 
a real  expert  and  has  had  a great  deal 
of  experience,  difficult  to  handle. 

But  there's  another  side.  Some  can 
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be  too  short.  Too  many  of  them. 
Sounds  choppy.  Like  a primer.  See  the 
man.  The  man  is  talking.  See  the  au- 
dience. The  audience  is  sleeping. 

No  matter  how  good  a speech  may 
be  in  written  form,  it  doesn't  come  to 
life  until  it  is  delivered  to  an  audience. 
To  this  end,  the  speaker’s  program 
faculty  also  emphasizes  "How  You 
Say  It.” 

The  talk  should  be  delivered  in  a 
relaxed  manner,  the  speaker  should  be 
familiar  with  his  material  and  his  au- 
dience, and  he  should  know  how  to 
use  pauses,  gestures,  and  examples 
to  punctuate  his  speech. 

Pauses  can  lend  dramatic  value  to 
a talk.  They  do  for  the  spoken  word 
what  commas  do  for  the  written  word. 
An  oft-told  anecdote  shows  how  the 
addition  of  two  commas  changed  the 
meaning  of  a telegram  completely.  Ac- 
tress Shirley  Booth  attended  a play  in 
which  Helen  Hayes  appeared.  After  the 
performance.  Miss  Booth  sent  a tele- 
gram to  Miss  Hayes  which  said,  "Shir- 
ley Booth  thinks  Helen  Hayes  is  the 
greatest  actress  in  the  world.”  Miss 
Hayes  added  two  commas  and  sent 
the  telegram  back  with  an  entirely  dif- 
ferent meaning.  It  said,  "Shirley  Booth, 


TMA  President-elect  Charles  Dryden  video- 
tapes his  presentation. 

thinks  Helen  Hayes,  is  the  greatest  ac- 
tress in  the  world.” 

Handling  the  question  and  answer 
session,  or  "footwork,”  as  Enright  calls 
it,  can  be  more  important  than  the 
speech  itself.  Since  your  answers  may 
be  the  last  remarks  you  make  to  the 
audience,  they  will  be  the  most  re- 
membered. In  addition,  the  "Q&A”  ses- 
sion gives  one  a chance  to  re-empha- 
size the  main  points  of  his  talk. 

Sometimes,  the  question  and  an- 
swer session  can  be  uncomfortable  for 
the  speaker,  especially  if  he  is  address- 
ing a hostile  audience.  Enright  says 
the  best  defense  to  a verbal  attack  by 
a questioner  is  to  question  him  back. 

For  example,  if  he  says  his  mother 
lived  to  be  97  without  ever  seeing  a 
doctor  and  asks  if  that  doesn’t  prove 
medicine  is  unnecessary,  answer  him 
with  a question.  Say  you  know  a man 
who  had  a physical  examination  from 
his  doctor  every  six  months  and  lived 
to  be  104.  Then  ask  the  questioner 
what  he  believes  that  proves. 

It  would  prove,  of  course,  that  no 
single  example  of  anything  can  be 
taken  as  a general  rule.  If  the  ques- 
tioner is  persistent,  however,  he  might 
go  on  and  try  to  discredit  you  by 
association. 


He  might  say,  "Dr.  So-and-So  was 
arrested  last  year  for  such-and-such 
and  he  was  a member  of  the  AMA. 
Are  you  a member  of  the  AMA?” 

Here,  Enright  advises  that  you  put 
yourself  and  the  question  in  the  proper 
perspective.  You  might  say,  "Yes,  I’m 
a member  of  the  AMA.  I also  belong 
to  a religious  denomination  that  has 
had  members  arrested.  Do  you  happen 
to  be  a member  of  that  denomination?” 

At  this  point,  the  unfair  or  faulty 
approach  of  the  questioner  would  be- 
come obvious. 

The  Texas  Medical  Association  will 
sponsor  the  AMA  Speakers  and  Leader- 
ship Training  Seminar  March  10  and  11 
at  the  Joe  C.  Thompson  Conference 
Center  in  Austin.  Enrollment  will  be 
limited  to  30  and  invitations  will  be 
sent  to  all  officers,  members  of  boards 
and  councils,  and  committee  chair- 
men. County  Medical  Society  presidents 
will  be  invited  to  attend  on  a space 
available  basis.  TMA  expects  to  con- 
tinue presenting  the  seminars  period- 
ically as  long  as  there  is  interest. 

County  medical  societies  can  also 
sponsor  the  seminar.  For  information, 
write  to  Enright  at  AMA  headquarters, 
535  North  Dearborn  Street,  Chi- 
cago, III. 


Audience  watches  re-play  of  Dr.  Smith's 
speech. 
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PERSONALS 


Dr.  A.  J.  Gill,  professor  of  pathology  at 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  has  been  ap- 
pointed to  the  Texas  Advisory  Hospital 
Council  by  Gov.  Preston  Smith. 

Dr.  Gill  will  replace  Dr.  Silas  W. 
Grant,  Hillsboro,  in  a term  which  will 
run  through  July  17,  1973. 

Dr.  Milford  O.  Rouse  of  Dallas  spoke 
at  a symposium  on  Medicine  and  Reli- 
gion in  Little  Rock,  Ark.,  on  Oct.  28. 
The  symposium  was  sponsored  by  the 
Arkansas  Medical  Society,  the  Univer- 
sity of  Arkansas  Medical  Center,  the 
Arkansas  Academy  of  Family  Physi- 
cians, and  the  larger  hospitals  in  Little 
Rock. 

Dr.  Lowell  Campbell,  Corsicana  general 
surgeon,  has  been  elected  Speaker  of 
the  House  of  Delegates  of  the  Associa- 
tion of  American  Physicians  and  Sur- 
geons. Dr.  Campbell  is  currently  serv- 
ing as  president  of  the  Texas  chapter 
of  AAPS  and  has  served  as  a delegate 
to  the  national  meetings  for  the  past 
10  years. 

Dr.  Joseph  C.  Schoolar  is  the  new  di- 
rector of  the  Texas  Research  Institute 
of  Mental  Sciences  (TRIM)  in  Houston. 
Dr.  Schoolar  is  also  assistant  professor 
of  psychiatry  and  pharmacology  at  Bay- 
lor College  of  Medicine  and  associate 
professor  of  mental  science  at  UT 
Graduate  School  of  Biomedical  Science. 
He  replaces  Dr.  William  Mclsaac,  also 
of  Houston. 

Dr.  Stephen  G.  Maddox,  Fort  Worth, 
has  been  elected  president  of  the  Tex- 
as Pediatric  Society.  Dr.  Maddox  is  in 
the  private  practice  of  pediatrics  and  is 
medical  director  of  the  Child  Study 
Center  of  Fort  Worth. 

President-elect  of  the  society  is  Dr. 
Clarence  E.  Gilmore,  Paris,  and  Dr. 
William  S.  Conkling  of  Navasota  was 
elected  vice-president. 

Dr.  William  M.  Crawford,  Fort  Worth, 
has  been  named  the  recipient  of  the 
Tarrant  County  Medical  Society’s  Gold- 
Headed  Cane  Award.  Dr.  Crawford  is  a 
family  physician. 

Dr.  Harry  M.  Spence,  Dallas,  has  been 
named  first  vice-president-elect  of  the 
American  College  of  Surgeons,  at  the 


College’s  annual  meeting  held  recently 
in  San  Francisco. 

Dr.  Charles  E.  Gibbs,  San  Antonio,  has 
been  named  to  represent  the  AMA  on 
an  Ad  Hoc  Committee  on  Perinatal 
Health  in  cooperation  with  the  National 
Foundation.  Dr.  Gibbs  is  chairman 
of  the  TMA  Committee  on  Maternal 
Health. 

Dr.  Max  E.  Johnson,  San  Antonio,  was 
named  Texas  chairman  of  the  Physi- 
cian’s Committee  for  Re-election  of  the 
President  shortly  before  the  Nov.  7 
elections.  The  appointment  was  an- 
nounced by  Clark  MacGregor,  the  Pres- 
ident’s campaign  director. 

Dr.  John  A.  Jenicek,  professor  of  anes- 
thesiology at  The  University  of  Texas 
Medical  Branch,  has  been  elected  chair- 
man of  the  Board  of  Medical  Advisors 
for  the  Texas  Society  for  Respiratory 
Therapy. 

This  office  serves  the  Board  of  Di- 
rectors in  presenting  medical  guidance 
and  opinion  from  medical  directors 
throughout  the  state  for  the  practice 
of  respiratory  therapy.  Dr.  Jenicek  is 
presently  medical  advisor  for  the  Gulf 
Coast  District. 

Four  Texas  physicians  were  recently 
named  Fellows  of  the  American  College 
of  Chest  Physicians,  the  international 
medical  society  of  cardiopulmonary 
physicians. 

They  are  Drs.  Hasmukh  H.  Shah, 
and  Gerald  F.  Geisler,  Dallas;  and 
William  A.  McClellan  and  Robert  M. 
Wright,  Houston. 

Dr.  George  T.  Tindall,  professor  of  sur- 
gery and  chief  of  neurosurgery  at  The 
University  of  Texas  Medical  Branch, 
was  elected  president-elect  of  the  Con- 
gress of  Neurological  Surgeons  Oct.  19 
at  the  annual  meeting  of  CNS  in  Den- 
ver, Colo. 

Dr.  Charles  C.  Sprague,  president  of 
UT  Southwestern  Medical  School  at 
Dallas,  became  chairman  of  The  Asso- 
ciation of  American  Medical  Colleges 
Nov.  4 in  Miami  Beach,  Fla. 

Dr.  Sprague,  a hematologist,  heads 
an  organization  which  represents  all 
111  US  and  16  Canadian  medical 
schools,  in  addition  to  more  than  400 


major  teaching  hospitals,  52  academic 
societies,  and  medical  students.  Dr. 
Sprague  succeeds  Dr.  Russell  Nelson, 
president  of  The  Johns  Hopkins  Hos- 
pital. 

Dr.  Stanley  E.  Crawford,  president  and 
chairman  of  the  Department  of  Pedi- 
atrics, and  acting  dean  of  the  UT  Medi- 
cal School  at  San  Antonio,  has  been 
elected  a member  of  the  American 
Board  of  Pediatrics,  Inc.,  for  a term  of 
six  years,  beginning  Jan.  1,  1973. 

Dr.  Crawford  and  Dr.  Robert  C. 
Franks,  associate  professor  of  pediat- 
rics at  UTMSA  delivered  a week-long 
lecture  series  at  the  Raymond  Blank 
Memorial  Hospital  for  Children  in  Des 
Moines,  Iowa,  in  November.  The  confer- 
ences covered  pediatric  dermatology, 
hypoglycemia  in  infants  and  children, 
and  diphtheria. 

Dr.  H.  Frank  Connally,  Jr.,  of  Waco  has 
been  re-elected  chairman  of  the  Chan- 
cellor’s Council  of  The  University  of 
Texas  System.  Dr.  C.  M.  Phillips,  Level- 
land,  was  re-elected  vice-chairman  of 
the  committee  which  works  to  "pro- 
mote the  welfare  of  the  UT  System  and 
to  establish  an  exemplary  pattern  of 
giving  to  the  University  by  alumni  and 
friends.” 

Dr.  Jack  L.  Turner,  Fort  Worth,  has 
recently  completed  his  third  tour  with 
the  hospital  ship  Hope.  This  year.  Dr. 
Turner  served  in  Brazil.  On  previous 
tours,  he  has  served  in  Tunisia  and 
Jamaica. 
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MEDICINE  IN  LITERATURE 


A Synopsis  of  Contemporary  Psychia- 
try, ed.  5,  George  Ulett,  367  pp.,  St. 
Louis,  C.  V.  Mosby,  1972,  $10.90. 

BASICALLY  A PRIMER  on  psychiatry, 
this  brief  introduction  to  the  field  will 
presumably  be  read  by  the  beginning 
student  of  psychiatry. 

The  book  is  divided  into  three  gen- 
eral sections:  history  taking  and  diag- 
nostic procedures:  clinical  syndrome; 
and  therapeutic  measures. 

The  first  section,  which  includes  some 
basic  neurology,  is  a one-paragraph 
description  of  the  various  considera- 
tions for  a psychiatric  work-up.  Section 
two  is  a modest  elaboration  of  the 
diagnostic  and  statistical  manual  of  the 
APA. 

The  third  section  is  a thumb-nail  of 
a few  of  the  more  commonly  seen  ther- 
apeutic disciplines.  Suggested  readings 
at  the  end  of  each  chapter  are  proba- 
bly the  highlight  of  this  updated  edi- 
tion, originally  published  in  1956. 

DUANE  MILLER,  MD 
Dallas 

Practice  of  Surgery,  vol.  1,  W.  F.  Bal- 
linger and  Theodore  Drapanas,  eds., 
321  pp.,  illus.,  St.  Louis,  C.  V.  Mos- 
by, 1972,  $23.50. 

UNDER  THE  EDITORSHIP  of  Ballinger 
and  Drapanas,  faculty  members  from 
Washington  and  Tulane  University  re- 
view such  subjects  as  fluid  replace- 
ment in  trauma,  control  of  burn  sepsis, 
tumor  immunology,  polyhormonal  syn- 
dromes, parathyroid  surgery,  emergen- 
cy medical  transportation,  manage- 
ment of  soft  tissue  injuries  and  vascu- 
lar injuries,  monitoring  the  critically  ill, 
ventilatory  failure  in  the  surgical  pa- 
tient, transportation,  carcinoma  of  the 
breast  including  reconstructive  surgery, 
ulcerative  colitis,  and  Crohn's  disease, 
gastrin  radioimmunoassays,  surgery  of 
the  coronary,  thoracic  deformities,  and 
management  of  hiatal  hernia. 

The  subjects  reviewed  represent  a 
rather  spotty  and  limited  survey  of  cur- 
rent problems  in  surgery  but  this  book 
is  listed  as  Volume  1 and  perhaps  addi- 
tional material  will  appear  in  other 
volumes.  Although  the  editors  present 
this  book  as  a current  review,  many  of 
the  references  go  back  several  decades 
and  some  authors  confess  a lack  of 


experience  with  the  new  methods  de- 
scribed. 

This  volume  is  presented  as  an  aid 
to  the  practicing  surgeon  who  wishes 
to  be  informed  but  doesn't  have  the 
time  to  read  surgical  journals  thorough- 
ly or  attend  many  surgical  meetings 
because  either  his  education  or  his 
practice  will  suffer.  I am  not  sure  that 
the  book  accomplishes  this  objective. 

A.  O.  SINGLETON,  JR.,  MD 
Galveston 

Texas  Folk  Medicine,  John  Q.  Ander- 
son, ed.,  91  pp.  Austin,  Encino 

Press,  1970,  $5.00. 

TEXAS  FOLK  MEDICINE  is  an  enter- 
taining, easy-to-read  compilation  of 
1,333  cures,  remedies,  preventives, 
and  health  practices  of  the  people  of 
Texas. 

The  material  was  collected  over  a 
five-year  period  by  students  in  the  edi- 
tor's folklore  class  at  Texas  A&M  Uni- 
versity. The  information  was  collected 
from  informants  in  133  Texas  counties, 
and  remedies  are  listed  according  to 
disease,  followed  by  the  county  of 
origin. 

Many  of  the  cures  listed  in  Texas 
Folk  Medicine  are  entertaining.  Some 
show  the  power  of  psychology  in  treat- 
ing illness,  and  some  show  a basis  in 
scientific  fact.  Others  seem  really  dan- 
gerous and  make  the  reader  wonder 
how  early  settlers  ever  survived  their 
cures,  much  less  their  diseases. 

An  Anderson  County  resident  reports 
that  a swift  cure  for  earache  can  be 
effected  by  squashing  a Betsy  Beetle 
and  putting  a drop  of  bug  blood  into 
the  ear.  Other  prescriptions  call  for  a 
drop  of  warm  urine  in  the  ear,  or  for 
tobacco  smoke  to  be  blown  into  the 
ear. 

In  order  for  a women  to  have  an 
easy  birth  and  a normal  child,  Camer- 
on County  residents  recommend  plac- 
ing an  alligator  head  over  the  door. 
Having  children  from  nearby  homes 
come  to  the  house  and  make  noise 
during  the  birth  will  scare  away  the 
devil  and  prevent  stillbirth,  according 
to  a Coryell  County  informant. 

Chicken  pox  can  be  easily  cured  by 
stripping  the  patient  and  having  him 
walk  around  the  chicken  house  three 
times.  If  the  patient  is  too  weak,  one 
can  try  having  a chicken  walk  across 
the  sick  bed. 


There  is  a long  list  of  remedies  for 
fever.  They  range  from  taking  a bath  in 
cold  water  and  alcohol  to  putting  12 
red  ants  or  wood  lice  in  a little  bag  to 
wear  around  your  neck. 

Two  interesting  remedies  for  lockjaw 
are  included.  One  calls  for  a tea  made 
from  large  bugs,  preferably  cockroach- 
es, The  other  suggests  that  you  put  a 
board  on  the  patient's  head  and  hit  it 
with  a hammer. 

Texas  Folk  Medicine  is  an  extremely 
interesting  book,  and  quite  suitable  for 
light  reading  since  it  is  brief  and  holds 
one’s  attention.  It  makes  fine  reading 
for  the  busy  physician  who  wants  to 
take  a few  moments  to  relax  with  some 
light  entertainment. 

IN  THE  TMA  LIBRARY 

Ball,  J.  C.,  and  Chambers,  C.  D.  eds.: 

The  Epidemiology  of  Opiate  Addic- 
tion in  the  United  States,  Charles  C 
Thomas,  Springfield,  III.,  1970. 

Berry,  J.  R.:  Medicines  From  the  Sea, 
Grosset  and  Dunlap,  Inc.,  New  York, 
1972. 

Brown,  H.  C.,  Jr.,  Walking  Toward  Your 
Fear,  Broadman  Press,  Nashville, 
Tenn.,  1972. 

Hurst,  J.  W.,  and  Walker,  H.  K.,  eds.: 
The  Problem-Oriented  System,  Med- 
Com  Medical  Update  Series,  Med- 
Com,  Inc.,  New  York,  1972. 

Josiah  Macy,  Jr.  Foundation:  Future 
Role  of  University-Based  Metropoli- 
tan Medical  Centers,  Proceedings  of 
the  New  York  Hospital  Bicentennial 
Colloquium,  New  York,  1972. 

Kaplan,  John:  Marijuana — the  New  Pro- 
hibition, World,  New  York,  1970. 

Smith,  D.  R.:  General  Urology,  ed.  7, 
Lange  Medical  Publications,  1972. 
Spinner,  Morton:  Injuries  to  the  Major 
Branches  of  Peripheral  Nerves  of  the 
Forearm,  W.  B.  Saunders,  Philadel- 
phia, 1972. 

Seddon,  Herbert:  Surgical  Disorders  of 
the  Peripheral  Nerves,  Williams  and 
Wilkins  Co.,  Baltimore,  1972. 

Shelley,  W.  B.:  Consultations  in  Derma- 
tology, W.  B.  Saunders  Co.,  Phila- 
delphia, 1972. 

Shirkey,  H.  C.,  ed.:  Pediatric  Therapy, 
ed.  4,  The  C.  V.  Mosby  Co.,  1972. 

Books  listed  and  reviewed  in  this  section  are 
available  in  the  TMA  Memorial  Library,  1801 
N.  Lamar  Blvd.,  Austin  78701.  Guidelines  for 
book  reviewers  also  are  available  from  the 
Library. 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


ABED  T.  ARJA 
Port  Arthur  1929-1972 

WALTER  C.  BROWN 
Corpus  Christi  1910-1972 


JESSE  M.  BURNETT 
Fort  Worth  1909-1972 

WALTER  A.  CARLSON 
San  Antonio  1906-1972 


OTTO  F.  HARZKE 
Comfort  1880-1972 

PAUL  A.  ROGERS 
Dallas  1899-1972 

C.  SKILES  THOMAS 
Tahoka  1917-1972 


IN  MEMORIAL 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more  than 
10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500  films  each 
year  to  physicians,  students,  and  to  those  seeking  information  related  to 
medicine  and  health  care.  The  resources  of  the  Library  include  60,000 
volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than  1,300 
professional  journals  are  received  monthly.  Services  are  provided  without 
charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to: 

Name  

Address 

City  and  State 


Donor  Information: 

Name 

Address 

City  and  State  __ 
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DR.  P.  A.  ROGERS 

Dallas  general  practitioner  and  surgeon 
Dr.  Paul  Atkins  Rogers  died  Sept.  23, 
1972,  in  Dallas.  The  73-year-old  physi- 
cian was  born  in  Midlothian,  Tex.,  and 
had  lived  in  Dallas  since  early  child- 
hood. 

Dr.  Rogers  graduated  from  Baylor 
College  of  Medicine  (then  located  in 
Dallas)  in  1923  with  an  MD  degree, 
and  served  an  internship  and  residency 
at  Dallas’  Parkland  Memorial  Hospital. 
He  was  a member  of  the  attending 
staffs  at  Methodist  and  St.  Paul  Hospi- 
tals while  in  private  practice. 

A member  of  Dallas  County  Medical 
Society,  Texas  Medical  Association, 
and  American  Medical  Association,  Dr. 
Rogers  also  belonged  to  Trinity  Valley 
Lodge,  Dallas  Lodge  of  Perfection, 
Dallas  Chamber  of  Commerce,  and 
Dallas  Athletic  Club. 

The  physician  is  survived  by  his 
wife,  Lorena  Rogers;  his  daughter,  Mrs. 
Jane  R.  Halebian;  his  sister,  Pauline 
Rogers;  and  his  brother,  Henson  Rog- 
ers, all  of  Dallas. 

DR.  W.  A.  CARLSON 

San  Antonio  psychiatrist  Dr.  Walter 
Atwater  Carlson,  66,  died  Aug.  10, 
1972,  in  San  Antonio.  Cause  of  death 
was  chronic  obstructive  lung  disease. 

A native  of  Thornton,  Iowa,  Dr.  Carl- 
son began  practice  in  San  Antonio  in 
1961,  after  31  years  of  continuous  mil- 
itary service  with  the  US  Army  and  Air 
Force.  After  attending  high  school  in 
Mason  City,  Iowa,  Dr.  Carlson  received 
his  premedical  education  at  the  Uni- 
versity of  Iowa  in  Iowa  City.  He  was 
graduated  from  the  University  of  Iowa 
College  of  Medicine,  Iowa  City,  in  1929 
with  an  MD  degree.  From  1929  to 
1931,  Dr.  Carlson  served  as  an  intern 
and  general  medical  officer  at  Fitz- 
simons  General  Hospital  in  Denver, 
Colo.,  and  from  1945  to  1946,  he 
served  a residency  at  Langley  Porter 
Neuropsychiatric  Institute,  University 
of  California  Hospital,  in  San  Francisco. 
At  the  time  of  his  honorary  retirement 
from  the  US  Air  Force,  Dr.  Carlson  had 
attained  the  rank  of  colonel  and  was 


DR.  ROGERS 


serving  as  surgeon  to  the  Air  University 
Command  at  Maxwell  AFB,  Montgom- 
ery, Ala.  Dr.  Carlson  authored  many 
articles  on  aviation  medicine  during  his 
military  career. 

A fellow  of  the  Aerospace  Medical 
Association,  Dr.  Carlson  was  certified 
by  the  American  Board  of  Preventive 
Medicine  and  was  a member  of  Bexar 
County  Medical  Society,  Texas  Medical 
Association,  American  Medical  Associ- 
ation, and  American  Psychiatric  Asso- 
ciation. 

He  is  survived  by  his  wife,  Luretta 
Bradley  Carlson,  and  his  son,  Peter 
Bradley  Carlson,  both  of  San  Antonio. 

DR.  C.  S.  THOMAS 

Dr.  C.  Skiles  Thomas,  54,  suffered  a 
heart  attack  and  died  on  Aug.  2,  1972, 
in  Tahoka.  The  general  practitioner,  a 
native  of  Tahoka,  had  been  associated 
with  the  Tahoka  Hospital  and  Clinic 
since  1948. 

A 1943  graduate  of  The  University 
of  Texas  Medical  Branch  at  Galveston, 
Dr.  Thomas  attended  Texas  Tech  Uni- 
versity at  Lubbock,  receiving  a BA  de- 
gree in  1938.  Upon  graduation  from 
medical  school,  he  began  serving  an  in- 
ternship at  Jefferson  Davis  Hospital  in 
Houston.  Dr.  Thomas  completed  his 
internship  in  1943  and  began  serving 
with  the  US  Army  medical  department 
in  the  South  Pacific.  He  returned  to 
Houston  to  serve  a residency  at  St. 
Joseph  Hospital  from  1946  to  1947, 
and  after  completing  a preceptorship 
there,  returned  to  Tahoka. 

At  the  time  of  his  death.  Dr.  Thomas 
was  a member  of  Dawson-Lynn-Terry- 
Gaines-Yoakum  Counties  Medical  Soci- 
ety, Texas  Medical  Association,  and 
American  Medical  Association.  A past 
president  of  the  Tahoka  Rotary  Club, 
he  had  served  on  the  city  council  as 
well,  and  belonged  to  Phi  Chi  medical 
fraternity  and  the  Methodist  Church. 

Surviving  the  physician  are  his  wife, 
Altah  Lyons  Thomas;  two  daughters, 
Mrs.  Susan  Baier  of  Dallas,  and  Carol 
Thomas  of  Tahoka;  two  sons.  Cliff  and 
Bill  Thomas,  both  of  Tahoka;  his  moth- 
er, Mrs.  Launa  Thomas,  also  of  Tahoka; 
and  one  granddaughter. 
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DR.  W.  C.  BROWN 

Dr.  Walter  Carroll  Brown,  Corpus  Christ! 
physician  specializing  in  diseases  of  the 
chest,  died  Sept.  5,  1972,  at  Memorial 
Medical  Center  in  Corpus  Christ!.  Cause 
of  death  was  congestive  heart  failure. 
The  62-year-old  physician  had  prac- 
ticed in  Corpus  Christ!  since  1945,  and 
had  served  on  the  staffs  of  Memorial 
Medical  Center  and  Spohn  Hospital. 

A native  of  Houston,  Dr.  Brown  at- 
tended Rice  University  in  Houston  and 
The  University  of  Texas  at  Austin.  He 
entered  The  University  of  Texas  School 
of  Medicine  at  Galveston  in  1934,  and 
was  graduated  with  an  MD  degree  in 
1938.  Dr.  Brown  served  an  internship 
at  St.  Paul  Hospital  in  Dallas  from 
1938  to  1939,  and  in  1945  completed 
a residency  in  chest  diseases  at  the 
State  Tuberculosis  Sanatorium  located 
in  Sanatorium,  Tex.  From  1944  to 
1945,  he  served  as  assistant  superin- 
tendent of  the  sanatorium.  In  addition, 
the  physician  did  postgraduate  work 
at  Johns  Hopkins  University  School  of 
Hygiene  and  Public  Health  in  Balti- 
more, Md.  (1940-1941),  and  at  Temple 
University  School  of  Medicine  in  Phila- 
delphia, Pa.  (1945). 

Dr.  Brown  had  served  as  vice  presi- 
dent of  Nueces  County  Medical  Society 
in  1948  and  again  in  1952;  as  presi- 
dent in  1961;  and  as  president  of  the 
Nueces  County  Tuberculosis  Associa- 
tion from  1950  to  1952.  Certified  by 
the  American  College  of  Chest  Physi- 
cians, Dr.  Brown  was  a past  president 
of  the  Texas  Chapter,  ACCP,  and  also 
held  memberships  in  Texas  Medical 
Association,  American  Medical  Associa- 
tion, American  Thoracic  Society,  and 
American  Geriatrics  Society,  Inc. 

A member  and  former  president  of 
the  South  Texas  Orchid  Society,  Dr. 
Brown  was  known  locally  for  his  hobby 
of  orchid  growing.  He  also  belonged 
to  the  American  Orchid  Society  and 
had  served  as  a judge  for  the  group. 
He  was  a member  of  the  Southside 
Rotary  Club  and  St.  Luke’s  Methodist 
Church  in  Corpus  Christ!. 

Surviving  Dr.  Brown  are  his  wife, 
Jeanelle  Willis  Brown;  three  sons,  Wal- 


\'oIume.  68,  December.  1972 


113 


DR.  BROWN  DR.  BURNETT 


ter  C.  Brown,  II,  of  Houston,  and  Brian 
W.  and  Rodney  Q.  Brown,  both  of 
Spring,  Tex.;  a daughter,  Mrs.  Brenda 
Preis  of  Austin;  and  three  brothers,  R. 
Alec  Brown,  MD,  O.  M.  Brown,  and 
H.  Ben  Brown,  all  of  Houston. 

DR.  J.  M.  BURNETT 

The  first  Negro  physician  appointed  to 
the  staff  of  St.  Joseph  Hospital  in  Fort 
Worth,  Dr.  Jesse  McShann  Burnett  died 
at  his  Fort  Worth  office  on  July  29, 
1972,  of  coronary  thrombosis. 

Dr.  Burnett,  63,  had  practiced  in 
Fort  Worth  for  38  years  and  had  also 
served  on  the  staffs  of  Harris  Hospital, 
Fort  Worth  Children’s  Hospital,  Boule- 
vard Hospital,  and  Northwest  Hospital. 
Born  in  Ennis,  Tex.,  the  general  sur- 
geon attended  Lincoln  University  in 
Lincoln,  Pa.,  and  was  graduated  in 
1933  from  Meharry  Medical  College  in 
Nashville,  Tenn.,  with  an  MD  degree. 
From  1933  to  1934,  Dr.  Burnett  served 
an  internship  at  Homer  G.  Phillips  Hos- 
pital in  St.  Louis,  Mo.,  and  was  a past 
president  of  the  alumni  association 
there.  He  completed  postgraduate  work 
in  1941  at  New  York  University  College 
of  Medicine,  New  York,  NY. 

A member  of  Tarrant  County  Medi- 
cal Society,  Texas  Medical  Association, 
American  Medical  Association,  and 
National  Medical  Association,  Dr.  Bur- 
nett belonged  to  Kappa  Pi  Honorary 
Society,  Sigma  Pi  Phi  and  Alpha  Phi 
Alpha  social  fraternities. 

Dr.  Burnett  was  active  in  civic 
groups  also  and  had  served  as  exam- 
ining physician  for  federal  government 
employees  in  Fort  Worth  and  Tarrant 
County,  Local  Board  No.  8;  was  a for- 
mer member  of  the  City  of  Fort  Worth 
Welfare  Board,  the  YWCA,  NAACP, 
Urban  League,  and  Planned  Parent- 
hood Center.  He  volunteered  his  pro- 
fessional service  to  the  Girl  Scouts  and 
Camp  Fire  Girls,  and  had  served  as  a 
member  of  the  Mayor's  Interracial  Com- 
mittee to  improve  housing  and  equal 
employment.  Dr.  Burnett  was  a mem- 
ber of  the  African  Methodist  Church. 

Surviving  the  physician  are  his  wife, 
Ethelyn  Maynard  Burnett;  and  two  sis- 
ters, Mrs.  Eula  Hortense  Chatman  of 
Fort  Worth,  and  Mrs.  Jewel  Juanita 
Sweatt  of  Dallas:  one  nephew  and  one 
niece. 


DR.  ARJA 


DR.  0.  F.  HARZKE 

Dr.  Otto  Frederick  Harzke,  a family 
physician  in  Comfort  for  50  years,  died 
June  13,  1972,  at  Sid  Peterson  Me- 
morial Hospital  in  Kerrville.  Arterioscle- 
rotic heart  disease  caused  the  death 
of  the  91-year-old  physician. 

Dr.  Harzke  was  born  on  a farm  near 
Ledbetter,  Tex.  He  received  his  pre- 
medical education  at  Blinn  College  in 
Brenham,  Tex.,  and  his  medical  educa- 
tion at  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  After  graduat- 
ing from  the  Medical  Branch  in  1912 
with  an  MD  degree.  Dr.  Harzke  began 
practicing  in  Carmine,  Tex.  He  moved 
to  Smithville  in  1916,  and  remained 
there  until  1922,  when  he  established 
his  practice  in  Comfort. 

A member  of  Texas  Medical  Associa- 
tion since  1915,  he  was  elected  to 
honorary  membership  in  the  Associa- 
tion in  1965.  Dr.  Harzke,  who  designed 
and  made  many  of  the  special  instru- 
ments used  in  his  practice,  was  also  a 
member  of  American  Medical  Associa- 
tion and  Kerr-Kendall-Gillespie-Bandera 
County  Medical  Society.  He  belonged 
to  the  Lutheran  Church  in  Comfort. 

Surviving  the  physician  are  his  wife, 
Elfrieda  Noack  Harzke,  and  his  son, 
Otto  F.  Harzke,  Jr.,  both  of  Comfort. 
His  daughter,  Mrs.  Vera  Harzke  Looney, 
preceded  him  in  death  in  1953. 

DR.  A.  T.  ARJA 

Accidental  drowning  in  his  home  swim- 
ming pool  claimed  the  life  of  Dr.  Abed 
T.  Arja  on  July  26,  1972.  The  42-year- 
old  surgeon  had  been  in  practice  in 
Port  Arthur  since  1970.  He  had  pre- 
viously practiced  in  Utica,  NY;  Big 
Spring,  Tex.;  Coatesville,  Pa.;  and 
Heidelberg,  Ger. 

Dr.  Arja  was  born  in  Damascus, 
Syria,  where  he  received  his  education. 
He  was  graduated  in  1953  with  an 
MD  degree  from  the  Faculty  of  Medi- 
cine, Damascus  University.  Dr.  Arja 
interned  at  St.  Francis  Hospital  in  New 
York  City  from  1955  to  1956,  and 
served  residencies  at  Sacred  Heart 
Hospital  in  Allentown,  Pa.  (1956-1957), 
St.  Elizabeth  Hospital  in  Youngstown, 
Ohio  (1958-1959),  and  at  Aultman 
Hospital  in  Canton,  Ohio  (1959-1960). 
A two-year  preceptorship  in  surgery 
followed  at  VA  hospitals  in  Big  Spring, 


Tex.,  and  Coatesville,  Pa.  Postgraduate 
studies  were  done  at  the  University  of 
Pennsylvania  School  of  Medicine  in 
Philadelphia  from  1957  to  1958. 

At  the  time  of  his  death.  Dr.  Arja 
was  a member  of  Jefferson  County 
Medical  Society,  Texas  Medical  Asso- 
ciation, American  Medical  Association, 
and  American  Cancer  Society. 

Surviving  the  physician  are  his  wife, 
Dagmar  Gronau  Arja;  two  sons,  Tarek 
and  Karim  Arja;  and  two  daughters, 
Sabrina  and  Tanya  Arja,  all  of  Port 
Arthur;  his  mother,  Mrs.  Jamilah  Arja; 
four  brothers:  and  two  sisters,  all  of 
Damascus,  Syria. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 

INPATIENT  - OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  115  bed  psychiatric  hospital  located  in  Oak  Cliff  on  18  acres  amidst  natural 
wooded  surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric 
disorders.  Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy, 
Individual  and  Group  Therapy,  Transactional  Analysis,  Gestalt,  and  Behavior  Modification. 
Complete  facilities  for  OT-RT  under  the  division  of  trained  personnel.  An  individually  di- 
rected program  based  on  full  diagnostic  evaluation  and  actual  performance  administered  by 
a staff  skilled  in  special  education  and  problems  of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle.  M.D. 
Glenn  A.  Bacon,  M.D. 


Fred  H.  Jordan,  M.D, 
Joseph  H.  Lindsay,  M.D. 


PSYCHOLOGY 

Donald  L.  Whaley,  Ph.D.  Mark  Wall,  M.S. 

Clinical  Psychologist  Associate  Psychologist 

EDUCATION  DIRECTOR 

William  E.  Nix,  A.M. 


DIRECTOR  OF  NURSES 

Rosella  Sharp,  R.N. 

O.T.  AND  R.T.  DIRECTOR 

Wanda  Wiggins,  B.S. 

COURTESY  STAFF 


1353  North  Westmoreland  Avenue,  DALLAS,  TEXAS  75211  214  331-8331 
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Space  contributed  by  the  publisher  as  a public  service. 


Fight  emphyseina, 
tuberculosis, 
and  air  potiution. 


It’s  a matter  of  life 
and  breath. 
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TEXAS  MEDICINE 


THE  DIAGNOSTIC  CLINIC  OF  SAN  ANTONIO,  P.A. 


INTERNAL  MEDICINE 


RAYMOND  S.  BORSHEIM,  M.D. 
Internal  Medicine 

NORMAN  L.  JACOBSON,  M.D. 
Internal  Medicine 

LEOPOLDO  LAPUERTA,  M.D. 
Chest  Diseases 

JAMES  D.  O'KEEFE,  M.D. 
Cardiology 

JAMES  R.  O'NEILL,  M.  D. 
Cardiology 


SYDNEY  SCHIFFER,  M.D. 
Cardiology  - Diabetes 

BARRY  A.  PORTNOY,  M.D. 
Hematology 

JAMES  I.  COUGHLIN,  M.D. 
Nephrology 

CHARLES  J.  LERNER,  M.D. 
Internal  Medicine 


NEUROLOGY 

MICHAEL  ZUFLACHT,  M.D. 


RADIOLOGY 

VAN  E.  REA,  M.D. 

J.  BRUCE  WARDEN,  M.D. 


PSYCHIATRY 

WILLIAM  B.  DONOVAN,  M.D. 


4647  MEDICAL  DRIVE 
SAN  ANTONIO,  TEXAS  78284 


WHEELER  E.  LAIRD,  Administrator 
(512)  696-5420 


FOR  THE  LATEST  INFORMATION  ON  LEGISLATION  AND 
HOW  IT  WILL  AFFECT  YOUR  MEDICAL  PRACTICE,  AT- 
TEND THE 

TEXAS  MEDICAL  ASSOCIATION 

1973  LEGISLATIVE  SEMINAR 

January  20 

Joe  C.  Thompson  Conference  Center  - Austin 


What's  Ahead  in  Congress  in  1973  — National  Health  Insurance 
and  Health  Maintenance  Organizations 
A Preview  of  the  1973  Texas  Legislature 
Medical  Issues  in  the  State  Legislature  in  1973 
—Certificate  of  Need  Legislation 
—Proposals  for  Drug  Substitution  and  Drug  Samples 
—Amendments  to  the  Medical  Practice  Act 
—Proposed  Expansion  of  Chiropractic 

Conflicts  between  Federal  and  State  Laws 

Increasing  the  Effectiveness  of  Medicine  in  State  and  National 

Legislation 

—Political  Action 
—Keeping  Abreast  of  Legislation 
—Communicating  with  Physicians  and  Keeping  Them 
Informed 


Panel  Discussions 

The  Preparation  of  a Bill  and  Its  Progress  through  the  State 
Legislature 

The  Role  of  the  Individual  Citizens  and  Organizations  in  Elec- 
tions and  in  the  Legislative  Process 
The  Decision-Making  Process  of  the  Legislator 


Orientation  Program 

Boards,  Councils  and  Committee  Meetings 
Symposium  on  Emergency  Medical  Services 
Hospitality  Hour 
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SEA  VIEW  HOSPITAL 

CORPUS  CHRISTI 
has  opened  a 10-bed 
ALCOHOLIC  TREATMENT  CENTER 

The  program  will  be  of  the  Milieu  type  with 
Group  Psychotherapy,  Individual 
Psychotherapy,  and  complete  Psychological 
and  Psychiatric  evaluation  together  with 
general  medical  care  support.  The  program 
will  be  under  the  direction  of  a psychiatrist 
and  will  be  fully  integrated  with  all 
hospital  services. 

The  course  of  treatment  will  be  approximately 
4 weeks. 

For  further  details  concerning  the  program 
please  contact- 

Mr.  Harry  H.  Miller,  Administrator 
Seaview  Hospital,  1316  Third  St. 

Corpus  Christi,  Texas  78404 
512  - 883-0931 


LET  EXTENDICARE 
PUT  YOU  IN 
PRIVATE  PRACTICE 
- NO  FEES  - 

Our  hospital  communities  in  Texas  need: 

GENERAL  PRACTITIONERS  at:  NEW  BOSTON 
(new  hospital);  ANDREWS  (new  staff);  BAYTOWN 
( new  hospital ) ; HILLSBORO  (replacement);  CENTER 
(to  relieve  work  load). 

PEDIATRICIANS  at:  KILLEEN  (replacement);  BAY- 
TOWN  (to  relieve  work  load);  KAUFMAN  (replace- 
ment). 

OB-GYNs  at:  BAYTOWN  (new  hospital);  KAUF- 
MAN (replacement). 

Free  inspection  trip.  Household  move. 

Free  office  rent.  Guaranteed  minimum. 

Jim  Mattingly,  Direaor  of  Professional  Relations 
Call  collect  502/589-3790  for  details 

Extendicare,  Inc. 

Professional  Relations  Department 
P.  O.  Box  1438 
Louisville,  KY  40201 


Gantrisin®  (su If iaoxazole)  Rocha®  provides 

your  patients  with 

many  important  advantages: 

. high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy 


Before  prescribing,  piease  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Nonobstructed  urinary  tract  infections 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  sus- 
ceptible organisms.  Important  Note:  In  vitro  sen- 
sitivity tests  not  always  reliable;  must  be  coordinated 
with  bacteriological  and  clinical  response.  Add 
aminobenzoic  acid  to  follow-up  culture  media.  In- 
creasing frequency  of  resistant  organisms  limits  use- 
fulness of  antibacterial  agents,  especially  in  chronic 
and  recurrent  urinary  infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/100  ml;  measure 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonamides; 
infants  less  than  2 months  of  age;  pregnancy  at  term 
and  during  the  nursing  period, 

Warnings:  Safety  in  pregnancy  not  established.  Do 
not  use  for  group  A beta-hemolytic  streptococcal  in- 
fections, as  sequelae  (rheumatic  fever,  glomerulone- 
phritis) are  not  prevented.  Deaths  reported  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications 
of  serious  blood  disorders.  CBC  and  urinalysis  with 
careful  microscopic  examination  should  be  performed 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy  or  bronchial 
asthma.  Hemolysis,  frequently  dose-related,  may  oc- 
cur in  glucose-6-phosphate  dehydrogenase-deficient 
patients.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  thrombocytopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia;  Allergic  reactions:  Erythema 
multiforme  (Stevens-Johnson  syndrome),  generalized 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylac- 
toid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  al- 
lergic myocarditis;  Gastrointestinal  reactions:  Nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  ano- 
rexia, pancreatitis  and  stomatitis;  C.N.S.  reactions: 
Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hatlucinations,  tinnitus,  vertigo 
and  insomnia;  Miscellaneous  reactions:  Drug  fever, 
chills  and  toxic  nephrosis  with  oliguria  and  anuria. 
Periarteritis  nodosa  and  L.E.  phenomenon  have  oc- 
curred, Due  to  certain  chemical  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and 
oral  hypoglycemic  agents,  sutfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia as  well  as  thyroid  malignancies  in  rats  fol- 
lowing long-term  administration.  Cross-sensitivity 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Qm  sulfisoxazole. 


\ Roche  Laboratofies 
RO'CHl  y Division  of  Hof{mann-ta  Roche  Inc. 
, / Nutley.N.J.  07110 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO  MORE 
BENEFITS  (F 
GANTRISIN 

sulfisoxazole/Roche 


For  nonobstructed  cystitis 

begin  with  fSU 

Gantrisiff  n I 

sulflsoxazole/Roche®  11 

Usuai  adult  dosage:  Js^ 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


For  staph... or  strep... or  both 


CLlU.AjULL,MmJ 


Most  bacterial  infections  of  the  skin  are  caused  by  Staphylococcus  aureus,  Group  A 
beta-hemolytic  streptococci,  or  a combination  of  both  organisms. 

To  combat  these  infections  efficiently,  your  antibiotic  should  be  effective  against 
both  staph  and  strep  — whether  they  occur  alone  or  in  combination. 

Yet  many  antibiotics  — such  as  ampicillin  and  penicillin  G and  V — are  ineffective 
against  the  increasingly  prevalent  penicillinase-producing  strains  of  5.  aureus.  And  others, 
like  the  tetracyclines,  are  often  ineffective  against  either  staph  or  strep. 

Cleocin  HCl  (clindamycin  HCl  hydrate,  Upjohn)  is  one  antibiotic  that  has  proved 
effective  against  both  Group  A beta-hemolytic  streptococci*  and  penicillinase-producing 
5.  aureus. 

A recent  comparison  of  clindamycin  and  penicillin  V was  conducted  in  151  pediatric 
patients  with  impetigo.  In  the  147  patients  who  completed  the  study,  clindamycin  achieved 
a bacteriological  and  clinical  cure  rate  in  68  of  74  patients  as  opposed  to  only  53  of  73 
patients  for  penicillin  V.^  Of  the  staphylococcal  organisms  isolated,  27  of  51  were  found 
to  be  penicillin  resistant;  these  patients  were  placed  in  the  clindamycin  group. 

In  multiple  clinical  studies  of  clindamycin  in  skin  and  soft  tissue  infections,  includ- 
ing abscesses,  wounds,  cellulitis,  furunculosis  and  impetigo,  the  causative  organisms— 
whether  staph  or  strep  or  both- were  eradicated  in  326  of  333  patients  from  whom  follow- 
up cultures  were  obtained.  Clinical  resolution  of  the  infection  was  achieved  in  367  of  377 
patients.^  Significantly,  among  those  with  superficial  skin  and  soft  tissue  infections,  mixed 
staph  and  strep  were  found  in  50  of  174  patients  from  whom  cultures  were  obtained. 

In  clinical  usage,  mild  to  moderate  morbilliform  skin  rashes  have  been  the  most 
frequently  recorded  side  effects,  and  rare  instances  of  erythema  multiforme  have  been 
observed. 

Transient  neutropenia  (leukopenia)  and  eosinophilia  have  been  reported.  Rare 
reports  of  agranulocytosis  and  thrombocytopenia  have  been  made.  No  direct  etiologic  rela- 
tionship to  concurrent  clindamycin  HCl  therapy  could  be  made  in  any  of  the  foregoing. 

There  have  also  been  recent  reports  of  cases  of  severe  and  persistent  diarrhea 
necessitating  drug  discontinuance.  This  diarrhea  has  been  occasionally  associated  with 
blood  and  mucus  in  the  stools,  and  has  at  times  resulted  in  an  acute  colitis. 

In  summary,  Cleocin  is  a potent  antibiotic.  Because  of  its  dual  effectiveness  against 
staph  and  strep— the  two  most  commonly  encountered  pathogens  in  skin  and  soft  tissue 
infections— Cleocin  may  prove  valuable  in  such  infections  requiring  immediate  treatment. 


‘With  beta-hemolytic  streptococcal  infections,  treatment  should  continue  for  at  least  10  days. 

' Data  on  file.  Medical  Research  Files,  The  Upjohn  Company. 

Cleocirf  hct 

clincjamycin  HCl  hydrate,  Upjohn 


For  further  prescribing  information,  please  see  following  page 


Cleocitina 


clindamydn  HCI  hydrate,  Upjohn 


...for  staph,  or  strep,  or  both 


Clinical  and  bacteriologic  responses  of  patients  with  skin  and  soft  tissue  infections  treated  by  55  investigators  with  Cleocin 
HCI  (clindamycin  HCI  hydrate,  Upjohn)* 

Infection 

No.  of 
Patients 

Pathogens 

Clinical  Response 

Bacteriologic  Response 

Excel,  or 
Good 

Poor 

No.  of  Pts. 
Evaluatable 

Organisms 

Eradicated 

Abscesses, 
wounds,  & 
furuncles 

156 

S.  aureus—  107 

staph,  other-  12 

/s-strep-  10 

151 

5 

129 

126 

Cellulitis 

38 

S.  aureus—  21 

staph,  other-  1 

/3-strep-  8 

38 

— 

30 

30 

Superficial 
skin  & soft 
tissue  — mostly 
impetigo 

183 

S.  aureus-  41 

Mixed  /?-strep 
& staph-  51 

staph,  other-  1 

/3-strep 

(74  Group  A)-  81 

178 

5 

174 

170 

'Data  on  file,  Medical  Research  Files,  The  Upjohn  Company. 

Note:  With  /?-hemolytic  streptococcal  infections,  treatment  should  continue  for  at  least  10  days. 

Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalentto  clindamycin  base 

150  mg  Capsules 150  mg 

75  mg  Capsules 75  mg 


Cleocin  (clindamycin)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro 
potency,  better  oral  absorption  and  fewer  gastrointestinal  side 
effects  than  the  parent  compound. 

Indicated  for  infections  caused  by  susceptible  strains  of: 
Staphylococci  - upper  and  lower  respiratory  tract  infections,  skin 
and  soft  tissue  infections;  Pneumococci -upper  and  lower 
respiratory  tract  infections;  Streptococci  - upper  respiratory  tract 
infections  (injectable  benzathine  penicillin  is  considered  to  be  the 
drug  of  choice  in  treatment  and  prevention  of  streptococcal 
pharyngitis  and  in  long-term  prophylaxis  of  rheumatic  fever),  lower 
respiratory  tract  infections,  skin  and  soft  tissue  infections.  Also 
indicated  as  adjunctive  therapy  in  dental  infections  due  to 
susceptible  organisms.  Bacteriologic  studies  should  be  performed 
and  in  vitro  susceptibility  to  clindamycin  should  be  tested. 

CONTRAINDICATIONS:  This  drug  is  contraindicated  in  individuals 
with  a history  of  hypersensitivity  to  preparations  containing 
clindamycin  or  lincomycin. 

WARNINGS:  Cases  of  severe  and  persistent  diarrhea  have  been 
reported  and  have  at  times  necessitated  discontinuance  of  the 
drug.  This  diarrhea  has  been  occasionally  associated  with  blood 
and  mucus  in  the  stools  and  has  at  times  resulted  in  an  acute  colitis. 

Usage  in  pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Use  in  the  newborn:  Until  further  clinical  experience  is  obtained, 
Cleocin  HCI  (clindamycin  HCI  hydrate)  is  not  indicated  in  the 
newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals. 

During  prolonged  therapy,  periodic  liver  and  kidney  function  tests 
and  blood  counts  should  be  performed.  The  use  of  Cleocin 
occasionally  results  in  overgrowth  of  nonsusceptible  organisms- 
particularly  yeasts.  Should  superinfections  occur,  appropriate 
measures  should  be  taken  as  indicated  by  the  clinical  situation. 


ADVERSE  REACTIONS: Gastro/nfest/na/;  Abdominal  pain,  nausea, 
vomiting  and  diarrhea,  or  loose  stools  may  occur.  Cases  of  severe 
diarrhea  associated  with  blood  and  mucus  in  the  stools  have  been 
reported  (see  "Warnings”). 

Skin  and  Mucous  Membranes:  Generalized  mild  to  moderate 
morbilliform-like  skin  rashes  are  the  most  frequently  reported  of 
all  adverse  reactions.  Other  skin  reactions,  including  urticaria,  are 
of  less  frequent  occurrence.  Rare  instances  of  erythema 
multiforme  have  been  reported. 

Hypersensitivity  Reactions:  A few  cases  of  anaphylactoid 
reactions  have  been  reported.  If  such  a reaction  occurs  the  drug 
should  be  discontinued.  The  usual  agents  (epinephrine, 
corticosteroids,  antihistamines)  should  be  available  for  emergency 
treatment  of  serious  reactions. 

Liver:  Jaundice  and  transient  abnormalities  in  liver  function 
tests  (elevationsof  alkaline  phosphatase  and  serum  transaminases) 
have  been  observed  during  Cleocin  (clindamycin)  therapy. 

Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is 
unknown.  No  irreversible  hematologic  toxicity  has  been  reported. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately 
severe  infections-  150  to  300  mg  every  6 hours.  Severe 
infections-300  to  450  mg  every  6 hours. 

Children:  Mild  to  moderately  severe  infections -8  to  16 
mg/kg/day  (4  to  8 mg/lb/day)  divided  into  three  or  four  equal 
doses.  Severe  infections-  16  to  20  mg/kg/day  (8  to  10  mg/lb/day) 
divided  into  three  or  four  equal  doses. 

Note:  With  /?-hemolytic  streptococcal  infections,  treatment 
should  continue  for  at  least  10  days  to  diminish  the  likelihood  of 
subsequent  rheumatic  fever  or  glomerulonephritis. 

HOW  SUPPLIED:  Cleocin  HCI  (clindamycin  HCI  hydrate)  is 
available  as:  150  mg  Capsules  - Bottles  of  16’s  and  lOO’s. 

75  mg  Capsules  — BoWes  of  16’sand  lOO's.  Susceptibility  Disks  — 

2 )ig.  Susceptibility  Powder— \/\a\s. 

For  additional  product  information,  see  your  Upjohn 
representative  or  consult  package  insert,  med  b.6-s  (lnu.s)  ja72.2167.6 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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DERMATOLOGY  & SYPHILOLOGY 
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EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 
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JOHN  D.  NELSON,  M.D. 
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OPHTHALMOLOGY 
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PEDIATRICS 
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JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

JAMES  T.  KILDUFF,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
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DIPLOMATES  OF  THE  AMERICAN  BOARD  OP  RADIOLOGY 

Offices: 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery ; 

E.  L.  Mahon,  Jr.,  M.D. 

Urology : 

H.  F.  Rives,  M.D. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 
Internal  Medicine: 

J.  T.  Boyd.  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology : 

W.  T.  Witt,  M.D. 


Obstetrics  and  Gynecology : 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics : 

M.  L,  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 
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DRS.  FEIN  AND  KAMIN  CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

Allergy  and  Immunology  224  West  Beauregard  Avenue,  San  Angelo,  Texas 


Bamart  T.  Fein,  M.D.,  F^.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamln,  M.D.,  F.A.A.P.,  DIplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.O.,  F.A.C.A.,  F.A.AJV. 

Richard  H.  Jackson,  M.O.,  F.A.C.A. 

Warren  J.  Raymer,  M.O.,  F.A.CJt 

Ramon  Garrido,  M.O.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


R.  M.  Hnks,  M.D.,  Pediatrics 
M.  D,  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.O., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


Dale  W.  Hayter,  M.D., 
Ophthalmology 

O.  Sterling  Glllis,  III,  M.D., 
Obstetrics  and  Gynecology 

Richard  C.  Stoebner,  M.O., 
Internal  Medicine 

Consultant  In  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultant  In  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomats  American  Board  of  Allergy  and  Immunology 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D. 
Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D. 
Joseph  T.  Queng,  M.D. 


Kenneth  E.  Peirce,  M.D. 
Lawrence  G.  Thorne,  M.D. 
Joel  T.  Appleton,  M.D. 


Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
Wlinam  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANT 
Victor  E.  McCall,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.C.A. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.g  F.AeC.A.»  Allergy-Immunology 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 

Ml  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer;  924-4231 


DRS.  SAMS  AND  MEADOWS 
Allergy  and  Immunology 

JoMph  T.  Sams,  M.D.,  DIplomate,  American  Board  of  Internal  Medicine 
Sub-Board  of  Allergy-Immunology 

C.  David  Meadows,  M.D. 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  884-3861 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

T.  L.  Glenn,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Salvador  Ortiz,  M.D. 


OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

RADIOLOGY 

Crysup  Sory,  M.D. 

ADMINISTRATOR 

B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic . Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


HERMANN  GREGORY,  M.D. 

Clinical  Allergy  and  Immunology 

Certified  American  Boards  of  Pediatrics  and  Allergy 

1310  Ninth  Street,  Wichita  Falls,  Texas  76301 
Phone  817  322-6926 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $10  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  Section  headings  are  limiM  to 
those  specialties  in  which  there  is  an  American  Medical  Association  recognized  spe- 
cialty board  and/or  an  AMA  approved  residency  program.  A list  of  these  specialties 
Is  available  upon  request.  New  listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Assistant,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  20th  of  the  month  preceding  publication  month. 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


John  B.  Chester,  M.O.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.O.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  General  Surgery 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

Rudolph  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  Internal  Medicine 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Munir  F.  Bishara,  M.D.,  Pediatrics  & Infectious  Diseases 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Wyatt  E.  Collins,  M.D.,  Consultant  in  Nuclear  Medicine 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  Family  Practice 

Miles  W.  Davis,  M.D.,  Family  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  "Hamm”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 
NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
J.  A.  Harris,  M.D.,  Family  Practice 


BEELER-MANSKE  CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Telephone  713  948-8521 

.,  Texas  City,  Texas  77590 

Obstetrics  & Gynecology 

General  Practice 

G.  W.  Beeler,  M.D. 

J.  H.  Cochrane,  M.D. 

Internal  Medicine 

J.  W.  O’BryanL  M.D. 

W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

0.  O.  Smith,  M.D. 

General  Surgery 

Clinic  Manager 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Stan  M.  Sheppard 

Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 

MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Teiephone  267-6361 


OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY 

P.  W.  Malone,  M.O.,  FJLC.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Aliensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  FJLC.S. 

C.  B.  Marcum,  M.D.,  FA.C.S. 

J.  E.  Mathews,  M.D. 

INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.  D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashlon,  M.D. 

B.  Williams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charies  N.  Butts,  AssL  Clinic  Manager 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D, 

Michael  GagllardI,  M.D. 

HEMATOLOGY 
Edmund  N.  GouldIn,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consuitation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vandersllce 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  FJV.C.S. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

W.  W.  Moorman,  M.D.,  F.A.C.P. 

D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texps  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 
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Colon  & Rectal  Surgery 

DAVID  R.  WEAKLEY,  M.D,,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

Eye,  Ear,  Nose,  Throat 

C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

DRS.  CANON,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 

R.  T,  Cannon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

John  David  Jones,  M.D. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

Dermatology 

Family  & General  Practice 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

ORS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Teaxs 


SO  years  of  service — 1922-1972 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

C.  LEROY  GOODMAN,  M.D. 

Dermatology  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas  76104 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 
AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Gastroenterology 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  Natlonai  Bank  Bldg.,  El  Paso,  Texas  79901 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742.6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitais  only 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Daiias,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Baiiey,  M.D. 

F.  Ciark  Dougias,  M.D. 

George  T.  DeVaney,  M.D, 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

Alfred  V.  Persson,  M.D. 

DRS.  THOMPSON,  PATMAN  & PERSSON 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 


Internal  Medicine 


JOHN  A.  WIGGINS,  JR.,  M.D. 
Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 


STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


ALEJANDRO  DURAN,  JR.,  M.D. 
Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 
1900  Nor^  Oregon,  El  Paso,  Texas  79902 
Telephone  915  532-6257 


Neurological  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


Morris  Sanders,  M.D. 

Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomats  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 


ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phono  332-7597 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

R.  A.  GRUMMON,  M.D. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S.  RONALD  SMITH,  M.D. 

General,  Pulmonary,  Cardiovascular  Surgery  Neurological  Surgery 


105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902  901  South  Lake,  ^ort  Worth,  Texas,  336-0551 

Telephone  915  533-2508 
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CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 
712  North  Washington,  Dallas,  Texas,  214  826-7060 


ROBT.  C.  L ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


EL  PASO  NEUROLOGICAL  INSTITUTE 

A Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to;  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 
Richard  S.  Ruiz,  M.D. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D, 

Donald  L.  Hall,  M.D. 


DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 


ARTHUR  M.  CLEMENTS,  M.D. 

Ophthalmology 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 
Telephone  214  341-3407 

411  Water  Street,  Waxahachle,  Texas  75165 
Telephone  214  937-7680 


THE  RETINA  CONSULTANTS  OF  SAN  ANTONIO,  P.  A. 

224  W.  Evergreen,  San  Antonio,  Texas  78212 

John  Y.  Harper,  Jr.,  M.D. 

(512)  226-1812 

Sheldon  P.  Braverman,  M.D. 

(512)  222-2154 


BRUCE  C.  TAYLOR,  M.  D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 


TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION  MAY  3-6 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

Arthur  Lorber,  M.D. 
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Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Oiplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

5620  Greenbrier,  Houston,  Texas  77005,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Roy  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY.  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


Diplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breckr  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellin^on  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

'Special  Attention  to  Surgery  of  the  Hand 
Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


Otolaryngology 


TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 
Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


MEDICAL  CENTER  EAR,  NOSE  & THROAT  ASSOC. 

W.  Leonard  Draper,  M.D.,  Otolaryngology  and  Nasal  Allergy 
John  W.  Herndon,  M.D.,  Otolaryngology  and  Otoneurology 
Richard  M.  Turney,  M.D.,  Otolaryngology 

Jorge  A.  OeCardenas,  M.D.,  Otolaryngology  and  Micro-Laryngeal  Surgery 
Charles  A.  Van  Wart,  M.D.,  Otolaryngology  and  Nasal  Plastic  Surgery 
Melton  J.  Horwitz,  M.D.,  Otolaryngology  and  Otoneurology 

Diplomates  American  Board  of  Otolaryngology 

Olaf  Haug,  Ph.D. 

Paul  M.  Baccaro,  M.A. 

Joy  O’Neal,  M.F.A. 

Audiology,  Speech  Pathology,  Vestibular  Testing,  Hearing  Aid  Evaluation 

540  Hermann  Professional  Building 

6410  Fannin,  Houston,  Texas  77025,  713  524-8351 


Pathology 


L LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


FORT  WORTH  MEDICAL  LABORATORIES 
(PATHOLOGY  ASSOCIATES  OF  TEXAS) 

John  J.  Andufar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology  and  Surgical  Pathology 

Fred  S.  Preuss,  M.O.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 
Specimen  Containers  on  Request 
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BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistiy,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olio,  M.D, 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


John  H.  Childers,  M.D.  E.  P.  Jenevein,  M.D. 

R.  R.  Rember,  M.D.  Garry  F.  Rust,  M.D. 

W.  L.  Crofford,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 
Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 
Pasadena  Office 

904V^  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  WIttstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.CJV.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Physical  Medicine  & Rehabilitation 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


MARCUS  L FINLEY,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 
LYNN  SMITH,  SR.,  Administrator 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members' 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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W.  W.  SCHUESSLER,  M.D..  F.A.C.S. 

DIplomata  of  Amarican  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suita  307,  Austin,  Texas,  454-7659 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


JOHN  E.  CARTER,  M.D. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Bernard  J.  Dolenz,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomates  American  Board  of  Psychiatry  and  Neurology 


Psychiatry 


Radiology 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 
Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 
Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

practice  limited  to 

PSYCHIATRY 


Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  S.  Spillers,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Larrie  W.  Arnold,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Tlmberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
•Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•H.  James  Stuart  M.D. 

Javier  A.  Zapata,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  OJV.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont  Texas 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


•Diplomate,  American  Board  of  Psychiatry  and  Neurology  Seat  beltS  SaVG  liveS 

...  if  you  use  them! 


Volume,  68,  December,  1972 


131 


Urology 


JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624  CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 


PLAINS  ASSOCIATED  CONSULTANTS  IN  RADIOLOGY  Texas 

Karl  Dockray,  M.D. 

Robert  Smalley,  M.D. 

Roentgen  Diagnosis,  Radium  Therapy  and  Nuclear  Medicine  ^ 

Services  to  Area  Hospitals  and  Clinics  jO  c.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

3519  21st  Street,  Lubbock  79410,  806/792-2141  FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Thoracic  Surgery  Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 


Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 
Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 


THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 
Diplomate  of  American  Board  of  Urology 
Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 
Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 


Charles  T.  Meadows,  M.D.  & Associates 

Diplomate  American  Board  of  Thoracic  Surgery 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Broncho-esophagology 

1101  N.  19th  St.,  The  Professional  Bldg.,  Abilene,  Texas  915-673-8184 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 


MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1701  S.  Shepherd,  Office  203,  Houston,  Texas  77019,  524-7293 


ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 


ERWIN  C.  WINKEL,  M.D.,  F.I.C.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 


Present  your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors.” 

Mrs.  Marilyn  Baker 
Managing  Editor 
TEXAS  MEDICINE 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings; 

5|<  Legislative  Seminar 
Jan.  20,  1973,  Austin 

^ 106th  Annual  Session 
May  3-6,  1973,  Dallas 

Conference  on  Medical  Practice 
Oct.  6,  1973,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  group 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  76216. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
ctne,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  18  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed.  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
• obstetrics.  Please  reply  to  Ad-301,  Texas  Medi- 

<nn«.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas.  Texas, 
ne^  an  ob/gyn.  Internal  medicine,  general  surgeon,  orthopedist,  and 
otolaryngologist.  Early  partnership,  liberal  vacation  and  meeting  time, 
life  insurance,  ^oup  hospitalization,  retirement  benefits,  teaching  oppor- 
tonlties,  new  facilities,  interview  expenses  paid.  Please  contact  Cecil 
Kosamond,  Administrator,  P.  O.  Box  28,  Dallas,  Texas. 

DESIRE  GP,  SURGEON  OR  EENT.  16,000  population,  rural  area.  In- 
dustry and  ranching.  Near  metropolitan  area.  Good  school  system.  Need 
Msociation.  Cleburne.  Texas.  For  additional  information  contact  Ad-363, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PILOT  PHYSICIANS:  Combine  emergency  room  work 
With  flying.  Group  maintains  Bonanza  for  business  and  pleasure.  Please 
78701  ■*^“-365.  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas 


GE^RAL  PRACTICE,  FAMILY  PRACTICE  with  three  other  family 
^actitioners.  Clinic,  40*bed  hospital,  44-bed  extended  care,  pharmacy. 
■”?  j buy-in.  equal  privileges,  guaranteed  income  until 

estoblished.  "^p  opportunity  in  Southwest.  Contact  Gordon  Russell,  Ad- 
mimstrator,  Hi-Plains  Hospital-Clinic.  203  West  4th.  Hale  Center,  Texas 


FAMILY  PRACTICE  PHYSICIAN  AND  INTERNIST  needed  to  join  a 
lull  time  five  man  clinic  association  with  part  time  radiologist  and  clin- 
ical  pathologist  in  Clifton.  Texas.  Located  36  miles  NW  of  Waco.  16 
milM  from  Lake  Whitney ; good  fishing,  excellent  hunting,  new.  re- 
cently completed,  modem  golf  course.  Excellent  schools,  churches  and 
powing  progressive  small  town.  Closely  associated  with  new  66-bed 
hospitol  facility,  which  is  fully  accredited  by  the  Joint  Commission.  Sug- 
grat  salary  at  first  with  partnership  in  future.  Financial  terms  open. 

lease  contart  V.  D.  Goodall,  M.D.,  Clifton  Medical  and  Surgical  Clinic 
Association,  Clifton.  Texas  76634.  Telephone  675-8621  or  676-3113. 


GENERAL  PRACTITIONER:  Excellent  location  in  the  Lost  Pines  of 
lexas  area.  Growing  community  of  3,500  along  the  beautiful  ColoraiJo 
nver  has  an  excellent  opportunity  for  a good  family  general  practitioner, 
^cellent  small  hospital  (26  beds)  and  nursing  home  (62  beds)  complex. 
Guaranteed  salary,  clinic  environment  and  other  fringe  benefits  will 
make  this  difficult  to  turn  down  if  interested  in  working  in  a progressive 
mral  community.  Write  Ad-386,  Texas  Medicine.  1801  North  Lamar 
Boulevard.  Austin,  Texas  78701. 


wanted  to  join  a 3-doctor 
U15-CiYN  group  in  West  Texas.  Salary  negotiable  leading  to  partnership. 
Contact  Midland  Women*s  Clinic,  2009  West  Wall,  Midland.  Texas  79701. 

PSYCHIATRIC  RESIDENCY  in  approved  3-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics,  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  with  Texas 
license  are  $13,000,  $14,000,  and  $15,000  per  year.  In  addition,  now 
offenng  ^idency  in  child  psychiatry.  For  full  information  write  to 
Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Research,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin.  Texas  78751. 


STAFF  PHYSICIANS  NEEDED  for  state  hospital.  Progressive  1,000 
resident  state  institution.  Eligibility  for  Texas  license  required.  40  hour 
work  week,  paid  vacation,  sick  leave,  holidays,  good  retirement  plan, 
group  insurance.  Kerrville  is  known  as  a retirement  center.  Prefer  ma- 
ture physician  over  age  50.  Please  contact  Luther  W.  Ross,  M.D,,  Super- 
intendent, Kerrville  State  Hospital,  P.O.  Box  1468.  Kerrville,  Texas  78028, 
or  phone  612-257-3211. 

PHYSICIANS  NEEDED — Staff  physicians,  general  practitioners 
and/or  board  certified  specialists  to  increase  staff  of  Travis  State  School. 
Texas  license  required.  Fringe  benefits  include  40  hour  work  week, 
vacation  and  sick  leave.  Present  and  projected  salary  increases  make 
positions  attractive.  Contact  Superintendent  or  Medical  Director,  Travis 
State  School,  P.O.  Box  430,  Austin,  Texas  78767.  Telephone  512-926-2410. 
An  equal  opportunity  employer. 


INTERNISTS — To  conduct  private  practice  and  join  staff,  any  one 
of  five  modern,  progressive,  publicly  owned  hospitals,  all  in  desirable 
Gulf  Coast  cities.  Generous  guaranteed  income  during  first  year.  Reply 
Ad-410,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONERS — To  conduct  private  practice  and  join 
staff,  any  one  of  five  modern,  progressive  publicly  owned  hospitals,  all 
in  desirable  Gulf  Coast  cities.  Generous  guaranteed  income  during  first 
year.  Reply  Ad-411,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER  to  join  established  internist  and  pedia- 
trician. Share  €xr>enses  and  time  off.  Growing  southeast  Houston  area. 
Three  hospitals  within  10  minutes.  No  investment  necessary.  Please 
contact  C.  E.  Hesse,  M.D.  or  C.  H.  Heider,  M.D.,  Sun  Valley  Medical 
Clinic,  9935  Bessemer,  Houston,  Texas  77034.  1-713-946-4231. 


WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  This  is  an  institution  for  the  moderately  mentally 
retarded  of  the  state.  Salaries  are  quite  competitive  with  other  state  and 
federal  institutions.  40  hour  work  week,  ample  vacation  time,  and  other 
fringe  benefits.  Excellent  community  to  live  near  San  Angelo,  Texas. 
Contact  Medical  Director.  San  Angelo  Center,  Carlsbad,  Texas  76934. 

GENERAL  PRACTITIONER  WANTED  by  multi-specialty  group.  In- 
come based  on  production,  with  guarantee.  Ample  free  itme.  Professional 
expenses  paid.  Growing  college  town  : good  schools  ; excellent  living  and 
recreational  area.  Medical-Surgical  Clinic,  420  Normal,  Denton,  Texas 


^ OB-GYN  WANTED  by  multi-specialty  group.  Income  based  on  produc- 
Uon,  with  guarantee.  Ample  free  time.  Professional  expenses  paid. 
Growing  college  town  ; good  schools ; excellent  living  and  recreational 
area.  Medical-Surgical  Clinic.  420  Normal,  Denton,  Texas  76201. 

UROLOGIST  WANTED  by  multi-specialty  group.  Income  based  on 
production,  with  guarantee.  Ample  free  time,  Professional  expenses  paid. 
Growing  college  town ; good  schools ; excellent  living  and  recreational 
area.  Medical-Surgical  Clinic,  420  Normal,  Denton.  Texas  76201. 

STAFF  PHYSICIANS  WANTED.  Full  time  positions  in  general  medi- 
cine at  Veterans  Administration  Hospital.  Waco,  Texas.  Excellent 
schools  and  housing.  Licensure  may  be  in  any  state.  Salary  range 
$25,620  to  $33,620  depending  on  qualifications.  Excellent  fringe  benefits. 
Equal  opportunity  employer.  Contact  Chief  of  Staff,  Veterans  Adminis- 
tration  Hospital.  Waco,  Texas  76703. 

WACO  STAFF  PSYCHIATRISTS  WANTED.  Full  time  positions  in 
psychiatry  at  Veterans  Administration  Hospital,  Waco,  Texas.  Ideal 
central  Texas  location  within  100  miles  of  Dallas,  Fort  Worth  and 
Austin.  Excellent  schools  and  housing.  Licensure  may  be  in  any  state. 
Salary  range  $25,620  to  $33,620  depending  on  qualifications.  Excellent 
fringe  benefits.  Equal  opportunity  employer.  Contact  Chief  of  Staff, 
Veterans  Administration  Hospital,  Waco,  Texas  76703. 

GENERAL  PRACTITIONER  NEEDEDTn~JUNCTION.  TEXAS.  Com- 
pletely  equipped  office  available  for  immediate  occupancy.  Modern  18 
bed  well  equipped  hospital.  Junction  city  population  2800.  Kimble  Coun- 
ty population  4500.  Kimble  County  Hospital  serves  entire  county.  Ex- 
cellent school  system,  friendly  small  town,  stable  ranching  community, 
multiple  recreational  facilities  available.  For  additional  information 
contact  Robert  Bruce  Parker,  M.D.,  P.O.  Box  7,  Junction.  Texas  76849. 

PSYCHIATRIST:  Board  certified  or  eligible  with  Texas  license  or 
eligible  for  reciprocity,  for  2700-bed  modern  State  Hospital.  Salary 
$25,500  plus  $1,000  for  board^  certification  and  possibility  of  up  to 
$3,000  in  additional  compensation  in  three  to  six  months.  Apply  Luis 
M.  Cowley,  M.D..  Superintendent,  Terrell  State  Hospital,  Terrell,  Texas 
75160.  An  equal  opportunity  employer. 

PHYSICIANS:  Texas  license  or  eligible  for  reciprocity,  for  2700-bed 
modern  State  Hospital.  Salary  $23,000  plus  possibility  of  additional  com- 
pensation in  three  to  six  months.  Apply  Luis  M.  Cowley,  M.D.,  Super- 
intendent, Terrell  State  Hospital,  Terrell,  Texas  75160.  An  equal  oppor- 
tunity  employer. 

WANTED:  GENERAL  PRACTITIONER,  INTERNIST  OR  PEDIA- 
TRICIAN to  join  medical  staff  of  Abilene  State  School,  a facility  for 
the  mentally  retarded  under  the  Texas  Department  of  Mental  Health 
and  Mental  Retardation.  Base  annual  salary  $23,000.  A supplement  of 
81.000  possible  if  board  certifie<l  and  working  full  time  in  that  capacity. 
Other  supplemental  possible,  based  on  qualifications,  experience  and 
responsibility.^  Forty  hour  week  with  excellent  vacation,  sick  and  holiday 
plan.  Good  life  and  hospitalization  plan,  social  security  and  excellent 
state  retirement  plan.  Progressive  city  of  90,000  friendly  people  in  West 
Central  Texas.  Texas  license  required.  Contact  O.  V.  Milstead,  Personnel 
Director,  Box  451,  Abilene,  Texas  79604,  AC915-692-4053.  Equal  oppor- 
tiinity  employer. 


GP  WANTED  at  Buchanan  Dam.  Texas.  Facilities  available  with 
gynecologist,  psychiatrist.  Three  hospitals  within  17  miles.  Approximate- 
ly 20,000  trade  area.  Would  prefer  35-45  years  old,  but  not  essential. 
For  further  information  call  or  write  Jim  W,  Mitchell,  Box  395,  Llano, 
78643,  915-247-5494  or  247-4994. 


WANTED:  GENERAL  PHYSICIANS  for  900  bed  psychiatric  hospital, 
salary  $23,000  to  $26,000  depending  on  qualifications.  Libera!  vacation, 
holiday,  and  sick  leaves.  Insurance  partially  paid  by  employer.  Write 
Superintendent.  Big  Spring  State  Hospital.  P.O.  Box  231,  Big  Spring, 
Texas  79720.  An  equal  opportunity  employer. 

WANTED  JULY  1ST  OF  1973.  Energetic  GP  associate.  Four  active 
practitioners  (ages  30-43).  Work  at  your  own  pace.  $2,600  minimum 
monthly  vs.  percentage.  $8.5,000  first  year  gross.  Advantages  are  3%  to 
4 day  office  week,  equal  call  schedule  and  a long  weekend  every  five 
weeks._  Four  of  five  weekends  off.  Ftill  time  coverage  for  your  patients, 
exceptional  income,  major  league  sports,  cultural  facilities,  colleges, 
lakes,  etc.  Located  in  Fort  Worth,  Texas.  Write  Ad-421,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RESIDENCIES— PHYSICAL  MEDICINE  AND  REHABILITATION 
(Rehabilitation  Medicine).  Approved  three  year  program.  Comprehensive 
in  and  out-patient  experience  in  all  phases  of  the  specialty,  including 
electrodiagnosis.  Facilities  utilized  in  program  include  county,  VA,  mili- 
tary, and  private  hospitals.  Basic  stipend  $9.000-$10,200.  Liberal  fringe 
benefits.  Contact  Arthur  E.  Grant.  M.D.,  University  of  Texas  Medical 
School  at  San  Antonio,  7703  Floyd  Curl  Drive,  San  Antonio,  Texas 
78284. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  numiber  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GP  TO  JOIN  SMALL  GROUP.  Malpractice  paid,  no  investment,  begin 
immediately.  Clinic  immediately  adjoining  hospital.  Commission.  Guaran- 
teed  53,000  monthly  first  two  months  and  $3,500  monthly  subsequently. 
Should  earn  $50,000-$60,000  yearly  after  six  months.  Contact  J.  B. 

Tidwell,  Houston,  Texas  77018.  Telephone 


ASSISTANT  SURGEON  FOR  HOUSTON  SUBURB.  $2,000  per  month 
minimuni  collections  gruaranteed.  Potential  collections  very  high.  No  prac- 
tice expense.  Must  have  Texas  license.  Sanford  Smith.  Director  of  Phy- 
sician Planning,  Hospital  Affiliates,  Inc.,  12421  East  Freeway.  P.  O. 
Box  9836,  Houston,  Texas  77015. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well  established 
practice  in  West  Texas  community  of  16,000  people.  Modern,  fully  ac- 
credited, 85  bed  general  hospital  with  modern  equipment.  Possible  gross 
of  $100,000  after  first  year.  Five  hour  drive  to  New  Mexico  mountains. 
Memorial  Hospital.  Kermit,  Texas  79745.  Telephone  915-586-2511,  collect. 


Situations  Wanted 


BOARD  CERTIFIED  OTOLARYNGOLOGIST,  34,  married,  five  year 
training  in  all  phases  of  otolaryngology  and  max- 
illofacial surgery.  Completing  military  service.  Available  in  July  1973. 
beeJcing  private  practice,  association,  group  or  solo,  practicing  all 
aspects  of  the  specialty.  Contact  Gustav  M.  Braun.  M.D..  Box  “O”. 
Gorgas  Hospital,  Balboa  Heights,  Canal  Zone. 

BOARD  CERTIFIED  ORTHOPEDIST,  32  years  old,  married  with 
two  children,  desires  location  in  Texas.  Extensive  operative  experience 
in  trauma  of  all  kinds  including  hand.  Good  knowledge  of  P.M.  & R, 
(one  year  as  fellow  in  same).  Groups  or  associations  or  hospital  loca- 
tions, as  well  as  teaching  positions  welcome.  Two  years  teaching  ex- 
PCTience.  Please  reply  to  Ad-407,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

SEEKING  LOCATION — 32  year  old  orthopedic  surgery  finishing 
University  of  Texas  Medical  Branch  in  September 
1973  desires  to  practice  in  a community  of  30,000  to  125,000.  Military 
obligation  previously  fulfilled.  Please  reply  to  Ad-408,  Texas  Medicine, 
1801  North  Lamar  Blvd,,  Austin,  Texas  78701, 

RADIOLOGIST:  Male,  31,  university  trained — three  year  diagnostic. 
?n^o  special  procedures,  one  year  faculty  appointment  ending  mid 
1973.  Oral^  ^ard  eligible.  Desire  location  near  large  body  water  ; solo  or 
group ; military  completed.  Have  Oklahoma  and  California  licenses. 
Please  reply  to  Clark  C.  Lipe,  M.D.,  1928  NW  56  Street,  Oklahoma  Citv'. 
Oklahoma- 

BOARD  CERTIFIED  RADIOLOGIST  with  teaching  experience  and 
large  hospital  affiliation  seeks  radiology  position.  Please  reply  to  Saul  S. 
Sapsin,  M.D..  P.  q^Box_3642,  Temple,  Texas  76501. 

GASTROENTEROLOGIST/INTERNfST” Board  eligible,  age  31,  mar- 
ried, military  completed.  Tulane  graduate,  residency  Barnes,  fellowship 
North  Carolina  seeks  association  with  internist  in  city  greater  than 
150,000.  To  interview  January  1973.  available  July  1973.  Please  reply  to 
Ad-423,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

UROLOGIST,  34,  married,  children,  university  trained.  FMG.  board 
certified.  Licen.sed  in  many  states  but  desires  to  settle  in  Texas.  S<^eks 
association,  solo  or  group  practice.  Prefers  some  academic  or  teaching 
affiliation.  Please  reply  to  Ad-422,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

SEEKING  RELOCATION  IN  DALLAS  AREA — Young  general  practi- 
tioner presently  practicing  in  Texas,  desires  association  or  group  practice 
in  Dallas  area.  Available  immediately.  For  additional  information  contact 
Ad-424,  Texas  Medicine,  1801  North  Lamar  Blvd..  Austin.  Texas  78701. 

For  Sale  or  For  Rent 


SOUTHEAST  MEDICAL  CENTER  has  customized  suites  available  for 
immediate  occupancy.  100  feet  from  Southeast  Baptist  Hospital.  Ideal  In- 
wtion  in  established  quadrant  of  San  Antonio  where  no  medical  special- 
ists are  offered.  Only  17  minutes  by  freeway  from  downtown.  Contact 
Manager.  4242  East  Southcross.  San  Antonio  78222.  Phone  222-2103. 

GENERAL  PRACTICE — FOR  RENT.  Father's  practice  for  20 
years,  now  deceased.  Four  examining  rooms,  bathroom,  private  office, 
business  office,  800  sq.  ft.  waiting  room.  Call  922-2166  or  write  6722 
So.  Flores,  San  Antonio.  Texas  78221,  Dr.  H.  Graham  Wilson.  Jr. 

FOR_  SALE  OR  FOR  RENT.  Making  over  $250,000.  Due  to  retire- 
ment in  six  months,  two  doctors  clinic  for  lease,  rent  or  sale.  No 
night  calls,  OB,  or  surgery.  Regular  hours.  Privileges  in  local  hos- 
pital. Congenial  community.  90  miles  from  Houston,  20  miles  from 
Beaumont.  Please  reply  to  Ad-409,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

AVAILABLE  IMMEDIATELY!  Due  to  sudden  death  of  physician. 
Established  40  year  general  medical  practice,  including  obstetrics, 
gynecology,  p^iatrics,  surgery  and  general  family  medicine.  Practiced 
at  same  location  for  38  years.  Medical  and  Dental  Center,  Fredericks- 
burg Road  at  Summit,  San  Antonio,  Texas.  Convenient  to  all  hospitals. 
For  information  telephone  733-8675,  734-4660  or  medical  exchange 

227-6331. 


WANTED:  GENERAL  PRACTITIONERS  AND  SPECIALISTS.  Hous- 
ton area,  under  construction,  now  leasing.  Nottingham  Forest  Profes- 
sional Center.  24  suites,  plus  lab,  x-ray  and  pharmacy.  Space  and  in- 
teriors custom  made  to  serve  each  doctor’s  specific  needs.  Delightful 
townhouse  environment  in  fast  growing  substantial  Memorial-Dairy 
Ashford  area.  Contact  Charles  C.  Bennett,  D.D.S.,  10038-B  Long  Point 
Road,  Houston,  Texas  77066,  713-466-8347;  or  Mike  Malone,  713- 

624-9131. 


NEW  FOUR-STORY  PROFESSIONAL  BUILDING  now  under  con- 
struction in  fast-growing  Clear  Lake  City.  Centrally  located  between 
two  new  hospitals.  Near  Houston,  NASA-MSC  and  Bayport  Industrial 
Complex.  A center  of  Gulf  Coast  recreation.  For  information  contac’ 
Clear  Lake  Medical  Associates,  907  Bay  Area  Blvd.,  Houston.  Texas 
77058  or  call  488-3434, 

SUBSTANTIAL  SOLO  MEDICAL  PRACTICE  FOR  SALE.  Prime  lo- 
cation in  El  P^o,  Texas  (population  360,000-}-).  Board  certified.  Interna! 
medicine  specialty  for  eighteen  years.  Located  within  medical  center 
complex  and  centrally  located  as  regards  hospitals.  Private  laborator.v 
facilities.  For  further  information  and  particulars  on  financial  aspects 
call  AC  212-598-2550  or  AC  212-677-0433. 


GENERAL  SOLO  PRACTICE  CLOSE  TO  DALLAS  FOR  SALE.  Fully 
equipped  office  ECG,  X-ray  and  laboratory.  Large  parking  area.  Last 
gross  $130,000.  Doctor  will  stay  to  introduce.  Please  reply  to  Ad- 
419,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIANS  AND  GENERAL^ PRACTITIONER^ NEEDED  in 
Brownsville.  Two  obstetricians-gynecologists  with  very  active  practice  are 
building  $300,000  office,  laboratory,  pharmacy  complex  with  space  avail- 
able for  other  doctors.  Willing  and  able  pediatrician  guaranteed  $36,000. 
Area  serving  approximately  200,000  people  with  only  one  pediatrician. 
Please  reply  to  Ad-420,  Texas  Medicine,  1801  North  Lamar  Blvd.  Aus- 
tin, Texas  78701. 


FOR  SALE:  Four  rooms  of  medical  equipment  in  excellent  condition. 
Includes  Burdick  Microtherm,  Liebel  Flarshiem  Diathermy,  Trutrac  Trac- 
tion  Unit.  Also  a Ritter  hydraulic  table,  2 Allison  examination  tables 
With  matching  cabinets  and  stools.  Assorted  tables,  cabinets,  pans  and 
instruments.  Also  a Picker  100/100  MA  “R-1”  $843  with  foot  operated 
table.  Like  new  waiting  room  furniture.  Also  three  rooms  of 
office  furniture,  including  metal  desks,  chairs  and  filing  cabinets.  Con- 
tact Mrs.  J.  M.  Burnett,  1223  East  Terrell  Avenue,  Fort  Worth,  Texas 
76104.  Telephone  332-2793. 


PHYSICIAN  SUITES  AVAILABLE.  New  professional  office  building 
adjacent  San  Jacinto  Methodist  Hospital,  Baytown,  Texas.  City  of 
60,000;  30  minutes  Houston;  home  Humble  Oil  «&  Refining,  U.S.  Steel. 
High  average  income.  On  bay.  Outstanding  schools,  Lee  College,  Con- 
tact Executive  Director,  San  Jacinto  Methodist  Hospital,  1101  Decker 
Drive,  Baytown,  Texas  77520,  713-427-0411. 

PHYSICIANS  WANTED:  Fast  growing  college  town  of  90,000  in  cen- 
ter of  Dallas-Fort  Worth  area.  Low  overhead  family  practice  (no  OB) 
for  sale  at  half  cost  of  equipment  and  furniture.  Can  be  rapidly  ex- 
panded. Next  to  hospitals.  Part  time  gross  $31,000.  D.  B.  Murray,  M.D,, 
1123  North  Cooper,  Arlington.  Texas  76013.  Telephone  817-277-6663. 

OFFICE  FOR  SALE — 30  miles  south  of  Dallas.  In  established  medical 
center.  Retiring  partner  ob/gyn,  but  would  suit  almost  any  type  of 
practice.  Rapid  growth  area.  Telephone  214-937-6580  or  reply  P.  O.  Box 
957,  Waxahachie,  Texas  75165. 


FOR  SALE:  As  new,  office  equipment  for  three  examining  rooms 
(family  practice) — half  price.  D.  B.  Murray,  M.D.,  1123  North  Cooper, 
Arlington,  Texas  76013.  Telephone  817-277-6663. 


Miscellaneous 

CIRCULATION  TECHNOLOGIST:  March  1973  graduate  of  Circulation 
Technology  Program  under  College  of  Medicine,  Ohio  State  University, 
would  like  position  in  hospital  (prefer  San  Antonio,  Austin,  Dallas, 
Worth  areas).  Qualified  to  operate  heart-lung  machine  in  open  heart 
surgery,  hemodialysis  and  renal  preservation  equipment,  life-supportive 
systems  and  instrumentation.  Salary  requested  approximately  $12,000, 
but  negotiable.  Contact  William  Vokonas,  980  King  Avenue,  Bldg.  4, 
Apt.  14,  Columbus.  Ohio  43212. 


Wnte 

back. 


When  the  college  you  went 
to  writes  you  for  money,  write 
back.  Preferably  on  a check.  - 
That  degree  means  about 
a quarter  million  dollars  more 
in  lifetime  earnings  than  no 
degree  at  all. 

And  the  tuition  you  paid 
to  get  it  probably  only  covered 
about  a third  of  what  it  took 
to  educate  you. 

Today  tuition  takes  care  of 
even  less.  The  rest  has  to  come 
from  people  like  you. 

Write  back  to  the  college 
that  writes  you.  Give  back  a 
little  help. 


Give  to  the  college  of  your  choice. 
Now. 


Advertising  contributed  for  the  public  good. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
andxh^  psychotropic  action  of  Valium®  (diazepam). 
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